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about  a new  dosage  form  of  cephalexin 


ANNOUNCING  NEW 


Kef  let 

TABLETS 

cephalexin 


All  the  advantages  of  cephalexin 
in  a convenient  tablet  form 

• Backed  by  over  15  years  of  clinical  experience 

• Smaller  tablet  is  specially  shaped  and  coated  for  easier  swallowing 

• May  enhance  patient  compliance,  particularly  among  the  elderly 

• Tablet  dosage  form  may  be  appreciated  by  patients  of  all  ages 


NEW  Keflet  Tablets  are  available  as: 


250-mg 

Tablets 


500-mg 

Tablets 


Keflet  is  contraindicated  in  patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-sensitive  patients. 


Brief  Summary:  Consult  the  package  literature  tor  prescribing  information 
Indications  and  Usage:  Keller  Tablets  (cephalexin,  Dista)  are  indicated 
lor  the  treatment  ol  the  following  infections  when  caused  by  susceptible 
strains  ol  the  designated  microorganisms: 

Respiratory  tract  infections  caused  by  Streptococcus  pneumoniae  and 
group  A 0 hemolytic  streptococci  (Penicillin  is  the  usual  drug  ol 
choice  in  the  treatment  and  prevention  ol  streptococcal  infections, 
including  the  prophylaxis  ot  rheumatic  lever  Keflet  is  generally  effec 
tive  in  the  eradication  of  streptococci  from  the  nasopharynx:  however, 
substantial  data  establishing  the  efficacy  ol  Keflet  in  the  subsequent 
prevention  ot  rheumatic  lever  are  not  available  at  present  ) 

Otitis  media  due  to  S pneumoniae , Haemophilus  mlluemae.  staphylo 
cocci,  streptococci,  and  Neisseria  calarrhalis 
Skin  and  skin  structure  intections  caused  by  staphylococci  and/or 
streptococci 

Bone  intections  caused  by  staphylococci  and/or  Proteus  mirabilis 
Genitourinary  tract  intections.  Including  acute  prostatitis,  caused  by 
Escherichia  coli,  Pmirabilis,  and  Klebsiella  sp. 

A/o/e— Culture  and  susceptibility  tests  should  be  initiated  prior  to  and 
during  therapy  Renal  (unction  studies  should  be  perlormed  when  indicated. 
Contraindication:  Keitel  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporin  group  ot  antibiotics. 

Warnings:  before  cephalexin  therapy  is  instituted,  careful  inquiry  should  be 
MADE  CONCERNING  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  CEPHALOSPORINS  ANO 
PENICILLIN  CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE  GIVEN  CAUTIOUSLY  TO  PENICILLIN 
SENSITIVE  PATIENTS 

SERIOUS  ACUTE  HYPERSENSITIVITY  REACTIONS  MAY  REQUIRE  EPINEPHRINE  ANO  OTHER 
EMERGENCY  MEASURES 

There  is  some  clinical  and  laboratory  evidence  of  partial  cross  allergen 
Icity  ol  the  penicillins  and  the  cephalosporins.  Patients  have  been  reported 
to  have  had  severe  reactions  (including  anaphylaxis)  to  both  drugs. 

Any  patient  who  has  demonstrated  some  lorm  ol  allergy,  particularly  to 
drugs,  should  receive  antibiotics  cautiously  No  exception  should  be  made 
with  regard  to  Keflet 

Pseudomembranous  colitis  has  been  reported  with  virtually  all  broad 
spectrum  antibiotics  (including  macrolides,  semisynthetic  penicillins,  and 
cephalosporins):  therefore,  it  is  important  to  consider  its  diagnosis  in 
patients  who  develop  diarrhea  in  association  with  the  use  ol  antibiotics 
Such  colitis  may  range  in  severity  from  mild  to  life  threatening 
Treatment  with  broad  spectrum  antibiotics  alters  the  normal  flora  ol  the 
colon  and  may  permit  overgrowth  ol  Clostridia  Studies  indicate  that  a 
toxin  produced  by  Clostridium  dithcile  is  one  primary  cause  ot  antibiotic 
associated  colitis. 

Mild  cases  ol  pseudomembranous  colitis  usually  respond  to  drug  dis 
continuance  alone.  In  moderate  to  severe  cases,  management  should 
include  sigmoiOoscopy,  appropriate  bacteriologic  studies,  and  lluid,  elec 
trolyte.  and  protein  supplementation  When  the  colitis  does  not  improve 
after  the  drug  has  been  discontinued,  or  when  it  is  severe,  oral  vancomycin 
is  the  drug  of  choice  for  antibiotic  associated  pseudomembranous  colitis 
produced  by  C difficile.  Other  causes  of  colitis  should  be  ruled  out. 

Usage  in  Pregnancy-  Salety  ol  this  product  lor  use  during  pregnancy 
has  not  been  established 

Precautions:  General- Patients  should  be  followed  carefully  so  that  any 
side  effects  or  unusual  manilestations  ot  drug  idiosyncrasy  may  be  detected 
It  an  allergic  reaction  to  Keflet  occurs,  the  drug  should  be  discontinued  and 
the  patient  treated  with  the  usual  agents  (eg,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids). 

Prolonged  use  ot  Keitel  may  result  in  the  overgrowth  ol  nonsusceptible 
organisms  Carelul  observation  ot  the  patient  is  essential.  It  superintection 
occurs  during  therapy,  appropriate  measures  should  be  taken 
Positive  direct  Coombs'  tests  have  been  reported  during  treatment  with 
the  cephalosporin  antibiotics.  In  hematologic  studies  or  in  translusion 
cross  matching  procedures  when  antiglobulin  tests  are  perlormed  on  the 
minor  side  or  in  Coombs'  testing  ol  newborns  whose  mothers  have 
received  cephalosporin  antibiotics  belore  parturition,  it  should  be  recog 
mzed  that  a positive  Coombs'  test  may  be  due  to  the  drug. 

Keflet  should  he  administered  with  caution  in  the  presence  ol  markedly 
Impaired  renal  function.  Under  such  conditions,  careful  clinical  observation 
and  laboratory  studies  should  he  made  because  sale  dosage  may  he  lower 
than  that  usually  recommended. 

Indicated  surgical  procedures  should  he  perlormed  in  conjunction  with 
antibiotic  therapy. 

As  a result  ol  administration  ol  Keflet,  a false-positive  reaction  lor  glu- 
cose in  the  urine  may  occur.  This  has  been  observed  with  Benedict's  and 
Fehling's  solutions  and  also  with  Clinitest*  tablets  hut  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly). 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in  individ 
uals  with  a history  ot  gastrointestinal  disease,  particularly  colitis. 

Usage  in  Pregnancy-Pregnancy  Category  B- The  daily  oral  admimstra 
tion  ol  cephalexin  to  rats  in  doses  ot  250  or  500  mg/kg  prior  to  and  during 
pregnancy,  or  to  rats  and  mice  during  the  period  of  organogenesis  only,  had  no 
adverse  ettect  on  tertility.  tetal  viability,  letal  weight,  01  litter  size.  Note  that  the 
safety  ol  cephalexin  during  pregnancy  in  humans  has  not  been  established 
Cephalexin  showed  no  enhanced  toxicity  in  weanling  and  newborn  tats 
as  compared  with  adult  animals  Nevertheless,  because  the  studies  in 
humans  cannot  rule  out  the  possibility  ol  harm,  Keitel  should  he  used  during 
pregnancy  only  it  clearly  needed 

Nursing  Mothers-  The  excretion  ot  cephalexin  in  the  milk  increased  up  to 
4 hours  after  a 500-mg  dose:  the  drug  reached  a maximum  level  ot  4^g/mL, 
then  decreased  gradually,  and  had  disappeared  8 hours  after  administration 
Caution  should  be  exercised  when  Keitel  is  administered  to  a nursing  woman 
Adverse  Reactions:  Gastrointestinal- Symptoms  ol  pseudomembran 
ous  colitis  may  appear  either  during  or  alter  antibiotic  treatment  Nausea 
and  vomiting  have  been  reported  rarely  The  most  frequent  side  ettect  has 
been  diarrhea  It  was  very  rarely  severe  enough  to  warrant  cessation  ot 
therapy  Dyspepsia  and  abdominal  pain  have  also  occurred.  As  with  some 
penicillins  and  some  other  cephalosporins,  transient  hepatitis  and  choles 
tatic  jaundice  have  been  reported  rarely. 

Hypersensitivity-  Allergic  reactions  in  the  form  ol  rash,  urticaria,  angio 
edema,  and,  rarely,  erythema  mulliforme,  Stevens  Johnson  Syndrome,  or 
toxic  epidermal  necrolysis  have  been  observed.  These  reactions  usually  sub 
sided  upon  discontinuation  of  the  drug  Anaphylaxis  has  also  been  reported 
Other  reactions  have  included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  fatigue,  and  headache  Eosino 
philia,  neutropenia,  thrombocytopenia,  and  slight  elevations  in  SGOT  and 
SGPT  have  been  reported 


PV  22 11  DPP 

Additional  information  available  to  the  profession  on  request  Irom 
Dista  Products  Company 
Division  ol  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd  by  Eli  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 


|rn7e6| 


© 1987,  DISTA  PRODUCTS  COMPANY 


720073 


July  1987 


THE  MEDICAL  SOCIETY 
OF  NEW  JERSEY 

Founded  July  23,  1 766 

Officers  and  Trustees 


President  and  Chairman  of  the  Board 

Harry  M.  Carnes,  M.D.  (Camden)  Audubon 

President-Elect 

Palma  E.  Formica,  M.D.  (Middlesex)  Old  Bridge 

First  Vice-President 

Paul  J.  Hirsch,  M.D.  (Somerset)  Bridgewater 

Second  Vice-President 

Douglas  M.  Costabile,  M.D.  (Union)  Murray  Hill 

Immediate  Past-President 

Edward  A Schauer,  M.D.  (Monmouth)  Farmingdale 

Secretary 

Bernard  Robins,  M.D.  (Essex)  Union 

Treasurer 

Joseph  N.  Micale,  M.D.  (Hudson)  North  Bergen 


Publication  Committee 


Frederick  B.  Cohen,  M.D.,  Chairman 
La  Verne  Fioretti 
Robert  J.  Gorrell,  Jr.,  M.D. 
Avrum  L.  Katcher,  M.D. 
Clement  H.  Kreider,  Jr„  M.D. 
Robert  M.  MacMillan,  M.D. 

Helio  J.  Malinvemi,  M.D. 

Leon  G.  Smith,  M.D. 


Editor 

Arthur  Krosnick,  M.D. 

Managing  Editor 

Geraldine  R Hutner 


Trustees 

Joel  S.  Cherashore,  M.D.  (1989)  (Essex)  Nutley 

Harry  W.  Fullerton,  Jr.,  M.D.  (1988) 

(Salem)  Carney's  Point 

Frank  Gingerelli,  M.D.  (1989)  (Bergen)  Hackensack 

Michael  M.  Heeg,  M.D.  (1990)  (Mercer)  Trenton 

Louis  L.  Keeler,  M.D.  (1988)  (Camden)  Collingswood 

Edwin  W.  Messey,  M.D.  (1988)  (Burlington)  Willingboro 

Fred  M.  Palace,  M.D.  (1988)  (Morris)  Morristown 

John  J.  Pastore,  M.D.  (1989)  (Cumberland)  Vineland 

Carl  Restivo,  Jr.,  M.D.  (1990)  (Hudson)  Jersey  City 

Herman  M.  Robinson,  M.D.  (1990)  (Essex)  Livingston 

Gerald  H.  Rozan,  M.D.  (1990)  (Passaic)  Wayne 

R Gregory  Sachs,  M.D.  (1990)  (Union)  Summit 

George  L.  Triebenbacher,  M.D.  (1990) 

(Ocean)  Beach  Haven 

Joseph  P.  Zawadsky,  M.D.  (1990) 

(Middlesex)  New  Brunswick 

Jonathan  Pincus,  Student  Member  Edison 


Councilors 

First  District 

(Essex,  Morris,  Union,  and  Warren  Counties) 


Edward  M.  Coe,  M.D.  (1990)  Cranford 

Second  District 

(Bergen,  Hudson,  Passaic,  and  Sussex  Counties) 

Alden  B.  Hall,  M.D.  (1989)  Newton 

Third  District 

(Hunterdon,  Mercer,  Middlesex,  and  Somerset  Counties) 

Louis  G.  Fares,  M.D.  (1988)  Trenton 

Fourth  District 

(Burlington,  Camden,  Monmouth,  and  Ocean  Counties) 

George  T.  Hare,  M.D.  (1990)  Haddon  Heights 

Fifth  District 

(Atlantic,  Cape  May,  Cumberland,  Gloucester,  and 
Salem  Counties) 

Paul  H.  Steel,  M.D.  (1989)  Atlantic  City 

AMA  Delegates 

Karl  T.  Franzoni,  M.D.,  Chairman  (1988)  Trenton 

Frank  Y.  Watson,  M.D.,  Vice-Chairman  (1990)  ..  Glen  Ridge 

Alfred  A Alessi,  M.D.  (1988)  Hackensack 

William  J.  D'Elia  M.D.  (1990)  Spring  Lake 

Frederick  W.  Durham,  M.D.  (1988)  Haddonfield 

Palma  E.  Formica,  M.D.  (1988)  Old  Bridge 

John  S.  Madara,  M.D.  (1988)  Salem 

Henry  J.  Mineur,  M.D.  (1988)  Westfield 

Myles  C.  Morrison,  Jr.,  M.D.  (1990)  Morristown 

Edward  A Schauer,  M.D.  (1988)  Farmingdale 

MSNJ  Honorary  Fellow 

James  S.  Todd,  M.D.  (Ridgewood)  Bergen 


Assistant  to  the  Managing  Editor 

Robin  L.  Kennett 

Advertising  Manager 

E.  Elizabeth  Cookson 

Graphic  Artist 

Frank  Cecala 

Executive  Director 

Vincent  A.  Maressa 

Executive  Director  Emeritus 

Richard  I.  Nevin 

Editorial  Board 

Jerome  Abrams,  M.D. 

Joseph  Alpert,  M.D. 

Harold  Arlen,  M.D. 

Stanley  Bresticker,  M.D. 

Alfonse  Cinotti,  M.D. 

Norman  H.  Ertel,  M.D. 

James  E.  George.  M.D.,  J.D. 

Daniel  P.  Greenfield,  M.D. 

Gerard  F.  Hansen,  M.D. 

Christine  E.  Haycock,  M.D. 

Paul  J.  Hirsch,  M.D. 

Monroe  S.  Karetzky,  M.D. 

Ismail  Kazem,  M.D. 

Stanley  C.  Leonberg,  Jr.,  M.D. 

Joel  D.  Levinson,  M.D. 

Joseph  A Lieberman,  III,  M.D. 

Alan  J.  Lippman,  M.D. 

Henry  R Liss,  M.D. 

Geobel  A Marin,  M.D. 

Donald  G.  McKaba,  M.D. 

Robby  Meijer,  M.D. 

Frank  T.  Padberg,  Jr.,  M.D. 
Christopher  A Papa,  M.D. 

Edwin  L.  Rothfeld,  M.D. 

Benjamin  F.  Rush,  Jr.,  M.D. 

Morris  H.  Saffron,  M.D. 

Marvin  Shuster,  M.D. 

Mark  M.  Singer,  M.D. 

Sheldon  D.  Solomon,  M.D. 

Lloyd  N.  Spindell,  M.D. 

A Arthur  Sugerman,  M.D. 

Stephen  F.  Wang.  M.D. 

Edwin  S.  Wilson,  M.D. 

Louis  S.  Zeiger,  M.D. 

Robert  B.  Zufall,  M.D. 


NEW  JERSEY  MEDICINE  (ISSN-0025-7524)  is  published  monthly  (since  1904)  under  the  direction  of  the  Commit- 
tee on  Publication,  by  the  Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville,  NJ  08648.  Printed 
in  East  Stroudsburg,  PA,  by  the  Hughes  Printing  Co.  Whole  number  of  issues  1001.  Member’s  subscription  ($10) 
is  included  in  Society  dues.  Rates  for  nonmembers,  $30;  outside  USA  add  $ 1 5 for  postage.  Single  copies,  $3.  Address 
communications  to  NEW  JERSEY  MEDICINE,  Two  Princess  Road,  Lawrenceville,  NJ  08648,  (609)  896-1766 
Second-class  postage  paid  at  Trenton,  NJ,  and  additional  entry  office.  Copyright  1987  by  the  Medical  Society  of 
New  Jersey.  y 


464 


NEW  JERSEY  MEDICINE 


YOU  WILL  KNOW 
THE  MOMENT  WE  KNOW 


3ood  communication  with  refer- 
ing  physicians  is  an  essential  part 
>f  our  lithotripsy  treatment  pro- 
;ram  at  the  Mid-Atlantic  Kidney 
5tone  Center.  After  the  pre- 
reatment  consultation  with  your 
)atient,  we  send  a full  report  to 
/ou.  Post-treatment,  we  promptly 
:all  your  office  regarding  your 
patient’s  status.  Then  we  send  a 
:omplete  report  to  assist  you  in 
providing  follow-up  care.  Addi- 
:ionally,  we  provide  each  patient 
vith  copies  of  their  pre-  and 


post-treatment  x-ray  films. 

Our  medical  directors  are 
available  for  pre-  or  post-treat- 
ment consultation  24  hours  a 
day,  7 days  a week.  We  think  you 
will  find  that  our  thorough  com- 
munications will  he  of  assistance 
to  you  during  your  patient’s 
treatment  at  the  Mid- Atlantic 
Kidney  Stone  Center. 

In  nearly  two  years  of  practice 
as  a lithotripsy  service,  we  have 


THE  MID-ATLANTIC 
KIDNEY  STONECENTER 


A LITHOTRIPSY  SERVICE 
One  Brick  Road,  Suite  103 
Marlton,  NJ  08053 


treated  more  than  2000  patients. 
Referring  physicians  from  New 
Jersey,  Eastern  Pennsylvania, 
metropolitan  New  York,  and  Del- 
aware have  come  to  appreciate 
this  unique  level  of  experience  as 
well  as  our  frequent  and  timely 
communications.  To  find  out 
more  about  our  service,  or  how 
you  can  obtain  staff  privileges  at 
the  Mid- Atlantic  Kidney  Stone 
Center,  call  (609)  983-7337. 
Outside  New  Jersey,  call 
(800)  53-LITHO. 


Our  care  will  show  how  much  you  care. 


Managed  by  MEDIQ  Healthcare  Resources,  Inc. 
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NO— TO  MANDATORY  MEDICARE  ASSIGNMENT 

The  Medical  Society  of  New  Jersey  is  pleased  to  in- 
form you  of  the  overwhelming  support  of  the  member- 
ship who  went  to  Trenton  on  Monday,  May  11,  1987, 
to  protest  the  release  of  Assembly  Bill-25 1 1 and  As- 
sembly Bill-3305  from  the  Health  and  Human  Re- 
sources Committee. 

Assembly  Bill-25 1 1 was  rejected  by  a 5 to  0 vote  and 
Assembly  Bill-3305  was  removed  from  the  Committee’s 
agenda 

The  vitality  and  professionalism  as  well  as  the  con- 
cern for  patient  welfare  that  was  exhibited  by  MSNJ 
speakers  carried  the  day.  The  legislators  all  expressed 
their  appreciation  for  the  dignity  of  the  Medical  So- 
ciety of  New  Jersey’s  presentation  of  its  cause.  They 
indicated  it  was  the  largest  concerted  physician  dis- 
play of  its  type  they  had  ever  seen. 

FDA  SAFETY  ALERT 

The  Food  and  Drug  Administration  (FDA)  has  issued 
an  alert  to  physicians  regarding  the  potential  risk  of 
transmitting  Creutzfeldt-Jakob  disease  (CJD)  to 
surgical  patients  through  possibly  contaminated 
batches  of  human  dura  mater  transplant  material  and 
have  asked  that  physicians  check  their  stocks  for  these 
batches. 

QUALITY  ASSESSMENT  OF  MANAGED  CARE 
SYSTEMS 

(This  article  is  reprinted  with  permission  of  JCAH  Per- 
spectives. The  material  is  from  the  President’s 
Column,  March/April  1987,  Volume  7,  Number  3/4.) 

Among  the  many  significant  changes  in  health  care 
during  this  decade,  the  evolution  and  growth  of  man- 
aged care  systems  is  particularly  striking.  Today, 
health  maintenance  organizations  (HMOs),  indepen- 
dent practice  associations  (IPAs),  and  their  progeny 
are  a pervasive  influence  in  the  environment:  the  term 
"alternate”  delivery  systems  has  become  a misnomer. 
The  evolution  of  these  systems  is  creating  an  array  of 
issues  for  providers  of  care,  policymakers,  and  evalu- 
ators of  health  care  delivery. 

Since  the  mid-1960s,  the  Joint  Commission  has 
steadily  broadened  its  spectrum  of  accreditation  and 
evaluation  activities  to  encompass  a wide  range  of 


Dr.  Carnes  and  Vincent  Maressa  and  MSNJ  physicians  protest- 
ing mandatory  Medicare  assignment,  photo  credit:  Angie 
Campo. 


health  care  organizations.  In  more  recent  years,  a sig- 
nificant base  of  experience  has  developed  for  evalu-  ! 
ating  systems  of  care.  This  progression  underlines  the 
long-standing  emphasis  which  the  Joint  Commission 
has  placed  on  being  a major  professional  advocate  for 
patients,  irrespective  of  the  organized  setting  where 
they  receive  care. 

From  a modest  beginning  in  1985,  the  Joint  Com- 
mission has  ventured  cautiously  but  firmly  into  the 
arena  of  HMO  review.  After  working  with  the  state  of 
Ohio  to  identify  structure  and  function  standards  ap- 
plicable to  HMOs,  the  Joint  Commission  in  1986 
undertook  an  ambitious  project  to  review  1 1 HMOs 
involved  in  the  Ohio  Medicaid  program.  That  project, 
which  was  recently  completed,  applied  both  the  agreed- 
upon  standards  and  a separate  method  to  evaluate 
clinical  performance. 

While  the  Ohio  project  represents  the  most  definitive 
HMO  evaluation  effort  in  the  field  to  date,  it  never- 
theless was  a humbling  experience  for  the  Joint  Com- 
mission. The  evaluation  of  a self-contained  system  of 
care  is  a highly  complex  process  and  one  quite  distinct 
from  other  evaluation  activities.  Although  our  current 
approaches  appear  to  be  more  sophisticated  than 
those  of  other  professional  accreditation  and  review 
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organizations  in  this  area  the  learning  curve  remains 
steep.  And  considerable  further  effort  will  be  required 
to  develop  an  effective  review  process  at  reasonable 
cost. 

Methodologic  and  cost  issues  are  not  the  only 
challenges.  HMO  review  also  raises  important  policy 
matters  and  stimulates  certain  concerns.  These  have 
been  the  subject  of  intense  discussions  by  the  Board 
of  Commissioners  over  the  past  year.  Given  the  range 
of  pending  issues,  the  Board  has  prudently  decided  not 
to  make  a definitive  commitment  to  the  establishment 
of  an  HMO  accreditation  program  at  the  present  time. 
Rather,  HMO  review  opportunities  will  continue  to  be 
considered  on  a case-by-case  basis,  and  an  HMO  Ad- 
visory Committee  is  being  appointed  to  assist  in  the 
refinement  of  review  methods  and  to  provide  program- 
matic guidance. 

The  Joint  Commission  already  is  committed  to  cer- 
tain HMO  review  activities  in  1987,  and  others  are 
under  consideration.  It  also  should  be  noted  that  sev- 
eral HMO  review  proposals  have  been  rejected  by  the 
Joint  Commission. 

As  further  experience  is  gained,  principles  to  guide 
HMO  review  will  evolve.  Meanwhile,  priority  is  being 
given  to  provider  organizations  who  request  HMO  re- 
view services  and  whose  request  offers  an  opportunity 
for  the  Joint  Commission  to  broaden  its  experience  in 
this  activity.  Further,  evidence  of  a tangible  interest  in 
quality  of  care  evaluation  by  the  organization  is  essen- 
tial. Finally,  in  all  instances,  and  especially  where  a 
third  party,  such  as  a state,  may  be  involved,  there 
must  be  assurance  of  health  professional  support  for 
and  involvement  in  the  review  process. 

We  are  keenly  aware  that  providers  of  managed  care 
are  diverse  and  include  such  nontraditional  entities  as 
insurance  companies.  But  a provider  is  a provider,  and 
all  have  a vested  interest  in  assuring  the  delivery  of 
high-quality  care.  Concerns  have  been  expressed  that 
insurance  companies  might  attempt  to  subvert  the 
requirements  of  present  and  future  standards,  but  we 
have  seen  no  evidence  whatsoever  of  any  such  intent. 
And  the  well-established  standard-setting  process  is 
designed  to  protect  its  own  integrity. 

Concerns  also  have  surfaced  relative  to  the  interface 
between  HMOs  and  accredited  health  care  organiza- 
tions. Some  hospitals  worry  that  an  HMO,  and  indeed 
an  insurer,  might  seek  and  gain  access  to  accredita- 
tion information  concerning  a related  hospital.  Unless 
the  HMO  and  the  hospital  are  components  of  the  same 
organization,  any  such  information-sharing  would  be 
prohibited  by  Joint  Commission  confidentiality  poli- 
cies. The  HMO  and  the  hospital  could,  of  course,  ex- 
change pertinent  information  themselves  if  they  so 
desire. 

There  are,  however,  more  difficult  accountability  is- 
sues at  the  interface  of  contracting  organizations. 
While  interface  complexities  are  highlighted  by  HMO 


review  activities,  this  is  not  a new  issue  for  hospitals, 
many  of  which  have  established  contractual  rela- 
tionships with  long-term  care  facilities,  hospices, 
home  care  agencies,  and  others.  The  basic  question  is: 
Where  does  one  organization’s  accountability  for  pa- 
tient care  end  and  where  does  the  related  organiza- 
tion’s accountability  begin?  In  most  instances,  the  dis- 
tinctions become  clear  when  appropriately  analyzed, 
but  there  are  obviously  gray  zones.  These  gray  zones 
can  be  problematic,  but  resolution  of  these  issues  does 
not  lie  in  an  avoidance  approach.  These  questions  re- 
quire our  studious  attention. 

Still  another  factor  to  be  considered  is  that  HMO 
review,  and  especially  IPA  review,  may  entail  the  physi- 
cal presence  of  Joint  Commission  or  other  reviewers 
in  a selected  sample  of  physician  offices.  This  indeed 
occurred  in  the  course  of  the  Ohio  project.  Fortunately, 
the  review  process  in  that  project  went  smoothly,  and 
the  quality  of  clinical  performance  was  appropriately 
characterized  on  the  basis  of  the  HMO,  not  the  individ- 
ual physician.  But  perceptually,  this  activity  may  sym- 
bolize to  some  an  intent  which  the  Joint  Commission 
does  not  have— to  review  individual  physicians’  offices. 
Further,  review  of  this  kind  is  quite  inefficient,  labor- 
intensive,  and  expensive.  Other  approaches  to  meet 
this  need  are  to  be  explored. 

Other  issues  concerning  HMO  review  may  well  arise. 
But  the  interest  in  and  need  for  evaluating  quality  of 
care  in  HMOs  are  clear.  As  is  true  for  other  health  care 
settings  and  systems,  it  is  apparent  that  such  evalu- 
ation will  be  best  accomplished  through  a profes- 
sionally driven,  voluntaiy  private  sector  approach. 
There  are  tasks  to  be  completed,  experience  to  be 
gained,  and  issues  to  be  addressed,  but  I believe  that 
the  Joint  Commission  is  moving  forward  in  an  active 
and  measured  fashion  to  meet  these  responsibilities. 

Whether  the  Joint  Commission  will  eventually  com- 
mit itself  to  a formal  accreditation  program  for  HMOs 
remains  to  be  seen.  The  variables  bearing  on  this  con- 
sideration require  greater  understanding  and  further 
analysis.  But  from  a practical  standpoint,  degree  of 
involvement  and  the  nature  and  scope  of  specific  re- 
view activities  may  well  prove  to  be  the  principal  focus 
of  the  decision-making  process.  Abrogating  any  in- 
volvement in  the  review  of  managed  care  would  exclude 
the  Joint  Commission  from  a large  segment  of  the 
health  care  delivery  system.  That  would  be  inconsis- 
tent with  our  mission  and  certainly  not  in  the  overall 
best  interests  of  health  care  professionals  and  pa- 
tients. Dennis  S.  O’Leary,  M.D. 

FINI 

’’Always  remember  to  forget  the  troubles  that  passed 
away. 

“But  never  forget  to  remember  the  blessings  that 
come  with  every  day.” 
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To  have  the  EMC*  EXPRESS  rescue  squad  come  to 
your  aid,  call  an  authorized  EMC*  EXPRESS  system 
vendor  or  contact  us  directly  at  1-800-433-3683, 
extension  7321.  We  ll  send  help  your  way  before 
you  can  say,  "Emergency!’’ 
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SERVICES 


If  claims  processing  paperwork  can 
get  your  office  all  backed  up,  you 
need  to  call  in  GE  Information 
Services'  EMOEXPRESS 
rescue  squad. 


systems,  from  easy-to-use  claims 
entry  systems  to  the  most  sophisti- 
cated practice  management  systems. 

So  whatever  the  size  of  your  office, 
whatever  the  magnitude  of  your  paper- 
work problem,  we  recommend  the 
EMC*  EXPRESS  System  as  your 
treatment  of  choice. 

For  more  than  20  years,  GE  Information 
Services  has  been  helping  companies 
around  the  world  do  business  better. 
And  now  GE  has  teamed  up  with 
authorized  system  vendors  to  bring 
rapid,  accurate,  and  cost-effective 
electronic  medical  claims 
communications  to  the  healthcare  field. 
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The  EMC*  EXPRESS  System 

is  a computerized  medical 
claims  system  which  enables 
you  to  deliver  medical  claims 
to  participating  carriers  within 
hours  of  treating  a patient. 

One  phone  call  is  all  it  takes  to 
have  your  computer  speed  all  the 
information  needed  to  process  your 
claims  to  multiple  carriers,  including 
Medicare,  commercial  and  private. 
Working  with  the  software  already  in 
your  office,  the  EMC*  EXPRESS 
System  helps  you: 

• Reduce  your  administrative  costs  for 
processing  claims 

• Reduce  the  number  of  claims  rejected 
because  of  incorrect  or  incomplete 
information 

• Speed  up  your  claims  payment— and 

that  can  put  new  life  into  your 
cash  flow. 


The  EMC*EXPRESS  System 
and  Your  Office 


The  EMC*  EXPRESS  System  accommo- 
dates a broad  range  of  practice  sizes 
and  a wide  variety  of  office  computer 
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Symposium:  Skeletal  Problems 

Special  Article:  Orthopedics  1947-1987 Paul  P.  Griffin,  M.D. 

August 

Symposium:  Infectious  Diseases 

Special  Article:  Infectious  Diseases  1947-1987  Robert  G.  Petersdorf,  M.D 

September  1 

Symposium:  Focus  on  Osteopathic  Medicine Eric  A Ravitz,  DO. 
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Postgraduate 

Medicine 

Every  Issue  is  a Celebration  of  Clinical  Information 
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Professional  Liability 
Commentary* 

Medical  Liability 


Policy  for  Tort  Reform;  Informed 
Consent;  Loss  of  Consortium; 
Reports  on  Medical  Liability; 
Medical  Liability  Goals 


ABA  ADOPTS  POLICY  FOR  TORT  REFORM 

In  February,  the  American  Bar  Association  adopted 
its  first  policy  recommendations  for  improving  the  tort 
liability  system.  The  recommendations  were  contained 
in  a report  to  the  ABA  House  of  Delegates  by  the  ABA 
"Action  Commission  To  Improve  the  Tort  Liability  Sys- 
tem.” The  recommendations  were  adopted  at  the  ABA 
interim  meeting  in  New  Orleans  following  spirited  de- 
bate among  factions  representing  plaintiffs’  attorneys, 
defense  attorneys,  and  the  corporate  bar. 

A substantial  minority  of  the  delegates  opposed 
adoption  of  the  report  because  such  an  action  would 
be  viewed  as  an  acknowledgment  that  the  tort  system 
needed  reform.  The  leadership  of  the  ABA  however, 
pleaded  with  delegates  not  to  defer  consideration  of  the 
report.  Without  this  report,  the  ABA  had  no  current 
policy  on  tort  liability  reform,  and  this  made  debating 
the  proponents  of  tort  reform  a difficult  task. 

By  a very  narrow  vote,  delegates  defeated  an  attempt 
to  defer  action  on  the  report.  Each  report  recommen- 
dation then  was  debated  and  approved  with  little 
modification.  The  most  controversial  topics  of  debate 
were  on  pain  and  suffering  damages,  punitive  damag- 
es, and  joint  and  several  liability. 

The  final  recommendations  adopted  by  the  ABA  in- 
clude the  following: 

• The  ABA  should  establish  a commission  to  study 
and  recommend  ways  to  improve  the  liability  in- 
surance system. 

• There  should  be  no  ceilings  on  pain  and  suffering 
damages,  but  instead  trial  and  appellate  courts  should 
set  aside  excessive  or  inadequate  verdicts. 

• Punitive  damages  should  be  allowed  only  in  cases 
where  the  defendant's  conduct  indicates  substantially 
greater  indifference  to  the  safety  of  others  than  ordi- 


nary negligence,  such  as  intentional  action  or  conduct  i , 
in  conscious  disregard  of  the  rights  or  safety  of  others,  j 

• The  doctrine  of  joint  and  several  liability  should 
be  modified  to  recognize  that  defendants  whose  re- 
sponsibility is  substantially  disproportionate  to  li- 
ability for  the  entire  loss  suffered  by  the  plaintiff  are 
to  be  held  liable  for  only  their  equitable  share  of  the 
plaintiffs  full  economic  loss. 

• Whenever  judgment  is  entered  in  a tort  case,  fee 
arrangements  and  the  fee  billed  should  be  submitted 
to  the  court,  which  should  have  the  authority  to  dis- , 
allow  any  portion  of  a fee  found  to  be  "plainly  ex- 
cessive” in  light  of  prevailing  rates  and  practices. 

• Nonunanimous  jury  verdicts  should  be  permitted 
in  tort  cases,  such  as  verdicts  by  5 of  6 or  10  of  12 
jurors. 

• Use  of  the  various  alternative  dispute  resolution 

mechanisms  should  be  encouraged  by  federal  and 
state  legislatures.  ( 

• In  every  case  in  which  a claim  of  negligence  is 
made  against  a licensed  professional,  and  a judgment 
for  the  plaintiff  is  entered  or  a settlement  paid  to  an 
injured  person,  the  insurance  carrier,  or  in  the  absence 
of  a carrier,  the  plaintiff s attorney  should  report  the 
fact  and  the  amount  of  payment  to  the  licensing 
authority.  Any  agreement  to  withhold  such  infor- 
mation and/or  to  close  the  files  from  the  disciplinary 
authorities  should  be  unenforceable  as  contrary  to 
public  policy.  (Professional  Liability  Update,  February 
1987) 

COVERING  PHYSICIAN  HAS  DUTY  TO  OBTAIN 
INFORMED  CONSENT 

A covering  physician  had  an  obligation  to  obtain 
informed  consent  from  a patient  to  continue  treatment 
begun  by  her  original  physician,  a New  York  trial  court 
ruled.  The  patient's  original  physician  began  treating 
her  with  gold  injections  for  rheumatoid  arthritis.  The 
second  physician  agreed  to  cover  for  the  original  phy- 
sician during  his  vacation.  The  covering  physician  saw 
her  on  four  occasions,  administered  gold  injections  on 
the  first  two  visits,  stopped  therapy  when  the  patient 
complained  of  a rash,  and  adjusted  her  medication  on 
the  fourth  visit.  Denying  his  motion  for  summaryjudg- 
ment  in  an  action  against  him  by  the  patient,  the  court 
said  that  the  covering  physician  was  obligated  to  ob- 
tain the  infonned  consent  of  the  patient  to  the  treat- 
ment. He  administered  part  of  the  course  of  treatment 
started  by  the  original  physician,  and  as  an  indepen- 
dent provider  of  medical  care,  had  a duty  to  inform  the 
patient  of  benefits  and  alternatives  to  the  treatment. 
The  court  said  that  if  it  were  shown  at  trial  that  the 
original  physician  had  obtained  the  patient’s  informed 
consent,  he  would  benefit  from  that  finding.  (The  Cita- 
tion, Volume  54,  No.  8,  February  1,  1987) 

PARENTS  OF  BRAIN  DAMAGED  ADULT  CAN  SUE 
FOR  LOSS  OF  CONSORTIUM 

Parents  of  an  adult  child  may  maintain  a cause  of 
action  for  loss  of  consortium  against  a physician 


‘This  item  from  the  Department  of  Professional  Liability  Con- 
trol. MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and 
A Ronald  Rouse,  who  are  the  Director  of  the  Department  and 
Director  of  Special  Projects,  respectively. 
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whose  alleged  negligent  administration  of  anesthesia 
during  surgery  caused  severe  brain  damage,  the  Ari- 
zona Supreme  Court  ruled.  The  patient  was  awarded 
damages  of  $5  million  following  a jury  trial.  The  court 
granted  the  physician  a new  trial  after  the  patient 
refused  to  reduce  her  award  to  $3.1  million.  The  pa- 
tient’s parents  filed  a separate  lawsuit  alleging  that 
they  had  been  deprived  of  their  daughter’s  love,  compa- 
nionship, comfort,  affection,  society,  solace,  and  moral 
support,  and  requested  damages  to  compensate  them 
for  the  loss  of  consortium  of  their  only  child.  Noting 
that  Arizona  long  had  recognized  that  loss  of  con- 
sortium was  a compensable  harm,  the  high  court  said 
there  was  no  basis  for  limiting  that  action  solely  to 
cases  of  wrongful  death.  The  Court  said  that  the 
parents  of  adult  children  may  suffer  equal  or  greater 
harm  than  parents  of  minor  children  and  there  was 
no  reason  for  limiting  the  cause  of  action  to  parents 
of  minor  children.  The  Court  said  the  parents  could 
maintain  a cause  for  action  against  the  physician  for 
negligence  that  deprived  them  of  their  child’s  society, 
companionship,  love,  and  support.  (The  Citation,  Vol- 
ume 54,  No.  8,  February  1,  1987) 

REPORTS  ON  MEDICAL  LIABILITY 

The  General  Accounting  Office  (GAO)  and  Otis 
Bowen,  M.D.,  Secretary  of  the  U.S.  Department  of 
Health  and  Human  Services  (HHS)  are  scheduled  to 
release  separate  reports  that  could  set  the  tone  for  the 
medical  liability  debate  in  the  100th  Congress. 

GAO  plans  to  unveil  a major  study  on  closed  claims 
together  with  final  recommendations  outlining  sug- 
gested responses  to  the  medical  liability  crisis.  The  two 
new  GAO  items  will  complete  a series  of  GAO  reports 
on  medical  liability  initiated  at  the  request  of  Con- 
gressman John  Porter  (R-IL)  and  Senator  John  Heinz 
(R-PA).  Previous  GAO  reports  in  the  series  have  de- 
tailed the  attitudes  of  various  interest  groups,  phy- 
sician and  hospital  insurance  costs,  and  the  effects  of 
tort  reform  efforts  in  selected  states.  Some  Washington 
observers  believe  the  closed  claims  study  will  be  a 
major  addition  to  the  medical  liability  data  base.  While 
organized  medicine  welcomes  efforts  to  expand  the 
information  base,  there  is  some  caution  regarding  the 
use  of  the  data  particularly  if  they  are  taken  out  of 
proper  context  or  if  important  qualifying  factors  have 
been  omitted. 

As  a nonpartisan  support  agency  for  Congress.  GAO 
embargoes  reports  until  members  of  Congress  have 
had  an  opportunity  to  review  them,  so  little  is  currently 
known  about  the  specific  recommendations  GAO  will 
offer.  GAO  staff  previously  have  disagreed  with  the 
notion  that  there  is  a nationwide  medical  liability 
crisis  but  have  acknowledged  that  there  are  severe 
problems  for  certain  specialties  and  in  some  states. 

Secretary  Bowen  is  expected  to  issue  a compre- 
hensive medical  liability  report.  The  Bowen  report  will 
respond  to  President  Reagan’s  February  1985  request 
for  recommendations  on  medical  liability.  David 
Sundwall,  M.D.,  Administrator  of  the  Health  Resources 
and  Services  Administration  (HRSA),  and  S.  Jay  Plager, 
Counselor  to  the  HHS  Undersecretary,  have  co-chaired 
an  HHS  Task  Force  that  is  drafting  the  Bowen  report. 


James  Todd,  M.D.,  AMA  Senior  Deputy  Executive  Vice- 
President,  led  a panel  of  medical  representatives  that 
met  with  the  HHS  Task  Force  in  January.  Subsequent- 
ly, Dr.  Todd  submitted  detailed  comments  regarding  a 
wide  range  of  options  under  consideration  at  HHS.  As 
Governor  of  Indiana,  Secretary  Bowen  signed  into  law 
one  of  the  most  effective  liability  reform  statutes  in  the 
country.  Several  times  during  the  last  year,  he  has 
expressed  concern  that  state  legislatures  have  failed  to 
respond  adequately  to  the  liability  crisis.  The  final  HHS 
report  is  likely  to  support  the  basic  tort  reforms  ad- 
vocated by  organized  medicine  and  emphasize  quality 
assurance  activities.  What  is  uncertain  is  the  degree 
of  federal  response  to  be  recommended  by  HHS  and 
whether  incentives  or  disincentives  are  advocated  to 
encourage  state  action.  ( Professional  Liability  Update, 
March  1987) 

does  medical  liability  system  achieve  its 

GOALS? 

Duke  University  Press  has  published  Medical  Mal- 
practice, a volume  based  on  Duke  University’s 
Eleventh  Private  Sector  Conference,  held  in  September 
1986.  The  Conference  broadly  addressed  the  issue  of 
whether  the  current  medical  liability  system  actually 
achieves  its  three  ostensible  goals:  compensating  the 
victims  of  negligence,  deterring  malpractice,  and  im- 
proving standards  of  care.  The  volume  presents  a 
strong  consensus  in  favor  of  change: 

• Patricia  M.  Danzon,  Ph.D.,  Associate  Professor  of 
Health  Care  Systems  and  Insurance  at  the  Wharton 
School,  criticized  the  cost  effectiveness  of  the  current 
tort  system:  “I  think  that  the  malpractice  system  could 
be  made  much  more  cost-effective  by  some  fairly 
stringent  reforms  and  restructured  awards  which 
make  sense  together  with  a rule  of  liability  based  on 
negligence.” 

• David  Eddy,  M.D..  Director  of  Duke  University’s 
Center  for  Health  Policy  Research  and  Education,  in- 
dicated that  the  standards  of  care  applied  in  determin- 
ing negligence  codify  currently  accepted  but  ineffective 
practices:  ‘The  most  important  thing  that  I think  we 
ought  to  do  is  cut  the  link  that  defines  good  medical 
practice  as  standard  and  accepted  practice.” 

• AMA  Senior  Deputy  Executive  Vice-President 
James  S.  Todd,  M.D.,  indicated  that  the  AMA’s  tort 
reform  proposals  are  designed  to  achieve  five  goals: 
‘We  need  to  keep  in  mind  the  concepts  of  prompt  and 
fair  compensation,  equity  for  all  involved,  accountabili- 
ty, predictability,  and  acceptability.” 

• Clark  C.  Havighurst,  J.D.,  advocated  a no-fault 
compensation  system  in  which  physicians’  premiums 
are  based  on  experience  rating:  “A  no-fault  system 
seems  to  generate  extremely  useful  signals  unlike  the 
tort  system.  It  tells  each  provider  how  he  compares 
with  everybody  else,  because  whether  his  premiums 
are  high  or  low  is  a very  clear  indicator  of  how  well  he 
is  doing.” 

Overall,  the  volume  reflects  the  views  and  responses 
of  35  participants;  copies  of  Medical  Malpractice  are 
available  from  Duke  University  Press,  6697  College 
Station,  Durham,  NC  27708  at  $29.50  per  copy.  (Pro- 
fessional Liability  Update,  March  1987) 
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CURRENT  CONCEPTS  IN 


SLEEP 

APNEA 


Jeffrey  S.  Nahmias,  m.d.,  and 


It  has  become  apparent  that 
sleep  is  not  the  quiescent  phase 
of  life  that  it  always  was  as- 
sumed to  be.  Instead,  sleep  is  characterized  by  elec- 
trical and  physiological  spectra  of  activity.  The  recog- 
nition of  the  widespread  prevalence  of  insomnia  as  well 
as  the  development  of  the  science  of  chronobiology  has 
stimulated  the  search  for  pharmacological  agents  to 
promote  synthesis  or  release  of  endogenous  sleep  fac- 
tors.12 Cardiopulmonary  deaths  from  asthma  myo- 
cardial infarction,  and  stroke  have  been  related  to  noc- 
turnal events.3  5 Even  more  spectacular  is  the  “Oriental 
Nightmare  Death  Syndrome”  where  otherwise  healthy 
Southeast  Asian  immigrants  die  in  their  sleep  from, 
for  lack  of  a better  explanation,  nightmares.6  7 Attempts 
have  been  made  to  link  these  observations  to  reports 
of  sleep-related  breathing  disorders  resulting  in  noc- 
turnal desaturation.  The  significance  of  sleep  in  in- 
fluencing the  quality  and  even  duration  of  life  is  evolv- 
ing. It  is  the  purpose  of  this  review  to  relate  ab- 
normalities in  respiration  to  these  events  and  focus  on 
the  syndrome  of  obstructive  sleep  apnea  (OSA). 

LABORATORY  TESTING 

Sleep  is  evaluated  by  polysomnography  in  a labora- 
tory  (bedroom)  setting  where  continuous  physiologic 


Monroe  S.  Karetzky,  m.d.,  Newark* 

recordings  are  made  with  subsequent  minute-by- 
minute  analysis  of  the  resultant  1,420  feet  (1/4  mile) 
of  paper  from  an  eight-hour  record.  The  brain  waves, 
eye  movements,  and  muscle  tonus  are  monitored  rou- 
tinely to  define  sleep  stages  and  to  evaluate  breathing 
disorders  during  sleep,  thoracoabdominal  movement, 
gas  exit  and  entry  from  the  nose  and  mouth,  and 
cardiac  rhythm  are  monitored.  Sleep-associated 
breathing  disorders  are  periodic  breathing  patterns 
that  are  classified  as  hypopneas  or  apneas  with  em- 
pirically defined  normal  limits.  Hypopneas  are  periods 
of  a decreased  respiratory  frequency  or  a prolonged 
series  of  shallow  (less  than  50  percent  of  normal  tidal 
volume)  breaths.  Apneas  are  episodes  greater  than  ten 
seconds  in  duration  with  no  effective  movement  of  air 
into  the  lungs  (inspirations).  The  apneas  may  be:  cen- 
tral in  origin,  without  apparent  respiratory  effort,  or 
peripheral  with  ineffective  thoracoabdominal  excur- 
sion against  an  obstructed  upper  airway.  The  severity 
of  these  episodes  is  reflected  by  their  duration  and 
frequency  (apnea  index)  and  the  degree  of  associated 
arterial  desaturation  as  measured  by  ear  oximetry. 

*Drs.  Nahmias  and  Karetzky  are  affiliated  with  Newark  Beth 
Israel  Medical  Center  and  UMDNJ-New  Jersey  Medical  School. 
Correspondence  may  be  addressed  to  Dr.  Nahmias,  Sleep  Dis- 
orders Center,  Newark  Beth  Israel  Medical  Center,  201  Lyons 
Avenue,  Newark,  NJ  0711 2. 
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TABLE 

Anatomic  and  Neurologic  Abnormalities 
Causing  Sleep  Apnea  Syndrome 

Anatomic 

Obesity 

Enlarged  thyroid 
Macroglossia 
Retrognathia 
Micrognathia 
Acromegaly 
Adenotonsillar 
hypertrophy 
Temporomandibular 
joint  disease 
Laryngeal  polyps/ 
tumor 
Myxedema 

Neurologic 

Bulbar  poliomyelitis 
Brain  stem  infarction 
Brain  stem  neoplasm 
Spinal  surgery 
Cheyne-Stokes  respiration 


OBSTRUCTIVE  SLEEP  APNEA 

The  pathogenesis  of  obstructive  sleep  apnea  (OSA) 
has  been  a subject  of  much  investigation  which  clearly 
has  shown  the  importance  of  laryngeal  and  pharyngeal 
muscles  as  respiratory  muscles.  Remmer  demonstrat- 
ed the  site  of  occlusion  occurs  at  the  level  of  the 
oropharynx.8  The  upper  airway  muscle  dilators  act  to 
maintain  a patent  upper  airway,  whereas  the  combina- 
tion of  increased  negative  intrapharyngeal  (suction) 
pressure  created  by  diaphragmatic  contraction  togeth- 
er with  diminished  dilator  tone  or  increased  compli- 
ance of  the  pharyngeal  wall  promotes  upper  airway 
closure. 

During  sleep,  patients  with  an  anatomically  nar- 
rowed upper  airway  are  at  risk  for  period  occlusive 
episodes.  As  these  patients  descend  into  deeper  stages 
of  sleep  and  the  tone  of  pharyngeal  dilator  muscles,  i.e. 
genioglossal  or  tongue  protruder  diminishes,  partial 
occlusion  of  the  upper  airway  occurs.  The  diaphragm 
continues  to  generate  negative  inspiratory  pressures 
which  can  create  a high  enough  transpharyngeal 
pressure  gradient  to  collapse  the  narrowed  upper  air- 
way. The  hypoxic  and  hypercapneic  metabolic  stimuli 
resulting  from  airway  obstruction  will  cause  an  in- 
crease in  thoracoabdominal  respiratory  movements, 
but  such  efforts  are  ineffective  and  only  serve  to  gener- 
ate even  more  negative  intraluminal  suction  pressures. 
Whether  mediated  by  chemical  stimuli  or  alternative 
neural  pathways,  arousal  (micro  awakening)  eventu- 
ally occurs,  upper  airway  muscles  contract,  and  the 
airway  opens  allowing  effective  ventilation  to  resume. 
This  cycle  of  events  occurs  multiple  times  throughout 
the  night.  The  associated  arousals,  which  may  number 
in  the  hundreds,  fragment  the  night’s  sleep  and 
severely  reduce  actual  sleep  time.  The  patient  awakens 
unrefreshed  and  suffers  from  somnolence  and  "sleep 


attacks"  throughout  the  day.  The  awakenings  usuall 
are  only  electroencephalographic  and  patients  are  no 
aware  that  their  sleep  was  so  disturbed. 

The  critically  narrowed  airway  may  be  caused  by  ; 
number  of  neurologic  and  anatomic  abnormalitie: 
(Table).  The  most  common  endoscopic  finding  in  obesi 
patients  with  the  OSA  syndrome  is  redundant,  “fatty, 
pharyngeal  tissue. 

Patients  who  have  near  critical  luminal  diameter^ 
are  at  risk  for  developing  obstructive  events  and  cer 
tain  extraneous  factors  can  tip  the  balance  of  the  op 
posing  forces  in  favor  of  upper  airway  closures.  Alcoho 
ingestion  and  other  central  nervous  system  depres 
sants,  such  as  benzodiazepines,  have  been  shown  tc 
increase  significantly  the  number  and  severity  of  dis 
ordered  breathing  events  with  arterial  desaturation  ir 
a group  of  otherwise  asymptomatic  subjects.910 

An  increase  in  nasal  resistance,  whether  it  be  sec  r 
ondary  to  a deviated  nasal  septum,  allergic  rhinitis,  oi 
upper  respiratory  tract  infection,  has  been  demon- 
strated to  cause  an  increased  frequency  of  apneas  in 
predisposed  individuals.11 12  The  increased  upper  air- 
way resistance  results  in  the  generation  of  greater 
negative  inspiratory  forces  to  produce  airflow  and 
alters  the  existing  delicate  balance  of  forces  toward 
upper  airway  closure. 

Also  contributing  to  the  pathogenesis  of  upper  air- 
way obstruction  is  an  inherent  instability  of  venti- 
latory control  during  sleep  and  the  predisposition  to 
periodic  breathing.13 

The  associated  hypoxemia  hypercapnea  and  vagal 
stimulation  resulting  from  the  apneic  episodes  are  re- 
sponsible for  much  of  the  pathophysiology  of  the  syn- 
drome. 

CENTRAL  SLEEP  APNEA 

When  the  normal  oscillations  in  the  central  respi- 
ratory controller  mechanism  are  excessive,  the  result 
is  an  apparent  suppression  of  breathing.  This  syn- 
drome of  periodic  or  intermittent  apnea  frequently  is 
associated  with  impaired  cerebral  circulation  as  in  oc- 
clusive cerebrovascular  diseases  and  heart  failure. 
Treatment  of  the  primary  disorder  is  foremost,  but 
thereafter  therapy  is  similar  to  that  of  the  obstructive 
syndrome.14 

CLINICAL  FEATURES 

OSA  primarily  is  a disease  of  males,  with  male: 
female  ratios  varying  from  10:1  to  60:1.  It  occurs  at  all 
ages,  but  most  commonly  in  the  middle  and  older 
years.  There  also  appears  to  be  a familial  tendency.15 

Snoring  is  present  in  100  percent  of  cases  and  most 
patients  will  report  its  onset  prior  to  age  21.  Not  all 
people  who  snore  have  apnea,  but  it  appears  that  those 
who  do  are  at  risk  to  develop  the  OSA  syndrome  as  they 
get  older  and/or  gain  weight. 

Excessive  daytime  somnolence  (hypersomnolence)  is 
the  presenting  symptom  in  the  majority  of  patients 
who  seek  medical  treatment  for  obstructive  sleep 
apnea  These  patients  often  are  involved  in  minor 
motor  vehicle  accidents,  due  to  their  “dozing"  at  the 
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ance  of  "saw-tooth"  pattern  during  inspiration  in  supine  po- 
sition. 


Figure  2A — The  magnitude  of  nonapneic  arterial  desatura- 
tion in  patients  with  chronic  obstructive  pulmonary  disease 
during  REM  sleep.26  The  fall  in  Pa02  is  out  of  proportion  to 
the  associated  rise  in  PaC02.  2B — The  relative  contributions 
of  venous  admixture  (Qva)  due  to  altered  relationships  of 
ventilation  to  perfusion  and  of  hypoventilation  to  the  result- 
ing arterial  desaturation  in  patients  with  COPD  during  REM 
sleep.26  The  actual  mean  increase  in  Qva  is  15  percent  and 
decrease  in  minute  ventilation  is  25  percent. 


wheel.  They  may  be  referred  for  evaluation  by  their 
employer  or  coworkers  because  of  sleeping  on  the  job. 
The  hypersomnolence  is  the  most  disabling  symptom 
of  the  syndrome  and  often  is  responsible  for  social  and 
financial  disruption  of  the  patient’s  life. 

Although  the  majority  of  patients  with  OSA  are  over- 
weight, 30  to  50  percent  of  patients  in  various  series 
are  not  obese.  Patients  with  OSA  complain  of  morning 
headaches  (usually  frontal),  nocturia,  impotence,  for- 
getfulness, personality  changes,  and  automatic  behav- 
ior. Spouses  often  complain  that  the  restless  sleep  pat- 
tern, coupled  with  the  loud  snoring,  leads  to  separate 
beds  if  not  bedrooms.  Patients  may  complain  of  insom- 
nia as  some  of  these  patients  wake  themselves  up  with 
their  snoring.16 

Persistent  systemic  hypertension  develops  in  about 
40  to  50  percent  of  cases  while  right  heart  failure  is 
present  in  approximately  10  to  30  percent  of  cases.17 
Two  recent  studies  have  documented  an  incidence  ot 


obstructive  sleep  apnea  of  approximately  30  percent 
in  asymptomatic  patients  with  essential  hyperten- 
sion.1819 The  elevated  systemic  blood  pressure  rapidly 
is  correctable  after  relief  of  the  obstructive  apneic 
events.20 

Cardiac  arrhythmias  also  are  common  sequelae  of 
the  apneic  events21  with  sinus  bradycardia/ tachy- 
cardia sinus  arrest,  A-V  heart  block,  paroxysmal  atria) 
tachycardia  (PAT),  atrial  flutter,  premature  ventricular 
contractions,  and  unsustained  ventricular  tachycardia 
being  reported.22  The  hemodynamic  consequences  also 
are  significant  in  the  absence  of  arrhythmias  as  the 
cardiac  output  falls  approximately  35  percent  during 
the  obstructive  episodes  with  a rebound  elevation  in 
blood  flow  of  15  percent  with  resumption  of  normal 
breathing.23  Combined  with  arterial  desaturation,  it  is 
apparent  that  critical  decreases  in  regional  oxygen  de- 
livery may  occur. 

Polycythemia,  felt  to  be  secondary  to  the  recurrent 
episodes  of  nocturnal  arterial  desaturation,  sometimes 
is  present  and  may  be  the  presenting  symptom  in  a 
patient  with  unexplained  elevation  of  the  red  cell  mass. 

PHYSICAL  EXAMINATION 

The  physical  examination  often  is  normal,  but  may 
give  valuable  information  as  to  the  etiology  or  severity 
of  the  sleep  apnea  syndrome.  An  unarouseable, 
plethoric  patient  is  rare.  The  most  common  findings 
are  an  elevated  blood  pressure  and,  on  oral  exami- 
nation, a small  or  “crowded”  oropharynx.  In  children, 
large  tonsils  often  identify  the  cause  and  site  of  ob- 
struction. Auscultation  of  the  neck  may  reveal  ab- 
normal upper  airway  vibrations  and  diameter  as 
stridor.  Signs  of  right  ventricular  failure  such  as 
jugular  venous  distention  and  peripheral  edema  may 
be  detected. 

INDICATIONS  FOR  SLEEP  STUDY 

Since  snoring  is  such  a common  phenomenon  oc- 
curring in  45  percent  of  an  otherwise  normal  popu- 
lation,24 the  question  of  who  should  be  investigated  for 
the  sleep  apnea  syndrome  arises.  If  snoring  is  accom- 
panied by  daytime  somnolence,  this  is  a strong  indica- 
tion for  further  work  up.  Children  who  snore,  and  do 
poorly  in  school,  or  those  who  are  labeled  as  “lazy"  by 


Figure  3A— Effect  of  changing  from  the  supine  to  the  upright 
position  during  sleep  on  the  severity  of  apnea  The  number 
of  arousals  also  decrease  in  the  sitting  position.  3B — The 
durations  of  the  apneic  episodes  during  both  REM  and 
NREM  sleep  diminish  in  the  upright  sleep  position.  The  re- 
sulting arterial  desaturation  decreases.38 
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Figures  4A  and  B— The  restoration  of  normal  configuration 
to  the  flow-volume  curve  following  thyroidectomy  in  two  pa- 
tients. 


parents  or  teachers,  should  be  considered  for  poly- 
somnographic  studies.  Many  patients  are  referred  by 
their  spouse,  who  actually  has  observed  the  patient 
during  apneic  periods.  The  bed  partner  frequently  is 
the  most  reliable  historian.  Unexplained  polycythemia 
hypertension  (especially  if  refractory  to  treatment),  or 
nocturnal  cardiac  arrhythmias  (as  detected  by  Holter 
monitoring)  in  a patient  who  snores,  deserves  evalu- 
ation with  an  overnight  sleep  study.  We  have  observed, 
on  two  occasions,  patients  who  have  had  pacemakers 
inserted  for  episodes  of  nocturnal  “sinus  arrest”  de- 
tected by  Holter  monitoring.  They  later  presented  to 
our  Sleep  Disorders  Center  and  during  all-night  poly- 
somnography it  was  observed  that  their  pacemakers 
only  “paced”  during  obstructive  apneic  events.  Pa- 
tients at  risk  can  be  detected  by  spirometry  with  ab- 
normalities in  the  flow  volume  loops  such  as,  “saw- 
toothing” and  flattening  of  the  inspiratory  limb  due  to 
vibrations  of  a narrowed  and  excessively  compliant 
upper  airway.  This  is  accentuated  in  the  supine  posi- 
tion (Figure  l).25 

Patients  with  chronic  obstructive  pulmonary  dis- 
ease 'COPD)  represent  a special  group  who  are  evalu- 
ated in  sleep  centers  because  of  their  risk  for  obstruc- 
tive apneas,  but  also  for  severe  nocturnal  desatura- 
tion.26  Several  studies  have  confirmed  the  occurrence 
of  nonapneic  desaturation  in  some  COPD  patients. 
The  majority  of  their  hypoxemic  events  occurs  during 
REM  sleep  (Figure  2)  and  this  may  play  a profound  role 


in  the  subsequent  development  of  persistent  pulmo- 
nary hypertension  and  cor  pulmonale.27  29  It  is  those 
patients  who  manifest  daytime  hypoxia  who,  with 
further  deterioration  of  their  arterial  saturation  at 
night,  are  at  risk  for  developing  right  ventricular  fail- 
ure.30 Relief  of  nocturnal  hypoxemia  with  supplemen- 
tal oxygen  during  sleep  in  patients  with  stable  COPD 
has  been  shown  to  be  both  safe  and  effective.31 

Patients  with  sickle  cell  disease  also  are  at  high  risk 
for  the  consequences  of  nocturnal  desaturation.3233 
Precipitation  of  a dangerous  and  painful  crisis  may  be 
the  result  of  lowered  arterial  oxygen  tension  during  the 
night.  Therefore,  “sickle"  patients  who  snore  or  give  a 
history  of  a disproportionate  number  of  crises  occur- 
ring during  sleep  hours,  should  undergo  polysomno- 
graphic  recordings. 

Snoring  in  and  of  itself  has  been  implicated  as  a 
risk  factor  for  both  systolic  and  pulmonary  hyperten- 
sion2434 as  well  as  intellectual  impairment.36 

Many  reports  also  have  related  an  increased  inci- 
dence of  strokes  in  patients  who  snore.5  It  must  be 
suspected  that  cerebral  ischemia  and  myocardial 
ischemia  are  manifestations  of  OSA  which  are  due  to 
arterial  desaturation  and  associated  decreased  cardiac 
output. 
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TREATMENT  OF  OBSTRUCTIVE  SLEEP  APNEA 


For  the  obese  patient  with  the  OSA  syndrome, 
weight  loss  represents  the  definitive  treatment,  in 
most  cases.35  During  the  period  of  weight  loss  or  in 
patients  who  are  not  obese,  use  of  mechanical  ap- 
pliances to  relieve  the  upper  airway  obstruction 
usually  are  effective.  The  most  commonly  used  device 
is  nasal  continuous  positive  airway  pressure  (nCPAP) 
which  provides  a steady  stream  of  air  generated  by  a 
compressor  and  delivered  to  the  naso-  and  oropharynx 
via  a tight-fitting  nasal  mask.36  This  aerodynamic 
strut  is  successful  in  over  95  percent  of  cases  and  is 
tolerated  by  approximately  two-thirds  of  the  patients 
tested. 

We  also  are  currently  utilizing  a latex  pediatric 
nasopharyngeal  tube  to  bypass  the  upper  airway  ob- 
struction. It  too  is  about  90  percent  effective  in  reliev- 
ing the  obstructive  events  in  the  patients  who  tolerate 
it.37  This  device  is  simple  to  use,  quiet,  and  cheap.  This 
method  is  combined  with  postural  adjustment  of  pa- 
tient’s sleep  habits  to  the  upright  position  which  can 
be  a very  effective  mode  of  therapy  (Figure  3). 

There  have  been  successful  reports  of  the  use  of 
other  mechanical  devices  including  orthodontic  ap- 
pliances which  advance  the  lower  jaw,  e.g.  equalizer,  j 
and  tongue-retaining  devices  which  hold  the  tongue 
in  a forward  position. 

Pharmacologic  therapy,  including  tricyclic  drugs, 
(protryptiline)  and  progesterone  compounds,  has  met 
with  varied  results  as  has  oxygen  therapy  alone.3940 

In  many  centers,  tracheostomy  remains  the  treat- 
ment of  choice  for  severe  cases,  e.g.  those  associated 
with  cor  pulmonale,  life-threatening  arrhythmias.  Un- 
fortunately, the  complication  rate  is  higher  in  obese 
patients  and  there  are  psychological  stigmata  as- 
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sociated  with  tracheostomy,  which  may  prove  quite 
devastating.41  Surgery  is  indicated  for  any  structural 
deformity  of  the  upper  airway  including  an  associated 
goiter  (Figure  4). 

A more  recent  operative  procedure,  uvulopalato- 
pharyngoplasty  (UPPP),  holds  promise  for  a select  but 
undefined  group  of  patients.  In  this  operative  proce- 
dure, the  oropharynx  is  enlarged  by  resection  of  the 
uvula,  free  margin  of  the  soft  palate  tonsils  and  pos- 
terior lateral  pharyngeal  wall.  A temporary  trache- 
otomy often  is  performed  to  bypass  the  upper  airway 
in  case  there  is  postoperative  swelling  and  occlusion. 
Unfortunately,  50  percent  of  the  patients  who  undergo 
UPPP  will  not  realize  relief  of  their  apneic  events.42 

Mandibular  advancement  is  yet  another  surgical 
procedure  used  to  treat  some  patients  with  OSA  who 
have  documented  retrognathic  mandibles. 

SUMMARY 

The  OSA  syndrome  is  caused  by  repetitive  upper 
airway  occlusions  in  a critically  narrowed  oro-hypo- 
pharynx.  The  roles  of  sleep-induced  periodic  breathing 
and  controller  instability  are  in  the  process  of  being 
clarified.  The  syndrome,  besides  causing  disabling  hy- 
persomnolence, may  lead  to  polycythemia,  hyperten- 
sion, cardiac  arrhythmias,  cor  pulmonale,  and  sudden 
death.  Identification  of  patients  at  risk,  with  subse- 
quent referral  to  a sleep  laboratory  for  definitive  diag- 
nosis and  treatment,  can  be  life  saving. 
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Gastric  Reduction  Surgery  for  Morbid  Obesity 


Robert  E.  Brolin,  m.d.,  Hallis  A.  Kenler,  ph.d.,  Lynn  P.  Clemow,  ph.d.,  Karen  A.  Kasnetz,  r.d., 
Ellen  C.  Ebert,  m.d.,  Daniel  P.  Greenfield,  m.d.,  m.p.h.,  new  Brunswick* 


During  the  past  five  years , we  performed  130  gastric  bypasses 
and  60  gastroplasties , with  an  operative  complication  rate  of  5 
percent.  The  18-month  weight  loss  results  were  significantly 
better  after  gastric  bypass.  Obesity -related  medical  problems 
were  improved  in  nearly  95  percent  of  patients. 


Obesity  afflicts  more  than  34 
million  adult  Americans  and 
has  adverse  effects  on  health 
and  longevity.13  Morbid  obesity  (100  pounds  or  more 
overweight)  is  particularly  grave  and  has  been  almost 
totally  refractory  to  dietary  and  behavior  modification 
treatment.45  Because  of  the  extremely  high  failure 
rates  of  nonoperative  treatment  of  morbid  obesity,  sur- 
gery has  become  an  acceptable  mode  of  treatment.67 

Our  program  for  treatment  of  morbid  obesity  stead- 
ily has  grown  during  the  past  five  years.  We  utilize  a 
multidisciplinary  approach  in  hopes  that  we  may  learn 
more  about  the  causes  of  this  complex  disease.  Our 
dietary  assessment  has  concentrated  on  interpretation 
of  the  changes  in  eating  behavior  that  result  from 
gastric  reduction  surgery.  Our  psychiatric  team  has 
examined  a number  of  psychological  and  epidemiolog- 
ic parameters  in  attempting  to  develop  a profile  of 
successful  versus  unsuccessful  patients  among  those 
undergoing  these  procedures.  This  paper  summarizes 
our  five-year  experience  with  190  consecutive  gastric 
reduction  operations  for  morbid  obesity  with  a mini- 
mum postoperative  followup  period  of  six  months. 

CLINICAL  MATERIAL  AND  METHODS 

Since  March  1981,  we  have  performed  60  stapled 
gastroplasties  and  130  Roux-en-Y  gastric  bypasses 


on  178  patients  at  Robert  Wood  Johnson  University 
Hospital.  The  patients  ranged  in  age  from  16  to  65  and 
included  145  females  and  33  males.  All  but  9 patients 
conformed  to  the  traditionally  accepted  surgical  guide- 
lines for  morbid  obesity  in  that  they  were  100  pounds 
or  more  over  ideal  body  weight  and  free  of  obesity- 
related  endocrine  disorders.  Five  patients  who  did  not 
meet  the  minimum  weight  criterion  were  more  than 
90  pounds  overweight  and  had  severe  medical  prob- 
lems as  a consequence  of  their  obesity  while  the  re- 
maining 4 patients  had  reversal  of  intestinal  bypass 
procedures  for  medical  complications  concomitant 
with  gastric  reduction  operations.  All  patients  had 
failed  serious  nonoperative  attempts  at  weight  reduc- 
tion. All  prospective  patients  underwent  separate 
screening  interviews  with  the  operating  surgeon,  a 
clinical  dietitian,  and  a psychiatrist  or  psychologist. 
The  surgeon  explains  the  nature  and  risks  involved 
with  the  operation  and  emphasizes  the  importance  of 


*Drs.  Brolin  and  Kenler  and  Ms.  Kasnetz  are  affiliated  with 
the  Department  of  Surgery.  Drs.  Clemow  and  Greenfield  are 
affiliated  with  the  Department  of  Psychiatry,  and  Dr.  Ebert 
is  affiliated  with  the  Department  of  Medicine.  UMDNJ- Robert 
Wood  Johnson  Medical  School.  Correspondence  may  be  ad- 
dressed to  Dr.  Brolin,  Robert  Wood  Johnson  Medical  School. 
One  Robert  Wood  Johnson  Place.  CN  19.  New  Brunswick.  NJ 
08903-0019. 
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Figure  1 — Three  staples  are  removed  from  the  center  of  the 
TA-55  cartridge  and  the  instrument  is  passed  across  the 
upper  stomach,  positioned  horizontally  and  fired,  creating  an 
upper  pouch  measuring  20  ± 5cc  capacity.  A TA-90  stapler 
similarly  is  positioned  after  three  central  staples  have  been 
removed  from  the  cartridge,  precisely  aligned  with  the 
previously  created  stoma  and  fired.  The  staple-line  then  is 
reinforced  with  multiple  through-and-through  silk  sutures  to 
prevent  the  staples  from  pulling  out. 

long-term  postoperative  followup.  The  dietitian  takes 
a detailed  diet  history  from  each  patient  and  explains 
the  dietary  constraints  associated  with  gastric  reduc- 
tion surgery.  The  psychiatric  team  takes  a detailed 
personal,  psychological,  and  social  history  designed  to 
determine  each  patient’s  motivation,  expectations,  and 
long-term  goals  as  they  relate  to  the  operation.  In  ad- 
dition, patients  undergo  several  psychological  tests, 
including  the  Symptom  Check  List-90  (SCD90),  the 
Zung  Self-Rating  Depression  Scale,  and  a standard  l.Q. 
test.  To  date,  7 patients  have  been  excluded  as  can- 
didates for  gastric  reduction  surgery  during  the 
screening  process:  4 patients  for  failure  to  demon- 
strate serious  nonoperative  attempts  at  weight  reduc- 
tion and  3 patients  for  psychological  reasons.  Indepen- 
dent, unsupervised  attempts  at  weight  loss  are  not 
considered  sufficient  qualifications  for  gastric  reduc- 
tion surgery.  No  patient  has  been  denied  operation  for 
medical  reasons.  Specific  contraindications  for  gastric 
reduction  operations  include  active  peptic  ulcer  dis- 
ease, alcohol  or  drug  abuse,  and  failure  of  the  patient 
to  comprehend  the  nature  and  intent  of  gastric  reduc- 
tion surgery.  Patients  over  the  age  of  65  generally  are 
not  considered  candidates  for  obesity  surgery.  Prior  to 
the  operation,  all  patients  have  a barium  upper  gastro- 
intestinal x-ray  examination  to  rule  out  occult  peptic 
ulcer  disease  and  an  ultrasound  study  of  the  gall- 
bladder to  rule  out  occult  cholelithiasis.  We  rec- 
ommend concomitant  cholecystectomy  for  any  patient 
with  gallstones.  Preadmission  blood  tests  include  a 
CBC,  SMA-12,  PT,  PTT,  vitamin  B-12,  folate,  thyroid 
function  studies,  and  a fasting  serum  cortisol. 

Patients  usually  are  admitted  one  day  prior  to  oper- 
ation. Patients  with  poorly  controlled  medical  prob- 
lems, such  as  diabetes,  congestive  heart  failure,  or 
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asthmatic  bronchitis,  frequently  are  admitted  two  o " 
three  days  prior  to  operation.  The  techniques  o 
gastroplasty  and  gastric  bypass  are  shown  in  Figure; : 

1 and  2.  The  typical  postoperative  hospital  stay  is  sb 
or  seven  days.  On  the  day  of  discharge,  a limitec 
barium  upper  gastrointestinal  x-ray  is  performed  tc 
examine  the  integrity  of  the  staple-line  and  stoma  (Fig 
ure  2B).  Patients  are  discharged  on  a 1,000-calorie  full 
liquid  diet  which  is  followed  for  one  month  after  oper 
ation.  The  dietitian  counsels  each  patient  prior  to  dis 
charge  as  to  the  importance  of  balance  within  the 
liquid  dietary  restriction,  and  the  need  for  a multi 
vitamin  supplement  during  the  first  few  weeks  of  con 
valescence.  At  the  initial  followup  visit  the  liquid  die;, 
restriction  is  replaced  by  a soft  solid  food  diet.  The 
transition  from  soft  solid  food  to  pulpy  fruits,  bread 
and  lean  meat  usually  takes  several  months.  Patients 
are  admonished  to  take  small  bites,  chew  thoroughly, 
swallow  slowly,  and  stop  eating  at  the  first  sensation 
of  satiety.  Patients  again  are  seen  after  12  weeks  and 
at  three-month  intervals  for  the  remainder  of  the  first 
year  after  operation.  After  the  first  year,  patients  are 
seen  at  approximately  six-month  intervals  depending 
upon  weight  loss.  The  first  56  operations  in  this  series 
were  stapled  gastroplasties.  Because  of  the  inconsis-; 
tent  weight  loss  in  our  own  experience  with  gastroplas- 
ty and  several  recent  reports  from  other  centers  show- 
ing significantly  better  weight  loss  results  after  gastric!  Jjj 
bypass,  we  began  performing  Roux-en-Y  gastric  bypass  , 
in  June  1983.®  10  Since  then,  we  have  performed  onlyj  i 
four  gastroplasties,  three  of  which  were  done  in  con- ! “ 
junction  with  reversal  of  intestinal  bypass  operations 
in  patients  who  no  longer  were  morbidly  obese. 

RESULTS 

Mean  weight  loss  for  the  190  operations  is  shown 
numerically  in  Table  1 and  graphically  in  Figure  3. 
Only  17  percent  of  these  patients  have  been  lost  to 
followup.  Weight  loss  was  significantly  better  with 
gastric  bypass.  One  hundred  twenty-one  of  178  pa-  , 
tients  (68  percent)  had  obesity-related  medical  prob- 
lems  prior  to  operation  as  shown  in  Table  2.  The  in- 
cidence of  medical  problems  was  closely  correlated  ; 
with  age.  Table  3 also  shows  the  response  of  the  vari-  . 
ous  medical  problems  to  the  weight  loss  afforded  by 
these  operations.  Amelioration  of  obesity-related  medi- 
cal problems  with  weight  loss  was  remarkable  even  in 
patients  who  lost  as  little  as  40  to  50  pounds.  Each 
of  the  12  patients  in  whom  medical  problems  were 
unimproved  did  not  lose  a sufficient  amount  of  weight. 

There  were  four  early  postoperative  complications  (7 
percent)  among  the  56  patients  who  underwent  sta- 
pled gastroplasty  and  five  perioperative  complications 
among  the  130  gastric  bypass  operations  (Table  4). 
One  of  the  three  staple-line  leaks  resulted  from  a 
malfunction  of  the  TA-55  stapler;  another  was 
suspected  but  never  proved  either  by  gastrograffin 
swallow  or  at  repeat  laparotomy  while  the  third  was  ! 
the  result  of  violent  retching  on  the  first  night  after  | 
operation.  All  3 patients  required  reoperation.  Wound 
dehiscence  developed  in  2 patients  following  severe  | 
attacks  of  postoperative  asthmatic  bronchitis.  One  pa-  ; 
tient  developed  a left  subhepatic  abscess  three  weeks 
after  gastric  bypass.  She  had  an  uneventful  seven-day  ! 
postoperative  course  including  a normal  predischarge 
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Figure  2A — The  upper  part  of  the  stomach  is  partitioned 
using  two  parallel  applications  of  the  TA-90  stapler  creating 
a 25  ± 5cc  upper  gastric  pouch.  A circular  11.4  mm 
anastomosis  is  created  between  the  defunctionalized  jejunal 
limb  and  the  upper  gastric  pouch  with  the  21-ILP®  (Ethicon) 
stapler.  Fifty  cm  is  measured  between  the  gastrojejunostomy 
and  jejunojejunostomy.  Thus,  more  than  95  percent  of  the 
stomach,  the  entire  duodenum,  and  10  to  12  cm  of  proximal 
jejunum  are  excluded  from  the  functional  digestive  tract. 


barium  swallow.  There  have  been  no  splenic  injuries 
or  postoperative  wound  infections.  All  patients  receive 
1 gm  of  cephazolin  intravenously  prior  to  operation 
and  1 gm  every  eight  hours  during  the  first  24  hours, 
postoperatively.  Late  postoperative  complications  are 
shown  in  Table  5.  In  addition  to  these  complications, 
seven  patients  developed  postoperative  staple-line  dis- 
ruption; five  disruptions  occurred  following  stapled 
gastroplasty  (8.3  percent)  and  two  disruptions  oc- 
curred after  gastric  bypass  (1.5  percent).  Two  cases  of 
staple  disruption  were  the  result  of  vomiting  during 
the  early  postoperative  period  including  the  1 patient 
who  leaked  as  a result  of  violent  retching  during  the 
first  few  hours  after  operation.  The  other  early  staple 
disruption  occurred  in  a woman  who  began  eating 
solid  food  six  days  after  discharge  from  the  hospital. 
After  vomiting  for  three  days,  she  noted  a sudden  loss 
of  her  satiety  response  concomitant  with  cessation  of 
vomiting.  The  other  five  staple  disruptions  were  occult 
and  occurred  a number  of  months  after  operation.  The 
stomach  stapled  in  continuity  has  been  shown  to  take 
four  to  six  weeks  to  heal  securely."  For  that  reason, 
it  is  recommended  that  all  patients  remain  on  a liquid 
diet  for  four  to  six  weeks  after  gastric  stapling  oper- 
ations. An  occasional  episode  of  vomiting  is  not  un- 
common after  gastric  reduction  surgery,  usually  as  a 
consequence  of  eating  too  quickly  or  swallowing  large 
bites  of  solid  food  without  sufficient  chewing.  Post- 
operative vomiting  has  been  less  troublesome  after 


Figure  2B — Postoperative  limited  upper  gastrointestinal  con- 
trast study  demonstrating  the  gastrojejunostomy  (arrow)  and 
small  upper  gastric  pouch. 


Figure  3— Graphic  comparison  between  gastroplasty  and 
gastric  bypass  expressed  as  mean  percentage  of  preoperative 
weight  lost  over  time.  At  each  time  interval  weight  loss  was 
significantly  greater  with  gastric  bypass  as  compared  with 
gastroplasty  (P<0.0001  level  by  paired  students  T-test).  At  18 
months  postoperatively,  the  gastroplasty  patients  had  lost  22 
percent  of  their  preoperative  weight  as  compared  with  34 
percent  for  the  gastric  bypass  patients. 

gastric  bypass  than  with  stapled  gastroplasty.  Four 
patients  (6.0  percent)  were  readmitted  to  the  hospital 
for  vomiting  after  gastroplasty  as  compared  with  two 
readmissions  (1.5  percent)  following  gastric  bypass. 
Because  thiamin  and  other  nutritional  deficiencies 
have  been  reported  as  a result  of  protracted  vomiting 
after  gastric  reduction  procedures,  we  always  re- 
hospitalize patients  who  are  unable  to  maintain  them- 
selves on  a full  liquid  diet  as  an  outpatient.12  Upper 
endoscopy  always  should  be  performed  in  these  pa- 
tients to  rule  out  bezoars  or  ulceration  as  the  cause 
of  vomiting. 

We  have  compared  pre-  and  postoperative  eating  pat- 
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TABLE  1 

Mean  Weight  Loss  After  Gastroplasty  and  Gastric  Bypass 


Pre-Op 

3 Mo. 

6 Mo. 

9 Mo. 

12  Mo. 

18  Mo. 

24  Mo. 

Gastroplasty  (57) 

284* 

40*  (56)* 

58*  (52)* 

64*  (43)* 

71*  (41)* 

62*  (33)* 

43*  (16) 

Gastric  Bypass  (130) 

298* 

54*  (128)* 

78*  (122)* 

85*  (109)* 

91*  (79)* 

105*  (31)* 

105*  (26) 

H 


After  stapled  gastroplasty,  weight  loss  ranged  from  three  to  five  pounds  per  week  during  the  first  sLx  weeks,  then  gradually 
declined  to  a rate  of  one  to  two  pounds  per  week  after  several  months,  and  tended  to  plateau  between  the  months  6 and 
9 alter  operation.  Weight  loss  was  more  rapid  and  consistent  following  Roux-en-Y  gastric  bypass  and  did  not  tend  to  plateau 
until  12  to  18  months  postoperatively. 

‘Number  in  parentheses  is  number  of  patients  followed. 


TABLE  2 

Age  Versus  Incidence  of  Medical  Problems 


Age 

Patients 

% with 

Medical  Problems 

< 35  Yrs. 

71 

30  (42%) 

36-44  Yrs. 

64 

50  (79%) 

45-65  Yrs. 

43 

41  (95%) 

178 

121  (68%) 

Only  30  of  7 1 patients  (42  percent)  under  age  36  had  an 
obesity- related  medical  disorder,  whereas  91  of  107  pa- 
tients (82  percent)  over  age  35  had  one  or  more  associated 
medical  problems. 


terns  in  the  56  gastroplasty  patients  and  found  that 
many  patients  tend  to  “maladapt"  to  the  satiety- 
producing  effects  of  the  procedure.13  This  maladaptive 
eating  behavior  takes  several  forms  including  frequent 
snacking  and  consuming  a greater  percentage  of 
calories  in  the  form  of  liquids  or  soft  high-calorie  junk 
food  such  as  potato  chips,  candy,  or  cookies.  When  we 
correlated  postoperative  eating  patterns  with  weight 
loss  outcome  we  found  that  the  most  successful  pa- 
tients consumed  a relatively  low  percentage  of  their 
daily  calories  as  liquids  in  contrast  to  those  with  in- 
adequate weight  loss  who  consumed  a significantly 
higher  number  of  calories  from  liquids.  Gastric  reduc- 
tion operations  are  designed  to  produce  satiety  after 
eating  solid  food  as  opposed  to  liquids.  Thus,  high- 
calorie  liquid  abusers  could  be  expected  to  have  a poor 
result  after  this  type  of  surgery. 

Our  psychiatric  data  have  shown  that  morbidly 
obese  adults  do  not  differ  psychologically  from  the  gen- 
eral population.  We  have  discovered  that  patients  with 
high  SCL-90  scores  suggesting  covert  “psycho- 
pathology" tend  to  have  earlier  onset  of  obesity  and  a 
much  lower  incidence  of  familial  obesity  than  those 
patients  with  low  SCL-90  scores.  We  used  four 
preoperative  psychosocial  variables  in  an  attempt  to 
develop  a patient  profile  that  could  be  used  to  predict 
success  or  failure  after  stapled  gastroplasty.14  Both 
SCL-90  scores  and  level  of  life  stress  as  measured  on 
the  Social  Readjustment  Scale  correlated  with  out- 
come at  levels  that  approached  statistical  significance 
(P  = 0.06  for  each).  Initial  percentage  above  ideal 
weight  was  most  strongly  correlated  with  post- 
operative weight  loss  in  this  study  (P  < 0.001  by 
Pearson  correlation  test).  Surprisingly,  the  highest 
levels  of  life  stress  as  measured  by  the  two  psychologi- 
cal tests  were  associated  with  the  best  weight  loss 


results.  These  results  suggest  that  the  patients  whc 
are  most  troubled  by  their  obesity  may  have  the  strong- 
est motivation  for  successful  outcome.  On  the  other 
hand,  the  heaviest  patients  tended  to  be  less  psycho- 
logically distressed  which  may  translate  into  lower 
motivation  for  success.  We  presently  are  in  the  process, 
of  applying  the  same  preoperative  variables  to  our 
Roux-en-Y  gastric  bypass  patients. 

DISCUSSION 

Surgery  for  morbid  obesity  is  the  application  of  oper- 
ative treatment  for  a condition  which  clearly  is  ; 
nonsurgical  in  its  origins.  Jejunoileal  bypass,  once 
considered  the  mainstay  of  surgical  treatment,  has 
been  abandoned  because  of  the  numerous  severe  late 
complications.1617  The  currently  popular  operations 
are  based  upon  restriction  of  oral  intake.  The  combina- 
tion of  a small  upper  gastric  pouch  and  stoma 
produces  a sensation  of  “satiety”  after  eating  small 
quantities  of  solid  food  and  is  the  sole  basis  for  weight 
loss  after  the  gastroplasty-type  operations.  Gastric  j. 
bypass,  which  excludes  more  than  95  percent  of  the 
stomach,  the  entire  duodenum,  and  a few  centimeters 
of  proximal  jejunum  from  alimentary  continuity,  may 
produce  a small  degree  of  fat  malabsorption  in  ad- 
dition to  restriction  of  oral  intake.  Gastric  restriction 
operations  have  undergone  a number  of  technical 
modifications  during  the  past  decade  in  order  to  im-  : . 
prove  the  consistency  of  weight  loss  and  to  reduce  ' 
postoperative  complications. 

Stapled  gastroplasty  has  several  inherently  appeal- 
ing features  including  its  technical  simplicity  and  the 
fact  that  the  stomach  or  bowel  is  not  opened  and  nor- 
mal  intestinal  continuity  is  not  disturbed.  The  re- 
ported incidence  of  postoperative  complications  with 
gastroplasty  has  ranged  from  4 to  12  percent.1820  On 
the  other  hand,  weight  loss  with  gastroplasty  has  been 
less  reliable  than  with  gastric  bypass.  In  1982,  Mason  : 
introduced  vertical  banded  gastroplasty  as  an  oper- 
ation designed  to  remedy  several  problems  which  had 
been  incriminated  as  reasons  for  failure  of  earlier 
gastroplasty  techniques  in  maintaining  long-term 
weight  loss.720  Unfortunately,  during  the  second  year 
°f  postoperative  followup,  Mason's  patients  showed  a 
cumulative  weight  gain  rather  than  continued  weight 
loss.19  Presently,  there  is  no  one  technique  of  stapled 
gastroplasty  that  has  withstood  the  test  of  time.  We 
became  interested  in  Roux-en-Y  gastric  bypass  after 
reading  several  prospective  randomized  clinical  re- 
ports comparing  gastric  bypass  with  stapled  gastro- 
plasty, each  of  which  showed  significantly  greater 
weight  loss  following  gastric  bypass.810  The  reported 
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TABLE  3 


Obesity-Related  Medical  Problems 
Response  To  Weight  Loss 


Problem 

Patients 

Resolved 

Improved 

Unchanged 

Hypertension 

99 

(56%) 

49 

44 

6 

Arthritis 

46 

(26%) 

20 

23 

3 

Hyperlipidemia 

34 

(19%) 

23 

7 

4 

Asthmatic  Bronchitis 

23 

(13%) 

13 

10 

1 

Diabetes 

19 

(11%) 

12 

7 

0 

Angina/CHF 

19 

(11%) 

11 

8 

0 

Venous  Stasis 

7 

(4%) 

5 

2 

0 

Sleep  Apnea 

6 

(4%) 

6 

0 

0 

(62%) 

(31%) 

(7%) 

Hypertension  was  the  most  common  medical  problem  occurring  in  56  percent  of  patients.  Arthritis  invariably  involved 
weight-bearing  joints,  including  knees,  ankles,  and  lower  back.  Many  patients  had  multiple  medical  problems.  Medical 
problems  either  improved  or  resolved  in  111  of  121  patients  (93  percent).  Medical  problems  were  considered  resolved 
when  they  were  controlled  without  the  need  for  medications  and  improved  when  controlled  on  reduced  doses  of  medi- 
cations.   


incidence  of  postoperative  complications  was  similar 
between  the  two  techniques.  In  our  experience  with 
130  Roux-en-Y  gastric  bypasses,  there  have  been  only 
5 (3.8  percent)  nonfatal  postoperative  complications 
and  a 4.6  percent  incidence  of  late  complications 
(Tables  4 and  5).  We  believe  these  complication  rates 
are  acceptable  in  light  of  the  increased  risks  of  operat- 
ing on  patients  with  extreme  obesity  and  their  as- 
sociated medical  illnesses.  The  nutrient  deficiency  syn- 
dromes (iron  and  vitamin  B-12)  that  may  follow  gastric 
bypass  almost  always  can  be  prevented  by  prophylactic 
multivitamin  supplementation.21  Our  weight  loss  re- 
sults with  Roux-en-Y  gastric  bypass  have  been  com- 
parable to  those  reported  by  Halverson,  Pories,  and 
others.6 10  Gastric  bypasses  have  resulted  in  successful 
weight  loss  and  amelioration  of  obesity-related  medical 
problems  in  88  percent  of  our  patients  at  18  months 
postoperatively  as  compared  with  only  a 45  percent 
success  rate  at  the  same  interval  with  stapled 
gastroplasty.  Weight  loss  after  gastric  bypass  con- 
tinues for  approximately  18  months  before  stabliza- 
tion  as  compared  with  6 to  9 months  of  steady  weight 
loss  after  stapled  gastroplasty.  In  addition,  weight 
maintenance  has  been  poor  after  gastroplasty  as  com- 
pared with  gastric  bypass.  Figure  3 shows  the  ten- 
dency of  gastroplasty  patients  gradually  to  regain  lost 
weight  during  the  second  postoperative  year.  The  only 
substantial  late  weight  gain  observed  after  gastric 
bypass  occurred  in  the  two  patients  with  documented 
staple-line  disruption.  Reasons  for  greater  weight  loss 
after  gastric  bypass  appear  to  be  more  physiologic  than 
anatomic  as  both  operations  utilize  similar  dimen- 
sions for  the  upper  gastric  pouch  and  stoma  Ex- 
clusion of  the  duodenum  from  normal  alimentary  con- 
tinuity leads  to  later  mixing  of  pancreatic  and  biliary 
secretions  with  the  digesta  and  probably  results  in  a 
small  degree  of  fat  malabsorption.  It  has  been  hy- 
pothesized that  this  small  degree  of  malabsorption  ac- 
counts for  the  significantly  greater  weight  loss  seen 
after  Roux-en-Y  gastric  bypass.10  There  is  no  mal- 
absorption associated  with  stapled  gastroplasty. 
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TABLE  4 

Operative  Complications 

Staple-line  Leak 

Gastroplasty 

2 

Gastric  Bypass 

1 

Pulmonaiy  Embolism 

1 

- 

Wound  Dehiscence 

1 

1 

Subhepatic  Abscess 

- 

1 

Small  Bowel 
Obstruction 

- 

2 

Total 

4/60  (6.6%) 

5/130  (3.8%) 

Deaths 

None 

None 

TABLE  5 


Late  Postoperative  Complications 


Gastroplasty 

Gastric  Bypass 

Stomal  Stenosis 

1 

- 

Incisional  Hernia 

2 

3 

Volvulus 

- 

1 

GI  Bleeding 

- 

1 

Marginal  Ulcer 

- 

1 

Total 

3/60  (5.0%) 

6/130  (4.6%) 

The  case  of  stomal  stenosis  ultimately  required  operative 
revision.  The  source  of  gastrointestinal  bleeding  could  not 
be  located  either  by  endoscopy,  barium  contrast  studies, 
or  radionuclide  scanning.  The  marginal  ulcer  was  diag- 
nosed by  upper  endoscopy. 

Gastric  reduction  operations  offer  no  barrier  to  the 
consumption  of  liquids  or  solid  foods  which  can  be 
liquified  during  the  process  of  chewing.  Although 
there  are  minimal  anatomical  differences  between 
gastroplasty  and  gastric  bypass,  there  are  considerable 
differences  in  the  adjustment  of  individual  patients  to 
the  restrictions  placed  upon  their  eating  behavior  by 
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this  type  of  surgery.  Since  there  is  little  or  no 
malabsorption  associated  with  these  operations,  the 
knowledge  of  the  relative  caloric  values  of  foods,  par- 
ticularly liquids,  is  extremely  important.  As  patients 
make  the  gradual  transition  from  liquids  to  solid  food, 
the  dietitian  recommends  a menu  which  emphasizes 
low-calorie  selections  within  each  food  group.  Patients 
who  have  closely  followed  the  dietitian’s  advice  in- 
variably have  done  well  in  terms  of  weight  loss.  On  the 
other  hand,  those  patients  who  have  not  lost  a suffi- 
cient amount  of  weight  or  have  regained  weight 
usually  have  “maladapted"  to  the  operation  in  terms 
of  their  postoperative  eating  habits.  Maladaptation  to 
the  satiety-producing  effects  of  gastric  reduction  oper- 
ations assumes  two  basic  forms:  abuse  of  high-calorie 
liquids  and  soft  “junk"  foods,  such  as  cookies,  potato 
chips  or  candy,  and  increased  number  of  food  contacts 
in  the  form  of  calorie-dense  snacks.  Our  postoperative 
dietary  data  suggest  that  when  daily  intake  consistent- 
ly exceeds  1,200  calories,  weight  loss  tends  to  stop, 
particularly  in  older  patients.  We  have  observed  less 
maladaptive  eating  behavior  after  gastric  bypass  as 
compared  with  stapled  gastroplasty.  This  probably  is 
due  to  the  fact  that  many  gastric  bypass  patients  lose 
their  taste  for  sweets  and  milk  products,  two  of  the 
most  abused  food  groups  among  gastroplasty  patients. 
As  a result,  we  have  observed  a much  lower  consump- 
tion of  sweetened  beverages  and  ice  cream  among  the 
gastric  bypass  patients.  These  differences  in  post- 
operative eating  behavior  probably  account  for  the  sig- 
nificantly better  weight  loss  observed  after  gastric 
bypass. 

The  incidence  of  late  complications  after  both  sta- 
pled gastroplasty  and  gastric  bypass  is  significantly 
lower  than  after  jejunoileal  bypass.161922  The  majority 
of  the  reported  late  complications  after  stapled 
gastroplasty  have  been  caused  by  stenosis  of  the 
stoma  Four  of  our  60  gastroplasty  patients  and  2 
of  the  130  gastric  bypass  patients  have  required  re- 
admission to  the  hospital  for  postprandial  vomiting. 
All  but  one  of  these  patients  gradually  improved  after 
a few  days  of  hospitalization  and  now  are  able  to  eat 
all  types  of  solid  food  without  undue  difficulty.  One 
gastroplasty  patient  did  not  improve  to  the  point 
where  she  was  able  to  eat  solid  foods  satisfactorily,  and 
at  our  insistence,  had  her  gastroplasty  reversed  seven 
months  postoperatively.  None  of  our  gastric  bypass 
patients  have  had  their  operations  reversed  for  intrac- 
table vomiting;  we  promptly  rehospitalize  patients 
with  postprandial  vomiting.  On  the  other  hand,  an 
occasional  episode  of  postprandial  vomiting  is  a rela- 
tively common  occurrence  during  the  transition  from 
liquids  to  soft  solid  food.  The  metabolic  sequelae  of 
gastric  bypass  have  not  been  difficult  to  manage.  Near- 
ly all  of  the  patients  who  developed  iron  and  vitamin 
B-12  deficiency  have  not  regularly  taken  a multi- 
vitamin supplement  postoperatively:  no  patient  has 
developed  significant  iron  deficiency  anemia  or  mega- 
loblastic anemia  All  patients  with  these  deficiencies 


have  responded  to  daily  replacement  with  either  a 
multivitamin  with  minerals  or,  in  a few  cases,  to  ad- 
ditional iron  and/or  vitamin  B-12  supplements.  Two 
patients  who  refused  to  take  pills  have  received  vit- 
amin B-12  injections. 

In  light  of  the  mediocre  long-term  weight  loss  after 
stapled  gastroplasty,  we  currently  recommend  Roux- 
en-Y  gastric  bypass  to  all  morbidly  obese  patients  ex- 
cept those  who  are  less  than  150  pounds  overweight 
and  do  not  regularly  snack  on  high-calorie  foods.  Using 
these  criteria  we  have  performed  only  one  gastroplasty 
for  morbid  obesity  during  the  past  two  and  one-half 
years.  The  long-term  weight  loss  results  after  gastric 
bypass  are  vastly  superior  to  those  observed  after 
gastroplasty  (Figure  3).  Because  of  the  possibility  of 
developing  late  nutrient  deficiencies,  all  gastric  bypass 
patients  should  be  followed  indefinitely  by  physicians 
who  are  capable  of  recognizing  and  managing  these 
sequelae.  A dietitian  or  nutritionist  is  essential  for  one- 
on-one  patient  counseling  in  the  postoperative  period. 
In  the  long  term,  it  is  unlikely  that  any  one  operation 
will  result  in  satisfactory  weight  loss  for  all  morbidly 
obese  patients.  Thus,  it  is  imperative  that  surgeons 
who  perform  operations  for  obesity  follow  their  pa- 
tients carefully  and  critically  analyze  their  long-term 
results. 

SUMMARY 

In  light  of  the  nearly  uniform  failure  of  nonoperative 
methods  of  weight  reduction,  surgery  represents  an 
alternative  treatment  for  morbid  obesity.  The  current 
gastric  reduction  operations  can  be  performed  with  a 
complication  rate  of  less  than  10  percent.  In  our  ex- 
perience with  190  consecutive  operations,  there  were 
only  18  early  and  late  postoperative  complications  (9 
percent)  and  no  deaths.  Eighty-eight  percent  of  pa- 
tients whose  weight  has  stabilized  after  Roux-en-Y 
gastric  bypass  are  considered  successful  results  in 
terms  of  both  weight  loss  and  amelioration  of  medical 
problems.  We  currently  believe  Roux-en-Y  gastric  ! 
bypass  to  be  the  surgical  treatment  of  choice  for 
morbid  obesity  because  of  the  greater  consistency  in 
weight  loss  in  comparison  with  all  other  gastric  reduc- 
tion operations.  Surgery  for  morbid  obesity  should 
only  be  performed  in  a multidisciplinary  setting  by  a 
group  which  is  dedicated  to  long-term  postoperative 
followup  and  to  critical  analysis  and  reporting  of  the 
long-term  results.  The  high  incidence  of  successful 
weight  loss  with  gastric  bypass  in  combination  with 
its  low  complication  rate  justifies  the  use  of  this 
procedure  in  the  treatment  of  morbid  obesity. 
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HIV  Positive  Confirmed. 
ThenWhat? 


AIDS  is  tough  to  treat.  Ruthless  to 
an  increasing  patient  population, 
it  challenges  physicians  and 
nurses  as  never  before  in  their 
commitment  to  quality  care. 

The  Spellman  Center  for  HIV- 
Related  Disease  at  St.  Clare’s  Hos- 
pital and  Health  Center  in  New 
York  City,  accepts  the  challenge 
posed  by  AIDS  and  HIV  infection. 
The  first  facility  in  the  tri-state  re- 
gion to  devote  its  resources  solely 
to  the  care  of  AIDS  patients,  the 
Spellman  Center  designates  its 
highest  priority  as  compassionate 
patient  care.  A dedicated  staff  pro- 
vides comprehensive  medical, 
nursing,  psychosocial,  and  dental 
treatment  in  an  atmosphere  that 
is  warm  and  understanding. 


The  Spellman  Center— a 60-bed 
Acute  Care  Unit,  Emergency 
Service,  Outpatient,  Ambulatory 
Infusion  and  Dental  Clinics— 
accepts  referrals  of  patients  with 
CDC-confirmed  AIDS  or  ARC 
(AIDS-related  complex),  and  those 
who  are  seropositive  for  HIV. 
Spellman  also  reaches  out  to  offer 
testing,  counseling  and  treatment 
to  persons  at  risk  for  AIDS. 

If  you  need  consultation  con- 
cerning your  patients,  or  more 
information,  please  call  Dr.  Debra 
Spicehandler,  the  Medical  Direc- 
tor, at  (212)  307-1161. 

The  Spellman  Center  also  main- 
tains an  information  hotline  for 
patients  with  questions  about 
AIDS:  1-800-433-AIDS. 


The  Spellman  Center 
for  HIV-Related  Disease 
A Designated  AIDS  Treatment  Facility 
St.  Clare’s  Hospital  and  Health  Center 


An  Affiliate  of  New  York  Medical  College 


Infectious  Interstitial  Emphysema  in  AIDS 


James  J.  Krueger,  m.d.,  Victoria  A.  Sayre,  Monroe  S.  Karetzky,  m.d.  Newark* 


Infectious  interstitial  emphysema  is  the  mechanism  for 
pneumothorax  in  AIDS  patients  with  pneumonia.  It  neither  is 
specific  for  AIDS  nor  pathognomic  of  P.  carinii  pneumonia,  but  is 
a manifestation  of  the  severity  and  destructive  nature  of  the 
inflammatory  process.  Therapy  should  include  intercostal 
catheter  placement  and  tetracycline  pleurodesis. 


Several  reports  describing  pa- 
tients with  acquired  immuno- 
deficiency syndrome  (AIDS)  pre- 
senting with  spontaneous  pneumothorax  have  em- 
phasized its  association  with  Pneumocystis  carinii 
pneumonia.1 4 Other  infections,  including  the  human 
immunodeficiency  virus,  HIV  (formerly  HTLV-III/LAV),5 
which  is  causally  linked  to  AIDS,6  are  not  documented 
in  these  cases.  We  treated  three  patients  with  spon- 
taneous pneumothorax,  seropositive  for  HIV,  who  met 
the  Centers  for  Disease  Control  surveillance  criteria  of 
AIDS.7  P.  carinii  was  present  in  two  cases  and  M.  tu- 
berculosis in  one  case.  The  purpose  of  this  report  is 
to  consider  the  entity,  infectious  interstitial  emphy- 
sema (IIE),  its  pathophysiological  mechanisms,  its 
etiological  agents,  and  all  clinical  implications. 

CASE  REPORT  1 

A 33-year-old  Hispanic  male  presented  with  dyspnea 
and  diaphoresis  of  three  hours’  duration.  He  had  a 
one-month  history  of  generalized  myalgia,  abdominal 
pain,  cough,  and  weight  loss.  A chest  x-ray  obtained 
two  weeks  prior  to  admission  was  reported  to  be  nor- 
mal. He  smoked  cigarettes  and  used  heroin  and  co- 
caine for  13  years.  He  denied  chest  trauma  skin  pop- 
ping, attempts  at  neck  vein  injection,  or  a family  his- 
tory of  pneumothorax.  On  admission,  temperature  was 
103.5°F,  pulse  rate  120/min,  respiratory  rate  54/min, 


and  blood  pressure  112/58  mm  Hg.  The  oropharynx 
was  covered  with  numerous  white  plaques  consistent 
with  candidiasis.  Auscultation  of  the  chest  revealed 
absent  breath  sounds  on  the  right  and  the  chest  x-ray 
showed  a pneumothorax.  At  this  time  his  arterial  pH 
while  breathing  room  air  was  7.44,  PC02  33  mm  Hg, 
and  P02  31  mm  Hg.  The  pneumothorax  resolved  im- 
mediately following  chest  tube  insertion  but  the  chest 
film  then  showed  diffuse,  bilateral  perihilar  interstitial 
infiltrates.  Pneumocystis  carinii  were  identified  from 
an  open  lung  biopsy.  Cultures  of  lung  tissue  were 
negative  for  bacteria  and  fungi.  Serum  was  positive  for 
HIV  by  both  the  Enzyme  Linked  Immunosorbent  Assay 
(ELISA)  and  Western  Blot  methods.  He  was  diagnosed 
as  having  AIDS:  Group  IV,  C-l.8  The  infiltrate  seen 
on  x-ray  cleared  after  trimethoprim-sulfamethoxazole 
therapy. 

CASE  REPORT  2 

A 47-year-old  female  was  admitted  with  shortness 
of  breath  and  left-sided  pleuritic  chest  pain.  On  ad- 
mission, her  temperature  was  98°F.  pulse  rate  78/min, 
respiratory  rate  24/min,  and  blood  pressure  80/50  mm 
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Hg.  Chest  examination  revealed  absent  breath  sounds 
over  the  left  hemithorax.  Arterial  pH  was  7.47,  PC02 
31  mm  Hg,  and  P02  39  mm  Hg  while  breathing  room 
air.  A 75  percent  pneumothorax  on  the  left  was  seen 
on  chest  x-ray  and  complete  re-expansion  was  ac- 
complished with  an  intercostal  catheter.  Bilateral  in- 
filtrates persisted  with  severe  hypoxemia  She  had  a 
history  of  sexual  relations  with  an  intravenous  drug 
user  who  had  AIDS.  Bronchoscopic  lavage  was 
negative  for  P.  carinli  but  showed  acid-fast  bacilli;  cul- 
tures were  positive  for  M.  tuberculosis.  Serum  was 
positive  for  HIV  antibody  and  she  was  classified  as 
Group  IV,  C-2.  Several  days  after  removal  of  the  inter- 
costal catheter,  she  required  intubation  and  mechan- 
ical ventilation  because  of  progressive  respiratory  fail- 
ure. After  two  days  of  ventilator  therapy,  the  left-sided 
pneumothorax  recurred  but  re-expanded  after  a chest 
tube  was  inserted.  A persistent  air  leak  led  to  tube 
manipulation,  uncontrollable  pulmonary  hemorrhage, 
and  death. 

CASE  REPORT  3 

A 23-year-old  homosexual  male  was  hospitalized 
with  the  onset  of  acute  right-sided  pleuritic  chest  pain; 
chest  x-ray  revealed  a 40  percent  right-sided  pneumo- 
thorax. His  temperature  was  99.5°F,  heart  rate  of 
100/min,  respiratory  rate  of  20/min,  and  blood  pres- 
sure of  1 10/70  mm  Hg.  There  were  no  breath  sounds 
heard  over  the  right  hemithorax.  White  plaques  sug- 
gestive of  candidiasis  were  seen  over  the  oropharynx 
and  shotty  adenopathy  was  palpated  in  the  neck  Ar- 
terial pH  was  7.47,  P02  67  mm  Hg,  and  PC02  27  mm 
Hg  while  breathing  room  air.  He  had  a history  of 
previously  treated  P.  carinii  pneumonia  Broncho- 
scopic lavage  on  admission  again  was  positive  for 
pneumocystis  and  he  was  seropositive  for  HIV  anti- 
body (Gp  IV,  C-2).  Re-expansion  of  the  right  lung  was 
accomplished  with  an  intercostal  catheter.  A chest 
x-ray  then  revealed  bilateral  fibronodular  disease  with 
pneumatoceles  in  both  upper  lobes.  Because  of  a per- 
sistent air  leak,  a course  of  tetracycline  was  adminis- 
tered via  the  intercostal  catheter.  This  accomplished 
the  desired  pleurodesis  and  allowed  for  removal  of  the 
catheter.  He  then  had  recurrent  episodes  of  left-sided 
pneumothorax  during  the  same  admission.  These  also 
required  pleurodesis  which  was  achieved  after  two 
courses  of  tetracycline  administration  via  an  inter- 
costal catheter.  He  responded  to  trimethoprim- 
sulfamethoxazole  and  was  discharged. 

DISCUSSION 

The  occurrence  of  adventitious  air  was  reported  in 
association  with  Pneumocystis  pneumonia  in  im- 
munocompromised patients  prior  to  the  recognition  of 
AIDS.  This  presented  spontaneously  as  mediastinal 
emphysema910  subcutaneous  emphysema9  and/or 
both  unilateral  and  bilateral  pneumothorax,1112  par- 
ticularly in  infants  and  children.1314  Thus,  the  recent 
reports  of  pneumothorax  in  AIDS  neither  is  specific  for 
AIDS  nor,  as  indicated  by  our  case  report  2,  for  pneu- 
mocystis or,  as  shown  by  case  report  3,  for  acute  infec- 
tion. 

Confusion  regarding  the  role  of  infection  in  the 
pathogenesis  of  pneumothorax  is  not  a new  dilemma 
and  most  clearly  is  illustrated  by  tuberculosis.  M.  tu- 


berculosis infection  long  has  been  considered  to  be  a 
common  cause  of  pneumothorax,  particularly  in  its 
cavitary  form.15  Its  importance,  however,  has  been  both  i 
discounted  in  some  reports  as  having  no  contribu-  I 
tion,16  only  to  be  emphasized  in  others,  to  be  as-  i 
sociated  with  as  many  as  60  percent  of  cases  of  spon-  i 
taneous  pneumothorax.17  Infection,  as  with  other  de- 1 
generative  diseases  of  the  lung,  impairs  the  integrity 
of  the  walls  of  the  distal  bronchiolo-alveolar  structures,  • 
bulla  or  pneumatoceles  allowing  for  the  escape 
(leakage)  of  air  at  less  than  the  usual  critical  pressure  i 
gradient  of  the  epithelial  barrier  which  in  normal 
lungs  is  approximately  40  cm  H2  O.1819  The  resulting  ; 
interstitial  air  then  dissects  its  way  to  the  visceral 
pleural  surface  where  it  may  remain  under  various  . 
degrees  of  tension  in  a subpleural  location  (bleb,  1 
mediastinal  emphysema),  dissect  further  through  tis-  ) 
sue  planes  (subcutaneous  emphysema),  or  “rupture” 
into  the  pleural  cavity  (pneumothorax). 

Extrapulmonary  air,  as  suggested  by  reports,  is  not  < 
pathognomonic  of  any  specific  interstitial  degenera- 
tive, inflammatory,  or  fibrotic  process.1  4 However,  the 
occurrence  of  pneumothorax  in  AIDS  patients  serves 
to  demonstrate  that  a particularly  invasive  form  of 
infection  with  an  especially  destructive  lesion  of  alveoli 
and  terminal  bronchioles  such  as  reported  in  pneu- 
mocystis will  predispose  to  ppeumothorax.9 

CONCLUSION 

P.  carinii  pneumonia  serves  as  a model  for  the  entity 
inflammatory  interstitial  emphysema  originating  in 
the  bronchiolo-alveolar  interstitial  space  as  a result  of  ; 
the  disruption  of  the  alveolar  lining  due  to  Type  1 cell 
necrosis  and  denudation  with  breakdown  of  bron- 
chiolo-alveolar septums.2021  This  would  predispose 
as  well  to  the  more  widely  recognized  entity  of  baro- 
trauma particularly  pneumothorax,  complicating  me- 
chanical ventilation.2225  Furthermore,  therapy  for 
acute,  chronic,  and  recurrent  episodes  should  include 
recent  innovations  of  intercostal  catheter  placement25 
and  tetracycline  pleurodesis.26  28 

SUMMARY 

Pneumocystis  carinii  pneumonia  has  been  reported 
to  present  with  spontaneous  pneumothorax  in  pa- 
tients with  acquired  immunodeficiency  syndrome 
(AIDS);  it  has  been  suggested  as  a specific  complica- 
tion of  this  infection  in  AIDS  patients.  Case  reports 
are  presented  showing  that  this  complication  is  not 
specific  for  P.  carinii  pneumonia  nor,  from  a review  of 
the  literature,  is  it  specific  for  AIDS.  Moreover,  infec- 
tious interstitial  emphysema  (IIE)  is  proposed  as  the  ! 
mechanism  responsible  for  the  adventitious  air.  The 
events  leading  to  interstitial  emphysema  stem  from 
the  breakdown  of  the  alveolobronchiolar  septae  as  a 
result  of  the  infectious  process.  The  subsequent  dis- 
section of  air  to  a subpleural  location  and  leakage  into 
the  pleural  space  results  in  a pneumothorax.  The  ap- 
proach to  treatment  is  the  same  as  that  for  other 
causes  of  spontaneous  pneumothorax. 
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OPINION:  METPRO  MADNESS 


Murray  Strober,  m.d.,  nutley*" 


What  is  a physician  to  do?  Here  is  one  doctor’s  answer  to  that 
question , when  confronted  with  a MetPro  problem. 


In  January  1978,  The  Journal  oj 
the  Medical  Society  of  New  Jer- 
sey published  a paper  I wrote 
entitled  “Medicaid  Madness.”  That  paper  was  reprint- 
ed verbatim  in  The  New  York  Times  and  Medical  Eco- 
nomics and  was  abstracted  in  about  a dozen  other 
newspapers. 

Currently,  I feel  like  a script  writer.  The  injustices 
described  in  “Medicaid  Madness"  seem  trivial  com- 
pared to  my  experience  with  MetPro  concerning  my 
patient,  Mr.  L.F. 

On  October  9,  1985,  Mr.  L.F..  age  73.  of  Nutley,  was 
seen  in  my  office  for  a complete  evaluation  (for  over 
25  years  I had  cared  for  Mr.  L.F.  and  related  family 
members.) 

The  patient  was  a depressive  psychotic.  He  had  been 
under  psychiatric  care  for  over  30  years.  Mr.  L.F.  had 
been  hospitalized  at  Overbrook  and  the  Lyons  Vet- 
eran's Administration  Hospital  in  the  past.  The  patient 
had  not  worked  for  over  20  years.  He  spent  most  of  his 
days  in  a muted  state,  smoking  heavily  while  sitting 
alone  in  his  room. 

Mrs.  L.F.  called  in  advance  to  tell  me  she  thought  her 
husband  was  very  sick— running  a fever,  losing  weight 
constantly  coughing  with  occasional  blood  spitting, 
and  eating  poorly. 

When  Mr.  L.F.  entered  my  office,  I extended  my  hand 
to  him.  When  he  shook  my  hand,  I felt  he  would  permit 
me  to  examine  him  thoroughly. 


After  a review  of  his  current  symptoms,  past  history, 
family  history,  and  system  review,  the  following 
positive  findings  were  noted: 

The  patient  was  obviously  very  sick.  He  was  some- 
what cyanotic,  coughing  up  blood,  and  dyspneic.  A 
chest  x-ray  revealed  a large  mass  in  the  left  lung  with 
pulmonary  fibrosis.  A electrocardiogram  revealed  su- 
praventricular tachycardia,  ventricular  ectopy,  and 
evidence  of  a probable  old  inferior  wall  infarction. 

I admitted  the  patient  to  The  Mountainside  Hospital, 
Montclair,  as  an  emergency.  The  hospital  records  will 
show  1 personally  wrote  up  a complete  histoiy  and 
physical  examination  after  returning  to  the  hospital  to 
admit  him. 

Additional  x-ray  views  of  the  chest  and  a CAT  scan 
of  the  chest  were  performed,  indicating  a probable 
metastatic  lung  cancer.  On  the  fifth  hospital  day,  a 
bronchoscopy  and  mediastinoscopy  with  biopsy  were 
done.  This  was  followed  by  respiratory  arrest, 
hypotension,  and  a myocardial  infarction.  The  patient 
was  revived  and  placed  on  a respirator.  He  was  trans- 
ferred to  the  intensive  care  unit  and  recovered  from 
the  arrest.  Since  the  biopsies  were  negative,  two  com- 
puted tomographic-guided  needle  biopsies  were  per- 
formed at  a later  date,  when  the  patient’s  condition 
was  stabilized.  The  second  biopsy  revealed  a large  cell 


*Dr.  Strober  is  an  internist.  Correspondence  may  be  ad- 
dressed to  Dr.  Strober,  3 Cathedral  Avenue.  Nutley,  NJ  07110. 
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undifferentiated  carcinoma  of  the  lung. 

The  patient  was  started  on  radiation  and  referred  for 
physical  therapy.  He  showed  little  improvement  re- 
mained depressed,  and  unable  to  help  himself.  A feed- 
ing tube  was  inserted  and  Tofranil®  and  doxipen  were 
given.  On  November  24,  1985,  the  patient  developed 
respiratory  distress  with  pulmonary  edema  and  died. 

The  family  sent  a basket  of  fruit  to  our  office,  with 
a note  thanking  us  for  our  efforts  and  kindness  to  the 
patient  Our  medical  bill  promptly  was  paid  in  full. 

In  July  1986, 1 received  a copy  of  a letter  that  MetPro 
sent  to  the  deceased,  Mr.  L.F.  The  letter  explained  that 
MetPro  felt  the  first  five  days  of  hospital  care,  from 
October  9,  1985  through  October  13,  1985,  were  not 
needed.  Mr.  L.F.  could  request  that  any  payment  he 
made  for  my  services  for  those  first  five  days  be  re- 
funded to  him. 

I spoke  to  Mrs.  L.F.  about  this  matter.  She  cried 
hysterically,  claiming  that  MetPro  was  cruel  to  address 
this  letter  to  her  dead  husband.  She  also  said  she  had 
no  intention  of  appealing  for  a return  of  my  fee  and 
she  "knew  how  terribly  ill  her  husband  was."  I was 
infuriated  at  the  callous  letter  that  MetPro  wrote  to  the 
dead  patient. 

I called  MetPro  and  advised  them  that  I intended  to 
appeal  this  case.  However,  I was  given  a very  short 
notice  as  to  when  I would  have  to  appear  for  the  appeal. 
Since  one  of  my  partners  was  on  vacation  on  the  ap- 
peal date,  I requested  a date  one  week  later.  When  the 
request  was  denied,  I demanded  to  speak  to  the  party 
in  charge.  After  a heated  argument  I was  told  I could 
handle  this  matter  via  a telephone  conference  on  the 
appointed  date.  Having  no  recourse,  I agreed  to  do  this. 

During  the  telephone  conference,  I explained  that 
the  patient  obviously  was  very  ill  when  he  was  seen  in 
my  office.  Since  the  patient  was  also  a chronic  psy- 
chotic, there  was  no  way  I could  have  his  wife  attempt 
to  manage  him  at  home  with  regular  outpatient  hospi- 
tal workup  visits.  I explained  that  I had  presented  the 
patient’s  clinical  picture  to  several  practicing  physi- 
cians—all  of  whom  agreed  that  emergency  hospital- 


ization was  mandatory.  Had  I attempted  to  manage 
this  sick  patient  as  an  outpatient,  a malpractice  suit 
would  have  been  justified  after  the  respiratory  arrest 
occurred.  I would  have  been  reprimanded  for  not 
promptly  admitting  such  a sick  patient  to  the  hospital 
after  his  initial  evaluation  in  my  office. 

The  MetPro  reviewer  wanted  to  know  why  I did  not 
order  an  arterial  blood  gas  on  admission.  I replied  that 
I felt  this  would  have  been  an  unnecessary  test  as  it; 
would  not  have  helped  me  in  my  management  of  the!; 
patient.  The  reviewer  asked  how  come  I did  not  call  a 
psychiatrist  in  to  see  Mr.  L.F.  I explained  that  un- 
fortunately no  psychiatrist  had  ever  helped  this  pa-1 
tient  in  the  last  30  years.  I explained  that  I was  pleased 
that  Mr.  L.F.  was  content  to  rest  in  his  bed  and  not; 
leap  out  the  window.  It  made  no  sense  to  me  for  a 
psychiatrist  to  probe  into  his  personal  life  with  this; 
set  of  circumstances. 

It  also  was  explained  that  this  appeal  was  not  for  any  | 
monetary  gain  on  my  part  since  the  family  vehemendy 
refused  to  file  for  my  reimbursement. 

I also  asked  how  MetPro  could  authorize  such  costly 
ventures  as  cardiac  transplantation  and  yet  deny  this 
sick  patient  his  first  five  days  of  needed  hospital  care. 

I asked  how  come  no  one  from  MetPro  had  the 
courtesy  to  call  me  when  they  reviewed  the  chart;  per- 
haps I could  have  explained  all  the  clinical  problems 
I confronted. 

This  would  have  been  a more  professional  method 
of  appraisal  rather  than  to  make  decisions  based  on 
hospital  charts  and  without  the  benefit  of  even  ex- 
amining the  patient. 

My  complaints  fell  on  deaf  ears.  It  seemed  that  Met- 
Pro had  made  their  decision  prior  to  our  telephone 
conversation. 

If  I see  the  same  clinical  situation  in  the  future,  I 
would  have  to  act  in  a similar  manner. 

This  case  is  a flagrant  example  of  poor  medical  judg- 
ment based  on  inadequate  evaluation  by  a third-party 
observer.  I could  not  believe  I was  practicing  medicine 
in  the  United  States  of  America 
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Medical  History  and  the  Academy  of  Medicine  of 
New  Jersey 


Vincent  J.  Cirillo,  m.s.,  rahway* 


Realizing  the  importance  of  enlarging  the  intellectual  aspects  of 
Academy  life , Dr.  Morris  Saffron  was  authorized  to  form  a section 
on  medical  history . Today,  the  Medical  History  Society  of  New 
Jersey  is  flourishing . 


The  Academy  of  Medicine  was 
founded  in  1911.  Its  prestige 
rose  quickly  in  the  eyes  of  the 
medical  profession  and  laity  as  a result  of  a symposium 
the  Academy  sponsored  in  1919  on  influenza  the 
dreaded  killer  that  then  was  ravaging  the  state.  The 
comprehensive  coverage  of  the  subject  was  glowing 
evidence  that  the  young  Academy  already  was  a power- 
ful educational  force  in  the  community. 

Over  the  decades  which  followed,  the  Academy  of 
Medicine  of  New  Jersey,  in  the  finest  tradition  of  a 
learned  body,  offered  numerous  symposia  on  a wide 
variety  of  subjects,  courses  for  foreign-trained  medical 
students  taking  American  examinations,  refresher 
courses  for  returning  World  War  II  veterans,  nationally 
acclaimed  roving  symposia  that  brought  postgraduate 
teaching  to  doctors  in  their  own  hospitals,  and  core 
library  courses  for  hospital  librarians.  In  addition,  the 
Academy  was  becoming  the  leader  in  continuing  medi- 
cal education  in  the  state. 

In  the  formative  years,  the  Academy  sought  out-of- 
staters as  the  principal  speakers  for  its  symposia  it 
soon  turned  with  increased  confidence  to  its  own 
membership.  Harrison  Martland,  a nationally  known 
leader  in  forensic  pathology,  led  the  way.  He  delivered 
his  pioneering  paper  on  intracranial  injuries  in  which 
he  described  the  cumulative  neuropathological 


changes  that  occurred  in  “punch-drunk”  boxers  after 
years  of  repeated  head  injuries  in  the  ring. 

By  the  early  1950s,  the  Trustees  recognized  the  need 
for  a periodical  in  which  to  publish  the  most  important 
papers  given  at  its  various  symposia  A quarterly 
journal  was  approved.  The  first  issue  of  the  Bulletin 
appeared  in  April  1955,  and  continued  in  its  useful 
function  until  December  1970  when  it  ceased  publi- 
cation. 

The  year  1959  saw  the  Academy  end  its  ties  with 
Newark  and  move  to  Bloomfield.  This  second  home  was 
abandoned  14  years  later  for  an  interim  location  in 
Union.  Finally,  in  September  1979,  the  Academy  joined 
the  Medical  Society  of  New  Jersey  in  its  new  head- 
quarters in  Lawrenceville.  This  is  the  most  central  lo- 
cation in  the  Academy’s  history,  and  symbolizes  its 
determination  to  serve  all  of  New  Jersey. 

Realizing  the  importance  of  enlarging  the  intellec- 
tual aspects  of  Academy  life,  the  Academy  authorized 
Dr.  Morris  Saffron  to  form  a section  on  medical  history. 
Occasional  meetings  were  held  in  the  1960s,  but 
interest  lagged  and  attendance  was  poor.  Notwith- 

*Mr.  Cirillo  is  President  of  the  Medical  History  Society  of  New 
Jersey.  This  paper  was  presented  at  UMDNJ-New  Jersey  Medi- 
cal School  on  November  12,  1986,  at  the  celebration  marking 
the  75th  anniversary  of  the  founding  of  the  Academy  of  Medi- 
cine of  New  Jersey. 
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Dr.  Morris  Saffron 


standing,  Dr.  Saffron  pursued  the  idea  until  20  years 
later  when,  on  May  7,  1980,  the  Medical  History  Society 
of  New  Jersey  was  bom.  Today,  that  society  is  flourish- 
ing, in  part  due  to  the  fine  secretarial  and  administra- 
tive assistance  it  receives  from  Mr.  Charles  Heitzmann 
and  his  staff. 

Each  May,  the  Medical  History  Society  and  the 
Academy  cosponsor  the  prestigious  Morris  Saffron 
Lecture  on  the  history  of  medicine.  This  annual  event 
has  attracted  the  most  notable  medical  historians  of 
our  day  as  speakers:  Genevieve  Miller,  Lloyd  Stevenson, 
Harry  Dowling,  Whitfield  Bell,  Lester  King,  Gert 
Brieger,  and  Ynez  O’Neill. 

The  Academy  of  Medicine  of  New  Jersey:  Deo  Vol- 
ente,  may  it  long  endure! 
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K)  show  you  how  many 
hypertensives  stayed  on 

[NDERAE  LA 

PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


S&sH 
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50,073 patients  (90%)  who  started  on 

[NDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

^ifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


INDERAL  LA 

(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic  shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma 

* After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA 


The  one  you  know  best 
keeps  looking  better 
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Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  bett© 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE  PACKAGE  CIRCULAR  ) 


INDERAL*  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 


DESCRIPTION.  INDERAL  LA  is  formulated  lo  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg  80  mg,  120  mg,  and  160  mg  capsules 


CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor- 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL  the  chronotropic,  inotropic  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60  80  120.  and  160  mg)  release  propranolol  HCl  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol.  Over  a twenty-four  (24) 
hour  period  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 


INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
longderm  management  of  patients  with  angina  pectoris 
Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 
Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lea  :1 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe 
disease,  elevated  serum  transaminase,  alkaline  phosphatase  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  i 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholai 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  at 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  ortho 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  admimstei 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  tor  both  agents  ma 
press  myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  corn 
tant  intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  react 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  my 
dial  infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytom  phenobarbitone , and  rifampin  accelerate  propranolol  clearance. 
Chlorpromazme.  when  used  concomitantly  with  propranolol,  results  in  increased  pit 
levels  ol  both  drugs 

Antipyrme  and  lidocaine  have  reduced  clearance  when  used  concomitantly 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomit 
with  propranolol 

Cimetidme  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studu 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  Ir 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg  kg/day,  there  wa 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumongenic  efi 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairme 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotox 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  d 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  shoul 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exerc 
when  INDERAL  (propranolol  HCl)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 


CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus 
bradycardia  and  greater  than  first-degree 
block.  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 

secondary  to  a tachyarrhythmia  treatable  with  ! ONCE-DAILY 


ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  re 
required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hype 
sion,  paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of' 
Raynaud  type 

Central  Nervous  System  Light-headedness  mental  depression  manifested  by  insorr 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia;  vi 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  charactenzec 

disorientation  for  time  and  place,  short-t 


60  mg  80  mg  120  mg  160  mg 


(PROPRANOLOL  HC! 


LONG  ACTING  CAPSULES 


WARNINGS.  CARDIAC  FAILURE  Sympa 
thetic  stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary, they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  diqitalis  on 
heart  muscle, 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should^  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
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memory  loss,  emotional  lability,  shg 
clouded  sensorium,  and  decreased  pei 
mance  on  neuropsychometrics.  For  immed 
formulations,  fatigue,  lethargy  and  v 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epic 
trie  distress,  abdominal  cramping,  diartf 
constipation,  mesenteric  arterial  thrombo 
ischemic  colitis 
Allergic  Pharyngitis  and  agranulocyto 
erythematous  rash,  fever  combined  with  s 
mg  and  sore  throat,  laryngospasm  and  rest 
tory  distress 

Respiratory . Bronchospasm 


observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
an9pa  and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician  s advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpi 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  bi 
reported 

Miscellaneous  Alopecia.  LE-like  reactions  psoriasiform  rashes,  dry  eyes  maleimpoter 
and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involv 
the  skin,  serous  membranes  and  coniunctivae  reported  for  a beta  blocker  (practolol)  have 
been  associated  with  propranolol. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS 

w nrircDC^9nc9>A^AST  D ISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 

BLUUKbHb  iNUtHAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
pr??AUCon  py  eR9°9enous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blockinq  therapy  prior 
to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  qeneral  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCl),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents  eg  dobutamine 
or  isoprotereno1  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 

D ' n uxr c Ter c ^1' u v d nn ! ^ 1 h n hear,beat  has  als°  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurrinq 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests 
increasing  T4  and  reverse  T3,  and  decreasing  T3 
'N  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mq 
propranolol  a 


DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDEF 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapei 
effect  is  maintained  INDEfiAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitrationn 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  ol  the  24-hour  dosing  intervs 

HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80 1 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achiev 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  oft 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosagt 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optir 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level, 
average  optimal  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris  the  value 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (s 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is . 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  shoi 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  seve 
weeks 


HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  At  this  time  the  data  on  the  use  ot  the  drug  in  this  aqe  qrouo  are  toe 
limited  to  permit  adequate  directions  for  use 


*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function  INDERAL  (propranolol  HCl)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 


REFERENCES: 
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2.  Ravid  M Lang  R,  Jutrin  I The  relative  antihypertensive  potency  of  propranolol,  oxprer 
atenolol,  and  metoprolol  given  once  daily.  Arch  Intern  Med  1985;  145:1321-1323. 
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JEMPAC  Membership  Activities 


William  E.  Ryan,  m.d.* 


JEMPAC  needs  your  contributions  and  your  presence.  Now 
is  the  time  for  input.  The  issues  are  direct  and  will  affect 
your  practice. 


As  chairman  of  JEMPAC,  I am 
pleased  to  announce  that  we  are 
doing  well.  We  have  approx- 
imately 600  members  with  a treasury  reflecting  both 
JEMPAC  and  MEDAC  monies  totalling  approximately 
$80,000.  We  hope  the  MEDAC  fundraising  letter  will 
add  significantly  to  our  budget. 

We  have  a major  election  coming  up  in  our  state  in 
which  control  of  both  houses  of  the  legislature— 
Senate  and  Assembly — will  be  available.  There  will  be 
40  Senate  seats  and  80  Assembly  seats  open  and  240 
candidates  seeking  support.  We  should  have  enough 
financial  wherewithal  to  assist  those  candidates  who 
have  been  helpful  to  medicine  during  the  past  few 
years  and  who  appear  to  be  winners  in  the  future.  I 
can  tell  you  that  a long  list  of  paraprofessionals,  as  well 
as  opponents  to  medicine  such  as  the  trial  lawyers,  will 
be  actively  supporting  candidates.  We  had  better  get 
active  and  support  a slate  of  our  own  including  Dr.  Bob 
Mauer,  who  will  be  running  for  an  Assembly  seat. 

JEMPAC  Board  Meeting.  During  the  past  year,  1 
have  been  quite  active  visiting  counties  on  multiple 
occasions  and  spending  considerable  time  with  our 
lobbyists  in  political  activities.  In  particular,  I attended 
a political  seminar  in  Union  County  a few  months  ago. 
At  that  time  we  had  Chuck  Hardwick,  speaker  of  the 
New  Jersey  Assembly,  who  gave  a very  nice  presen- 
tation on  the  issues  he  felt  were  confronting  medicine 
in  New  Jersey. 


Many  JEMPAC  members  had  the  opportunity  to  at- 
tend a political  dinner  for  "Republican  Majority  1987” 
in  New  Brunswick  in  March  1987.  JEMPAC,  the  New 
Jersey  Orthopedic  PAC,  and  the  newly  formed  Ocean 
County  PAC  seated  three  tables  of  physicians.  Our 
presence  was  very  much  felt  at  that  function.  I think 
a lot  of  us  agreed  that  it  was  one  of  the  best  functions 
in  terms  of  physician-politician  interface  that  we  ever 
have  attended. 

In  the  past  few  weeks,  I have  met  with  various  legis- 
lators, mostly  Assemblymen,  on  A-2647/Physical  Ther- 
apy Bill.  This  is  shaping  up  as  a tremendous  struggle 
for  turf  with  New  Jersey  physical  therapists.  In  the 
forthcoming  few  weeks,  JEMPAC  is  planning  a major 
effort  against  the  Medicare  assignment  bill. 

Mandated  Assignment.  Vincent  Maressa  mailed  a 
bulletin  on  Medicare  assignment  to  each  member  in 
April  1987.  He  called  to  your  attention  the  fact  that  the 
Assembly  Health  and  Human  Resources  Committee 
hearings  on  mandatory  assignment  were  to  be  held  on 
Monday,  May  11,  1987.  How  did  all  this  happen?  As 
you  are  aware,  the  Massachusetts  Medical  Society  and 
the  AMA  have  been  unsuccessful  in  their  appeal  of  the 
mandatory  assignment  law  in  Massachusetts.  We  hope 
that  the  trust  appeal  to  the  United  States  Supreme 
Court  will  reverse  this  decision.  Many  senior  citizens 

‘This  speech  was  delivered  at  the  Annual  Meeting  of  the 
Medical  Society  of  New  Jersey  on  May  1,  1987.  Dr.  Ryan  is 
Chairman  of  JEMPAC. 


VOL.  84— NUMBER  7-JULY  1987 


503 


groups  across  the  country  and  locally  have  been  ex- 
tremely encouraged  in  their  effort  to  pass  similar  legis- 
lation in  their  respective  states.  New  Jersey  has  been 
targeted  as  the  next  state  to  have  mandatoiy  assign- 
ment. The  medical  community  must  demonstrate  in 
a forceful  way  its  opposition  to  this  legislation.  Senior 
citizens  will  be  attending  this  session  in  great 
numbers  and  physicians  must  show  similar  force.  We 
must  demonstrate  to  the  legislature  that  you  do  not 
accept  this  oppressive  legislation.  We  ask  you  not  only 
to  write  to  your  Assembly  standing  reference  commit- 
tee members,  but  that  you  be  present  and  on  hand  the 
day  of  the  hearing. 

This  bill  is  dangerous  because  it  denies  you  a license 
to  practice  your  profession  unless  you  agree  to  accept 
whatever  the  government  deems  a reasonable 
fee— now  and  in  the  future. 

I can  tell  you  that  there  has  been  only  one  increase 
in  the  Medicaid  fee  schedule  over  the  past  17  years, 
which  gives  you  some  idea  of  how  attuned  the  govern- 
ment is  to  your  economic  interest. 

The  AMA  and  the  Massachusetts  Medical  Society 
have  opposed  mandatory  assignment  on  the  basis  that 
it  allows  state  government  to  modify  the  provisions  of 
the  federal  law  and  that  it  materially  changes  the  whole 
nature  of  medical  licensure.  Instead  of  being  licensed 
on  your  ability  to  pass  an  examination  and  demon- 
strate ethical  character,  physicians  now  must  sup- 
plicate themselves  to  whatever  fee  schedule  is  the  gov- 
ernment's whim  and  choosing.  It  will  not  be  lost  on 
other  insurance  companies  that  physicians  are  forced 
to  accept  certain  payment  schedules  and  this  will 
absolutely  impair  your  overall  prospect  for  fair  reim- 
bursement in  the  future. 

All  physicians  should  realize  that  Union  County 
Medical  Society  has  spearheaded  a very  excellent 
alternative— the  Senior  Citizen  Courtesy  Program.  A 
senior  citizens  council  identifies  disadvantaged  recipi- 
ents and  the  Medical  Society  provides  a selection  of 
volunteer  physicians  who  will  accept  assignment. 

Assemblyman  Bobby  Singer  introduced  A-3305 
which  basically  mandates  that  a physician  accept  as- 
signment on  a Medicare  claim  when  the  patient  has 
the  pharmaceutical  assistance  for  the  aged  card.  An 
individual  with  such  a card  must  demonstrate  that  he 
makes  less  than  $13,500  as  a single  person  or  $16,500 
as  a family.  The  senior  citizens  have  spumed  such  a 
bill  in  Connecticut  and  insisted  upon  mandatoiy  as- 
signment—across  the  board. 

We  face  a rough  period  of  time  here  in  New  Jersey. 
The  Mercer  County  Medical  Society  has  enlisted  the 
counsel  of  former  Governor  and  State  Supreme  Court 
Chief  Justice  Hughes  and  his  firm  to  ascertain 
whether  an  amicus  brief  before  the  United  States  Su- 
preme Court  would  be  helpful  to  our  cause. 

Physical  Therapy  Bill.  The  physical  therapy  bill, 
A-2647,  is  moving  through  the  Assembly  and  there  is 
strong  likelihood  it  may  be  posted  for  a vote.  This  bill 


has  the  sponsorship  and  backing  of  Chuck  Haytaian, 
the  Assembly  majority  leader,  who  has  been  no  friend 
to  medicine  lately.  The  bill  is  extremely  dangerous  to 
the  medical  profession  since  it  sets  a precedent  for 
disallowing  physicians  to  hire  their  own  employees. 
Specifically,  the  bill  forbids  a physician  from  hiring  a | 
physical  therapist.  If  he  has  a physical  therapist  in  his 
employ,  a physician  must  divest  himself  of  same  ( 
within  a year,  and  must  divest  himself  of  any  economic 
interest  in  the  physical  therapy  operation. 

Many  physicians,  especially  orthopedists,  physia- 
trists,  and  rheumatologists,  have  physical  therapy  in 
their  offices  as  part  of  their  management  and  rehabili- 
tation program  for  multiplicity  of  diagnosis.  The  dis- 
allowance of  hiring  individuals  to  aid  and  assist  in  the 
application  of  this  medical  science  is  unfathomable.  It 
superficially  is  based  upon  the  erroneous  belief  of 
some  legislators  that  physicians  are  unethically  con- 
trolling referral  of  patients  to  their  own  therapists  for 
secondary  gain.  There  may  be  an  occasional  case  but 
this  is  not  a generalized  practice  in  our  state.  The  New 
Jersey  State  Board  of  Medical  Examiners  apparently 
has  not  felt  this  to  be  a problem.  It  sets  an  extremely 
dangerous  precedent.  In  the  future,  will  ophthalmolo- 
gists be  unable  to  employ  optometrists?  Will  obstetri- 
cians be  forced  to  divest  themselves  of  midwife  pro- 
grams? Will  pulmonologists  and  cardiologists  be  un- 
able to  hire  a therapist  to  assist  in  their  rehabilitation 
programs? 

Furthermore,  will  this  extend  to  other  professions 
and  businesses?  For  example,  will  lawyers  be  unable 
to  hire  paralegals?  Will  dentists  be  forced  to  fire  their 
hygienists?  Will  engineering  firms  be  forced  to  lay  off 
their  surveyor?  I doubt  the  legislators,  in  their  wisdom, 
foresee  the  implications  of  this  bill. 

This  has  become  a national  issue.  In  the  state  of 
Nevada,  a similar  type  of  bill  was  presented  to  the 
legislature.  The  Federal  Trade  Commission  took  the 
position  that  the  bill  was  anticonsumer  and  at  least 
in  that  state  this  helped  to  defuse  the  issue. 

However,  in  New  Jersey  there  has  been  tremendous  : 
activity  on  this  bill  with  heavy  lobbying  by  the  thera-  ; 
pists  who  have  enlisted  a number  of  Assemblymen  in 
their  cause.  A bill  may  come  to  vote  soon  and  we  need 
every  available  physician  to  present  our  views  to  the 
legislature. 

The  Eye  Bill.  For  the  moment,  the  eye  bill,  5-2261, 
has  been  put  on  the  back  burner,  but  you  should  ex- 
pect some  sort  of  revision  of  that  issue  in  the  future. 

Senate  Malpractice  Bills.  Our  most  serious  and  im- 
mediate concern  in  the  State  Senate  is  where  the  Medi- 
cal Inter-Insurance  Exchange  of  New  Jersey  has  in- 
dicated that  two  bills  will  be  posted  for  Senate  hearings 
on  May  1 1,  1987.  Howard  Weiss  of  the  Medical  Inter- 
Insurance  Exchange  of  New  Jersey  says  that  their  bill 
S-281,  the  statute  of  limitation  bill,  sets  the  statute  of 
limitations  at  three  years  from  the  date  of  the  incident 
rather  than  two  years  from  the  date  of  discovery.  It 
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allows  children  up  to  the  age  of  1 1 to  sue  for  incidents 
prior  to  age  8.  There  also  is  a periodic  payment  act, 
S-2706,  which  requires  a structured  payment  for  any 
award  greater  than  $200,000. 

Collateral  source  and  joint  and  several  liability  bills 
already  have  been  passed.  We  hope  the  entire  package 
will  be  passed  and  moved  over  to  the  State  Assembly. 

Nurse  Practitioner  Bill.  This  bill,  5-2721,  allows 
nurses  to  write  prescriptions  for  most  drugs  as  well 
as  to  diagnose  and  to  treat. 

Drug  for  Hospital-Based  Physicians.  The  federal  ad- 
ministration has  proposed  that  hospital-based  radi- 
ologists, anesthesiologists,  and  pathologists  be 
brought  under  the  prospective  payment  system.  “This 
proposal  is  severely  flawed  because  it  undermines  the 
role  of  the  physician  as  the  patients’  advocate.  It  would 
be  impossible  to  administer  and  it  is  the  first  step 
towards  establishing  a two-tiered  system  of  health  care 
delivery  in  America."  These  words  were  taken  from  a 
letter  from  Congresswoman  Marge  Roukema 
We  have  some  other  friendly  comments  from  the 
House  of  Representatives  and  the  Senate.  Senator  Rob- 
ert Dole  has  indicated  in  his  keynote  address  to  the 
American  Nurses  Association:  "It  seems  to  me  that 
we  ought  to  stick  to  the  approach  of  developing  a re- 
source base  payment  method  rather  than  carve  out  a 
group  of  hospital-based  physicians  and  lump  that  pay- 
ment into  the  hospital  DRG  plans.” 

The  American  Medical  Association  has  sponsored 
concurrent  Resolution  #30  which  states  that  it  is  the 
sense  of  the  House  of  Representatives  that  the  “RAP” 
should  not  be  folded  under  the  hospital  DRG  until  the 


relative  value  index  being  prepared  by  Harvard  Medical 
School  in  1988  is  available  for  study  and  action. 

CONCLUSION 

As  you  recognize,  medicine  is  unbelievably  put  upon 
at  both  the  local  and  national  levels.  We  have  monu- 
mental battles  facing  us  and  we  ask  you  for  your  sup- 
port. First,  take  back  the  information  from  this  meet- 
ing to  your  colleagues  and  direct  their  attention  to  the 
many  issues  we  face.  Secondly,  write  and  call  the  mem- 
bers of  the  legislature  handling  both  the  Senate  bills 
on  malpractice  reform,  and  Assembly  Health  and 
Human  Resources  Committee  chaired  by  Doctor 
Harold  Colburn.  Thirdly,  make  yourselves  available  to 
participate  in  these  hearings  on  May  1 1,  1987.  Finally, 
make  yourselves  available  to  be  keymen  and  lobby  in 
these  issues. 

The  issues  are  not  abstract  or  philosophical.  They 
are  very  direct  and  practical  issues  that  materially  af- 
fect your  practice:  The  legislature  is  about  to  materially 
influence  who  you  can  have  as  employees.  There  are 
a number  of  paraprofessionals  who  essentially  want  to 
compete  with  you  in  the  practice  of  medicine.  There 
is  question  of  your  medical  licensure  and  whether  or 
not  you  will  be  able  to  retain  it  if  you  do  not  take 
Medicare  assignment.  These  are  all  gut  and  germane 
issues. 

Now  is  the  time  for  input.  The  issues  are  now! 
JEMPAC  and  MEDAC  need  your  contribution  and 
your  physical  presence. 

Only  you  can  prevent  us  from  being  the  second  state 
in  the  union  to  have  mandatory  assignment. 
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A Clinical  Opportunity  for 
Smoking  Intervention 


The  minutes  you  spend  can 
make  a difference  now,  and  in 
the  years  ahead. 

For  a free  copy  of  Clinical 
Opportunities  for  Smoking 
Intervention:  A Guide  for  the 
Busy  Physician,  complete  the 
form  below. 


You  can  play  a special  role  in 
reaching  smokers.  Encourag- 
ing parents  not  to  smoke  can 
improve  the  health  of  the  en- 
tire family. 

Thke  a few  minutes  to  explain 
that  children  of  parents  who 
smoke  are  often  more  prone 
to  respiratory  infections.  Tfell 
them  that  young  children  of 
parents  who  smoke  are  more 
likely  to  become  smokers 
themselves. 


Name 


Specialty 


Address 


#L3>j 


c 


Mail  to: 

The  National  Heart.  Lung, 
and  Blood  Institute 
Smoking  Education  Progr; 
National  Institutes  of  Heal 
Building  31,  Room  4A  18 
Department  P-25 
Bethesda,  MD  20892 


City 


ARE  YOU  PROPERLY  CLASSIFIED? 
PROFESSIONAL  MALPRACTICE  LIABILITY 

OCCURRENCE  PLUS— 1/3,000,000  LIMITS 

New  Doctors  50%  of  Prem.  Urology-Surg.  $17,868 

GP-No  Surgery  $ 5,297  Neurosurgery  $39,130 

Orthopedic  Surg.  $32,699  obst-Gynec.  $31,476 

Internal  Medicine  $ 6,799  GP— Minor  Surg.  $ 6,799 

Colon  & Rectal  Cardiology  $ 5,297 

Surgery  $12,336 


OVER  100  OTHER 
CLASSIFICATIONS 

BOYNTON 
& BOYNTON,  INC. 

42  MONMOUTH  ST. 

P.O.  BOX  887 
RED  BANK,  N.J.  07701 


MEDICAL  HOTLINE  1-800-822-0262 


DOCTOR 

DRUG 

DISPENSING 


w ■ Greater  convenience  & 
savings  for  patients 

■ More  effective  patient  treatment 

I A new  profit  center.  . . no  additional  overhead 

I Computerized  labeling,  inventory  and  ordering 


For  more  information  please  call  or  write: 


DOCTORS' 


DOCTORS’  Rx 

145  Algonquin  Parkway 

Whippany,  NJ  07981 


(201)  428-1117 


While  you're 
taking  care  of 
your  patients, 

who's  taking  care  of 
your  business?" 

You're  on  M.D.,  nor  on  M.D.A.  Yet 
rodoy's  medicol  practice  almost  re- 
quires o business  expert  to  maximize 
office  productivity.  Deal  with  the  maze 
of  billing  ond  reimbursement  prob- 
lems. And  maintain  profits  in  the  face 
of  ever-increasing  expenses. 

We  ore  the  business  experts.  We  re 
the  business  professionals  of  MEDIQ 
Healthcare  Resources.  A group  of 
practice  management  specialists  that 
will  maximize  the  growth  of  your 
practice  in  rodoy's  changing  health- 
care market. 

Our  specialists  work  with  you  — and 
your  staff  to  set  up  efficient  procedures 
ond  guarantee  significant  improve- 
ment in: 

■ Dilling/reimbursements/ 
collections 

■ Morketing/Potient  Relations 

■ Operating  Expenses 

In  addition  to  practice  manage- 
ment, we  also  offer: 

■ Feasibility  Studies 

■ Physician  Office  Appraisals/ 
Evaluations 

■ Joint  Ventures 

For  o free,  no-obl  igotion  assessment 
of  your  practice's  needs,  coll  Kathleen 
Harkins  today  at  609-665-9300. 

MCDIQ  Resources,  Inc 


One  MEDIQ  Plaza/Pen nsauken/New  Jersey  08110 
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DOCTORS’ 

NOTEBOOK 

1 


Trustees'  Minutes;  UMDNJ 
Notes;  MSNJ  Auxiliary; 
New  Members;  Physicians 
Seeking  Location  in 
New  Jersey 


Trustees’  Minutes 
April  29,  1987 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Wednesday, 
April  29,  1987,  at  the  Americana 
Host  Farm  Resort  in  Lancaster, 
Pennsylvania.  Detailed  minutes  are 
on  file  with  the  secretary  of  your 
county  society.  A summary  of  sig- 
nificant actions  follows: 

Report  of  Executive  Director  . . . 

( 1 ) MSNJ  Financial  Statements  . . . 

Approved  the  financial  statements 
for  the  period  ending  March  31, 
1987. 

(2)  Legislative  Update  . . . 

(a)  S-2721 — Prescriptions  by 
Nurses  . . . Noted  that  this  bill 
authorizes  nurses  to  practice  any 
licensed  health  profession,  to  pre- 
scribe drugs  (with  the  exception  of 
schedules  II,  III,  and  IV),  and  to  use 
any  treatment  modality.  Also,  noted 
any  future  developments  on  this  bill 
will  be  mentioned. 

(b)  A-2511;  A-3305— Medicare 
Participation  Bills  . . . Noted  that 
A-251 1 requires  health  care  provid- 
ers to  accept  Medicare  assignment 
and  A-3305  requires  health  care 
providers  who  treat  Medicare  en- 
rollees  to  accept  the  Medicare  fee  de- 


termination if  the  beneficiaiy  pre- 
sents to  a provider  a valid  Pharma- 
ceutical Assistance  to  the  Aged  and 
Disabled  card;  also,  noted  that  let- 
ters have  been  sent  to  physicians  to 
attend  the  Committee  meeting  to 
demonstrate  a concerted  effort 
against  mandatory  Medicare  assign- 
ment. 

(c)  A-2647— Physical  Therapy  . . . 

Noted  this  bill  prevents  physicians 
from  having  a financial  interest  in  a 
physical  therapy  practice  or  from 
employing  physical  therapists.  Also, 
noted  the  need  for  maintaining 
constant  efforts  to  defeat  this  bill. 

(3)  Physician  Dispensing— Phar- 
macy Board  , . . Was  advised  that 
Mr.  Maressa  wrote  to  the  Attorney 
General  stating  that  MSNJ  objected 
to  the  hearing  on  physician  dispens- 
ing of  prescription  drugs,  as  this  is 
a medical  act  and,  therefore,  subject 
to  the  regulation  of  the  Board  of 
Medical  Examiners. 

(4)  Committee  of  Interns  and  Resi- 
dents Limited  Job  Action — UMDNJ 
. . . Was  informed  that  a settlement 
had  been  reached  and  a potential 
strike  had  been  avoided. 

Unfinished  Business  . . . 

Tort  Reform  Bills  . . . Noted  that 
Senator  O'Conner  will  post  S-281  in 
the  Senate  Judiciary  Committee 
(the  Society-sponsored  statute  of 
limitations  bill  and  the  bill  on  struc- 
tured payments). 

New  Business  . . . 

(1)  Period  of  Observation  by  Phy- 
sicians . . . Defeated  a motion  to  ac- 
cept the  following  resolution: 

Resolved,  that  the  AMA  urge  that  a 
period  of  observation  be  held  by  phy- 
sicians across  this  country  at  a given 
time,  to  call  attention  to  the  loss  of  free- 
dom of  physicians  in  the  state  of  Massa- 
chusetts; and  be  it  further 

Resolved,  that  under  the  leadership  of 
the  AMA  the  people  of  this  country  be 
clearly  informed  of  the  dangerous  gov- 
ernmental interference  with  the  health 
care  system  of  this  country:  and  be  it 
further 

Resolved,  that  the  AMA  and  its  resources 
initiate  open  hearings  with  the  govern- 
ment to  try  and  bring  about  meaningful 
change  promptly  and  efficiently. 

(2)  Senior  Citizens  Forum  . . . Car- 
ried a motion  to  purchase  an  adver- 
tisement in  the  Newark  Star-Ledger 
correcting  the  misstatements  and 
supplying  the  facts  omitted  in  a re- 


cent article,  “Doctors  Promote  Plan 
on  Medicare  Fees  for  Seniors  They 
See  as  Needy."  Also,  carried  a motion 
to  send  the  advertisement  to  all 
county  societies  and  that  county  so- 
cieties be  encouraged  to  take  out 
advertisements  in  local  newspapers. 


Trustees’  Minutes 
May  3,  1987 

A reorganization  meeting  of  the 
Board  of  Trustees  was  held  on  Sun- 
day, May  3,  1987,  at  the  Americana 
Host  Farm  Resort,  Lancaster,  Penn- 
sylvania Detailed  minutes  are  on  file 
with  the  secretary  of  your  county  so-  I1 
ciety.  A summary  of  significant  ac- 
tions follows: 

Reorganization  . . . 

(1)  Introduction  of  New  Members 

. . . Welcomed  officially  Doctor 
George  L.  Triebenbacher,  newly 
elected  Trustee  from  the  Fourth  Dis- 
trict: Jonathan  Pincus,  newly  desig- 
nated student  member  of  the  Board; 
Doctor  Palma  E.  Formica  President- 
Elect;  Doctor  Paul  J.  Hirsch,  First 
Vice-President;  Doctor  Douglas  M. 
Costabile,  Second  Vice-President; 
and  Doctor  Joseph  N.  Micale, 
Treasurer. 

(2)  Introduction  of  MSNJ  Aux- 
iliary President . . . Introduced  Mrs. 
Leonardo  Hagan,  newly  elected  presi- 
dent of  the  Medical  Society  of  New 
Jersey  Auxiliary. 

(3)  Meeting  Schedule  . . . An- 
nounced that  the  Board  will  con- 
tinue its  practice  of  meeting  reg- 
ularly at  10  a.m.  on  the  third  Sunday 
of  each  month  at  MSNJ  head- 
quarters in  Lawrenceville. 

Referrals  from  the  1987  House  of 
Delegates  . . . 

(1)  Resolution  * 7 — Due  Process  in 
PRO  Proceedings  . . . Authorized 
Mr.  Maressa  to  communicate  with 
the  AMA  Office  of  General  Counsel 
and  Mr.  John  E.  Kasper,  AMA  Field 
Representative  for  New  Jersey,  to 
obtain  information  concerning  the 
AMA  plans  for  improving  HCFA 
regulations  regarding  the  PRO  sanc- 
tion process.  Also,  referred  the  fol- 
lowing to  the  Committee  on  Utiliza- 
tion Review  Systems  with  the  re- 
quest that  they  contact  the  rep- 
resentatives of  The  PRO  of  New  Jer- 
sey, Inc.  concerning  the  establish- 
ment of  a mechanism  to  implement 
the  intent  of  the  resolved  and  report 
back  to  the  Board  in  July: 


508 


NEW  JERSEY  MEDICINE 


Resolved,  that  the  Medical  Society  of  New 
Jersey  do  its  best  to  assure  that  if  PRO 
brings  up  any  quality  of  care  issues,  the 
doctors  involved  must  be  notified  official- 
ly by  PRO. 

(2)  Resolution  *28 — Physician 
Responsibility  in  Teaching  Pro- 
grams . . . Approved  referral  of  Res- 
olution #28  to  the  AMA  delegation 
for  preparation  of  a resolution  for 
introduction  to  the  AMA  House  of 
Delegates  (see  page  Tr  8). 

(3)  Resolution  *24— Mandatory 
Assessment  for  Patient  Education 
. . . Directed  that  the  following  be 
referred  to  the  Treasurer  and  Mr. 
Arthur  White: 

Resolved,  that  the  Medical  Society  of  New 
Jersey  enact  an  immediate  mandatory 
assessment  of  8100  for  one  year  to  ad- 
ditionally fund  the  activities  of  the  Coun- 
cil on  Public  Relations:  and  be  it  further 

Resolved,  that  the  Board  of  Trustees  be 
empowered  to  modify  that  assessment  at 
their  discretion,  in  cases  of  individual 
hardship. 

Also,  noted  that  any  request  for  ex- 
emption is  to  be  referred  to  the 
Board  (the  name  of  the  member 
coded  to  ensure  confidentiality)  for 
consideration  in  executive  session. 
Additionally,  referred  the  following 
to  the  Council  on  Public  Relations 
and  report  back  to  the  Board: 

Resolved,  that  the  Board  of  Trustees  ex- 
plore opportunities  for  cooperation  with 
neighboring  state  societies  (Delaware, 
New  York,  Pennsylvania,  and  Connecti- 
cut) in  the  sponsorship  of  media  pro- 
grams. 

Finally,  directed  the  Council  on  Pub- 
lic Relations  to  provide  on  a regular 
basis,  a list  of  news  media  releases 
placed  during  a given  period. 

(4)  Substitute  Resolution  *1 — 
Complete  Documentation  of  Charts 

. . . Referred  Resolution  #1  to  the 
Executive  Committee  for  a joint 
meeting  with  the  Board  of  Nursing 
(see  page  Tr  19). 

(5)  Substitute  Resolution  *11  — 
Hospitals  Limited  To  Participating 
Physicians  . . . Authorized  the  Sec- 
retary to  send  a letter  to  New  Jersey 
congressmen  to  rescind  the  incen- 
tive regarding  hospital  referral  of 
Medicare  patients  to  participating 
physicians  as  of  October  1987.  Also, 
approved  referral  of  the  following  to 
the  AMA  delegation  for  preparation 
of  a resolution  for  introduction  to 
the  AMA  House  of  Delegates: 


Resolved,  that  the  Medical  Society  of  New 
Jersey  introduce  a resolution  to  the  AMA 
the  intent  of  which  is  to  amend  this  law 
and  any  regulations  to  conform  to  the 
original  intent  of  Federal  Law— Title 
XVIII,  Health  Insurance  for  the  Aged  and 
Disabled  (Medicare).  Section  1801  and 
Section  1802. 

(6)  Resolution  *32E — Unfair  Fee 
Discrimination  . . . Agreed  to  have 
a letter  sent  to  the  membership  from 
the  President  regarding  the  Blue 
Cross/Blue  Shield  Medallion  Plan 
(see  page  Tr  22). 

(7)  Substitute  Resolution  *3 — 
A-251 1— Doyle-Karcher  Bill  or 
Other  Similar  Bills  Requiring  Medi- 
care Assignment  . . . Noted  that 
this  Substitute  Resolution  was 
taken  under  advisement. 

(8)  Resolution  *10— Future  Phy- 
sician Manpower  Needs  . . . Ap- 
proved referral  of  Resolution  #10  to 
the  Committee  on  Medical  Educa- 
tion for  implementation  (see  page  Tr 

33) . 

(9)  Resolution  *14 — Free  Choice 
of  Physician  . . . Approved  referral 
of  Resolution  #14  to  the  Council  on 
Public  Relations  for  implementation 
(see  page  Tr  34). 

(10)  Resolution  * 17— Endorse 
Formation  of  a Section  on  Foreign 
Medical  Graduates  within  the 
Structure  of  the  AMA  . . . Approved 
referral  of  Resolution  *17  to  the 
AMA  delegation  for  preparation  of  a 
resolution  for  introduction  to  the 
AMA  House  of  Delegates  (see  page  Tr 

34) . 

(11)  Resolution  *19— Equality  of 
Testing  Foreign  Medical  Graduates 

. . . Approved  referral  of  Resolution 
*19  to  the  AMA  delegation  for  prep- 
aration of  a resolution  to  be  in- 
troduced to  the  AMA  House  of  Del- 
egates (see  page  Tr  34). 

(12)  Resolution  *30E— Uniform 
National  Standard  of  Care  . . . Re- 
ferred the  original  Resolution  *30E 
and  the  two  substitute  versions  to 
the  Council  on  Medical  Services  for 
study  and  report  (see  page  Tr  36). 

(13)  Resolution  *12— First  Aid 
Station  in  New  Jersey  Legislature 
. . . Approved  referral  of  Resolution 
*12  to  the  Council  on  Legislation  for 
study  and  report  (see  page  Tr  42). 

(14)  Resolution  *15— Infusaid 
Pump  Recognition  . . . Referred 
Resolution  *15  and  Substitute  Res- 
olution to  the  Committee  on  Cancer 
Control  for  study  and  report. 

(15)  Substitute  Resolution  *21  — 
AIDS  Testing  for  Hospital  Ad- 


missions and  Other  High-Risk 
Populations  . . . Noted  that  this 
Substitute  Resolution  was  adopted 
as  amended  by  the  House  of  Del- 
egates. Also,  referred  A- 1485, 
A-21 18,  and  A- 1491  (see  page  Tr  44) 
back  to  the  Council  on  Legislation. 

The  New  Jersey  Pharmaceutical  As- 
sociation . . . 

(1)  Physician  Drug  Dispensing  for 
Profit  . . . Agreed  to  authorize  the 
President  and  the  Executive  Direc- 
tor to  negotiate  a solution  to  the 
problem  of  physician  drug  dispens- 
ing for  profit,  at  a time  they  shall 
deem  appropriate. 

(2)  Correspondence  from  Essex 
County  Medical  Society  . . . Noted 
a letter  from  the  President  of  the 
Essex  County  Medical  Society  to  the 
President  of  the  Essex  County  Phar- 
maceutical Society  protesting  the 
New  Jersey  Pharmaceutical  Associa- 
tion’s active  support  of  A-2647,  the 
physical  therapy  bill. 

Old  Business  . . . 

AIDS  . . . Voted  to  have  the  Ex- 
ecutive Committee  seek  formal  rep- 
resentation on  the  task  force  set  up 
by  the  Commissioner  of  Health  to 
study  the  AIDS  problem. 

New  Business  . . . 

( 1 ) Hearing  of  A-25 1 1 and  A-3305 

. . . Noted  that  information  on  the 
hearing  for  the  Medicare  bills 
(A-251 1— requiring  physicians  to 
accept  Medicare  fee  assignment 
unconditionally  and  A-3305— re- 
quiring physicians  to  accept  Medi- 
care assignment  for  services  exceed- 
ing $50  when  the  patient  presents 
a Pharmaceutical  Assistance  to  the 
Aged  and  Disabled  card)  will  be  sent 
to  all  MSNJ  members. 

(2)  Annual  Meeting  Attendance 
. . . Noted  a decrease  in  attendance 
at  the  Annual  Meeting  compared  to 
last  year. 

UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

The  heart  of  Newark’s  Broad 
Street  was  beating  to  the  rhythms  of 
Broadway  on  the  evening  of  May  16, 
1987,  as  Sammy  Davis,  Jr.  brought 
his  talent  and  his  boundless  energy 
before  a packed  house  at  Newark’s 
Symphony  Hall. 

I do  not  normally  use  this  column 
to  review  musical  events,  but  this 
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one  is  special.  Proceeds  from  the 
event  “Broadway  on  Broad  Street." 
will  benefit  the  Sammy  Davis,  Jr.  Na- 
tional Liver  Institute,  based  on  the 
Newark  campus  of  the  University  of 
Medicine  and  Dentistry  of  New  Jer- 
sey (UMDNJ).  It  was  an  electrifying 
evening  that  also  featured  a black  tie 
dinner  attended  by  more  than  600 
people,  including  Mr.  Davis  and  his 
musicians,  back  on  our  campus. 

The  Sammy  Davis,  Jr.  National 
Liver  Institute  was  incorporated  in 
November  1984  as  an  independent, 
nonprofit  agency  governed  by  a 
board  of  trustees  and  dedicated  sole- 
ly to  the  treatment  of  liver  diseases 
and  related  disorders.  Mr.  Davis, 
who  has  suffered  from  liver  disease, 
got  involved  through  an  acquain- 
tance who  was  treated  successfully 
by  UMDNJ’s  liver  specialists.  The 
entertainer  studied  the  history  of 
UMDNJ’s  liver  unit — which  has 
earned  an  international  reputation 
over  the  past  three  decades — and 
agreed  to  support,  and  lend  his 
name,  to  its  development  as  a na- 
tional center. 

The  National  Liver  Institute  Board 
of  Trustees  is  chaired  by  Willie 
Brown,  Jr.,  speaker  of  the  California 
State  Assembly,  with  Mr.  Davis  and 
Deborah  Kean,  wife  of  New  Jersey’s 
Governor,  serving  as  honorary  chair- 
persons. The  Board  of  Trustees  is 
composed  of  34  representatives  of 
the  entertainment  industry,  govern- 
ment, and  the  private  sector.  Carroll 
M.  Leevy,  M.D.,  professor  and  chair- 
man of  medicine  at  UMDNJ-New 
Jersey  Medical  School  and  a leading 
liver  expert,  is  scientific  director. 

Liver  disease  and  associated  dis- 
orders of  the  biliary  tract  are  the 
fourth-leading  cause  of  death 


among  American  men  aged  40  to  59. 
On  a global  scale,  the  incidence  of 
liver  disease  is  increasing  faster 
than  any  other  disease.  A high  per- 
centage of  the  world’s  population 
will  suffer  at  some  time  from  one  of 
the  major  disorders — hepatitis,  cir- 
rhosis, gallstones,  and  cancer. 

The  International  Committee  on 
Informatics  in  Hepatology  convened 
at  the  Liver  Institute  to  review  up- 
dated liver  disease  terminology  and 
diagnostic  criteria  that  will  form  the 
data  base  for  the  computer  program. 
“It  is  a massive  undertaking,"  Dr. 
Leevy  pointed  out,  “because  it  en- 
tails virtually  everything  chronicled 
in  modem  medicine  about  the 
nature  of  liver  disease,  the  diag- 
nostic and  treatment  modalities  and 
thousands  of  case  histories  from  pa- 
tient care  records  from  here  and 
other  major  centers.  But  once  it’s 
ready,  the  program,  which  will  be 
updated  continually,  will  be  avail- 
able to  practitioners  everywhere, 
helping  them  assess  complex  and 
difficult  cases  and  providing  diag- 
nostic and  therapeutic  possibilities 
based  on  data  that  will  include  prob- 
ability of  success  and  associated 
rates  of  morbidity  and  mortality. 
The  system  will  save  time  and  costs 
by  helping  avoid  unnecessary  test- 
ing and  by  providing  exacting  treat- 
ments." 

Dr.  Leevy  estimates  that  approx- 
imately 100  transplant  candidates 
can  be  expected  each  year  from  New 
Jersey,  with  others  referred  from 
out-of-state.  According  to  officials 
from  established  transplant  units, 
approximately  50  cases  per  year  are 
required  to  cover  the  costs  of  the 
service. 


and  medical  education  also  have 
been  recorded  by  the  Liver  Institute  . 
over  the  past  year.  On  the  research 
front.  Dr.  Leevy’s  group  engineered 
the  first  specific  test  to  pinpoint  the 
presence  of  “mallory  bodies”  in  the 
liver.  These  pink-colored  protein 
molecules  have  been  found  to  be 
early  warning  signs  of  liver  disease  j 
that  alert  physicians  to  potential 
problems  at  a time  when  prevention 
or  cure  still  is  possible.  In  addition, 
they  seem  to  gradually  disappear  as 
the  organ  returns  to  health,  indicat-  i 
ing  to  the  clinician  that  the  treat- 
ment is  working. 

Other  research  projects  are  focus-  I 
ing  on  the  dissolution  of  gallstones 
with  a new  drug  and  the  role  of  bile 
acid  metabolism  in  atherosclerosis  ; 
(hardening  of  the  arteries).  Other 
studies  on  alcoholic  hepatitis  and 
cirrhosis  are  being  done  coopera- 
tively with  other  centers  under  the 
sponsorship  of  the  National  Insti- 
tutes of  Health. 

We  intend  for  the  Sammy  Davis, 
Jr.  National  Liver  Institute  to  be- 
come as  strong  a force  in  the  field  of 
liver  research  as  Mr.  Davis  himself 
has  been  in  the  field  of  entertain-  : 
ment.  With  his  continued  support, 
and  with  the  able  leadership  of  Dr. 
Leevy,  we  feel  that  it  is  a realistic 
goal. 


MSNJ  Auxiliary 

Mrs.  Sally  Dagan 
President 

Let  me  begin  by  saying  that  I am 
proud  to  be  your  61st  President  I 
am  most  grateful  for  your  willing- 
ness to  entrust  the  course  of  this 
organization  to  me. 

I envision  a very  busy  year  for  us. 
Successful  programs  instituted  by 
my  predecessors  most  certainly  will 
remain  in  effect.  Some  programs  will 
be  modified  because  we  need  fresh 
approaches  to  achieve  the  growth 
that  we  seek.  New  program  ideas  are 
in  the  exploratory  stages.  With  your 
support,  some  of  them  should  be  ef- 
fectively launched.  These  activities 
which  demonstrate  our  commit- 
ment to  the  public  good  and  polish 
our  image  will  require  a great  deal 
of  time  and  energy. 

That  brings  us  to  the  crux  of  our 
biggest  problem— where  do  we  find 
the  manpower  to  implement  our 
programs?  I'm  not  going  to  insult 
your  intelligence  today  with  a litany 


Advances  in  the  areas  of  research 

ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 
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City State Zip 
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of  reasons  for  joining  our  Auxiliary. 
For  example,  you  already  know  our 
uphill  fight  on  legislative  issues.  The 
point  is  that  we  in  this  room  already 
belong.  By  virtue  of  our  presence,  we 
signaled  our  commitment.  We  are 
not  the  problem,  but  we  are  going  to 
have  to  be  the  solution.  The  grim 
fact  is  that  only  about  25  percent  of 
potential  dues-paying  members  in 
the  state  actually  belong  to  our 
group.  And,  only  a fraction  of  that 
fraction  actively  is  involved.  Sadly, 
this  sentiment  has  been  echoed  year 
after  year.  Each  President  before  me 
has  approached  this  challenge  of  in- 
creasing membership  with  new 
ideas  and  renewed  enthusiasm.  All 
have  tried  to  find  the  perfect  formula 
for  recruiting  new  Auxiliary  mem- 
bers, while  retaining  the  seasoned 
ones. 

I do  not  pretend  to  have  the 
answer.  I have  been  around  long 
enough  to  know  that  there  is  no 
single  approach  that  will  achieve  a 
universal  result.  Rather,  we  must 
view  potential  members  as  individ- 
ual personalities.  With  a multi- 
faceted approach,  we  should  strike  a 
responsive  chord  in  many  more 
spouses. 

To  draw  an  analogy,  return  to  your 
childhood  days  and  picture  yourself 
building  a snow  fort.  You  began  with 
a small  tightly  compacted  core.  Then 
you  rolled  your  snowball  along  over 
all  the  areas  of  your  lawn,  packing  as 
you  went  along  so  that  each  flake 
bonded  with  the  others.  Finally, 
when  all  of  the  snow  was  com- 
pressed into  giant  balls,  you  lined 
them  tightly  together  in  a circle. 
Then  you  filled  the  little  spaces  be- 
tween and  fashioned  your  defenses. 
You  sprayed  the  walls  so  that  ice 
would  form  and  insulate  your  for- 
tress. You  may  have  prepared  am- 
munition to  ward  off  attackers. 
When  you  were  finished  you  were 
exhausted,  yet  exhilarated.  And,  long 
after  you  tired  of  your  frosty  for- 
tification and  long  after  the  neigh- 
bors’ snow  had  melted,  yours  still 
was  solid. 

I would  like  you  to  take  that  image 
home  with  you.  Start  your  core  roll- 
ing in  your  county,  picking  up  every 
possible  member.  Involve  them  im- 
mediately. Press  them  together 
through  personal  contact.  Cement 
their  commitment  with  education. 
Insulate  them  with  your  concern  for 
them  as  individuals. 

If  you  do  this,  all  else  will  follow  in 


logical  order.  But  you  must  work 
quickly.  Time  is  not  on  our  side.  Our 
government  is  most  certainly  not  on 
our  side.  The  public  for  the  most 
part,  is  not  on  our  side,  either.  We 
need  to  convert  a lot  of  people,  but 
we  must  begin  with  ourselves.  Re- 
member only  25  percent  of  us  are  on 
our  side.  I pledge  to  devote  a fair 
portion  of  my  time  and  energy  to  our 
membership  crisis.  I ask  today  that 
you  do  the  same.  In  truth,  nothing 
short  of  a monumental  effort  will 
succeed.  Let’s  get  the  ball  rolling 
together. 


New  Members 

The  Medical  Society  of  New  Jersey 
would  like  to  welcome  the  following 
new  members: 

Atlantic  County 

Steven  Fenichel,  M.D.,  Somers  Point 
Melvin  M.  Marcus,  M.D.,  Linwood 

Bergen  County 

Thomas  N.  Ahlbom,  M.D., 

Ridgewood 

Richard  S.  Basuk.  M.D.,  Westwood 
Robert  W.  Boyajian,  M.D.,  Teaneck 
Orhan  Karatoprak,  M.D.,  Fort  Lee 
David  B.  Landers,  M.D.,  Teaneck 
Marc  A.  Leaf.  M.D.,  Dumont 
Elliott  S.  Lichtstein,  M.D.,  Westwood 
Miguel  de  Jesus  Nunez,  M.D., 
Englewood 

John  W.  Poole,  M.D.,  Ridgewood 
Paul  S.  Sender,  M.D.,  Teaneck 
Irene  Shevelev,  M.D.,  Fair  Lawn 
John  J.  Sonzogni,  Jr.,  M.D., 
Westwood 

Rosalyn  E.  Stahl,  M.D.,  Englewood 
Robert  G.  Thum,  M.D.,  Emerson 
Jacques  F.  Tohme,  M.D.,  Ridgewood 
Elaine  Vellas,  M.D.,  Englewood 
Josef  M.  Weisgras,  M.D.,  Bergenfield 
Tooraj  Zahedi.  M.D.,  Hackensack 

Burlington  County 

Robert  M.  Abbott,  M.D.,  Trenton 
Jack  Dwosh,  M.D.,  Mount  Holly 
Avelina  M.  F.  Flores,  M.D., 

Mount  Holly 

Cecelia  F.  Roman,  D.O..  Browns  Mills 

Camden  County 

Scott  L.  Busch,  D.O.,  Cherry  Hill 
Faustino  F.  Estella  Jr.,  M.D., 
Lindenwold 

Sheldon  J.  Falkenstein,  M.D., 

Cheny  Hill 

Steven  N.  Fox.  M.D.,  Cherry  Hill 
John  E.  Gatti,  M.D.,  Cherry  Hill 
Linda  W.  Good,  M.D.,  Voorhees 


William  M.  Iannacone,  M.D.,  Camden 
Randy  T.  Mintz,  M.D.,  Cherry  Hill 

Cumberland  County 

Rodger  D.  Lieberman,  D.O.,  Millville 

Essex  County 

John  J.  Altieri,  M.D.,  Bloomfield 
Sheriy  Barron-Seabrook,  M.D., 
Livingston 

Robert  A.  Capone,  M.D.,  Millbum 
Edwin  A Cowen,  M.D.,  Millbum 
Rowena  F.  Galeos,  M.D.,  Hillside 
Sharon  Johnson,  M.D.,  Maplewood 
Michael  J.  La  Vecchia  M.D.,  Newark 
Joel  S.  Mendelson,  M.D., 

Scotch  Plains 

Janet  M.  Neigel,  M.D.,  Newark 
Roman  M.  Pena  M.D., 

North  Plainfield 

Patricia  Ruggeri,  M.D.,  Cedar  Grove 
John  A Russo,  M.D.,  Livingston 
Frank  C.  Sauchelli,  M.D., 

Cedar  Grove 

Parvathi  Tiruviluamala  M.D., 
Jamaica  NY 

Rudolph  C.  Willis,  M.D.,  Irvington 

Gloucester  County 

Marta  A Dabezies,  M.D.,  Woodbury 
Jorge  A Prieto,  M.D.,  Woodbury 

Hudson  County 

Ronald  Halweil,  M.D.,  Bayonne 
Alejandro  Presilla  M.D.,  Union  City 
Prasad  Thomas,  M.D.,  Harrison 
John  J.  Visci,  M.D.,  Weehawken 

Hunterdon  County 

Hershey  S.  Bell,  M.D.,  Lambertville 

Mercer  County 

Jeffrey  S.  Abrams,  M.D.,  Princeton 
David  W.  Habenicht,  M.D.,  Somerset 
Howard  W.  Hardy,  III.  M.D.,  Trenton 
Kuneheria  Lukose,  M.D.,  Trenton 
Satyanarayana  R Pasupuleti,  M.D., 
Hamilton 

Hullur  R Rama-Murthy,  M.D., 
Trenton 

Eugene  A Ryfinski,  M.D.,  Trenton 
Ned  M.  Weiss,  M.D.,  Princeton 
Lee  S.  Wesler,  M.D.,  Pennington 

Middlesex  County 

Bah  man  M.  Ashraf,  M.D., 

South  Plainfield 
Roger  Behar,  M.D.,  Somerset 
Michael  K.  Bohrer,  M.D., 

New  Brunswick 
David  Braunstein,  M.D.,  Edison 
Douglas  P.  Corazza  M.D.,  Plainsboro 
James  P.  Demos,  M.D.,  Elizabeth 
Laxmipathi  Garipalli,  M.D., 

Old  Bridge 
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Kevin  A Gillespie,  M.D.,  Edison 
Michael  H.  Handler,  M.D.,  Somerset 
Donald  N.  Leibner,  M.D., 

East  Brunswick 
Mark  S.  Noveek,  M.D.,  Somerset 
Michel  Wugmeister,  M.D., 

New  Brunswick 

Monmouth  County 

Michael  A Catalano,  M.D.,  Neptune 
Dimitri  A.  Cefalu,  M.D..  Long  Branch 
Robert  DeMartin,  M.D.,  Sea  Girt 
John  M.  Kaszniea,  M.D.,  Red  Bank 
Ronald  W.  Kristan,  M.D., 

Long  Branch 
Michael  G.  McNeil,  M.D., 
Philadelphia,  PA 

Barry  P.  Rubino,  M.D.,  Long  Branch 
Wendy  T.  Shertz,  M.D.,  Long  Branch 
Lawrence  G.  Shoner,  M.D.,  Holmdel 
Anthony  J.  Squillaro,  M.D., 

Eaton  town 

John  R.J.  Sutherland,  M.D.,  Neptune 
Diana  E.  Trusky,  M.D.,  Middletown 

Morris  County 

Bruce  M.  Benerofe,  M.D.,  Randolph 
Karen  M.  Brynildsen,  M.D.,  Denville 
John  M.  Dalena,  M.D.,  Florham  Park 
Efthymios  I.  Daniskas,  M.D., 
Morristown 

Theodore  A Kastner,  M.D., 
Morristown 

Mary  Ann  LoFrumento,  M.D., 
Morristown 

Thomas  J.  McDonagh,  M.D., 

Florham  Park 


Ira  P.  Monka,  D.O..  Morris  Plains 
Brian  J.  Moore,  M.D.,  Bemardsville 
Paul  I.  Nadler,  M.D.,  Whippany 
Richard  Rothenberg.  M.D.,  Denville 
Michael  A Russoniello,  M.D., 
Randolph 

Ocean  County 

Lyle  G.  Breeding,  M.D.,  Lakewood 
Gerald  J.  Ferencz,  M.D., 

Point  Pleasant 

Gerald  Jacobs,  D.O.,  Bricktown 
MarkT.  Kasper,  M.D.,  Ocean  Gate 
Allen  L.  Lempel,  M.D.,  Lakewood 
Charles  J.  Mattina  M.D.,  Toms  River 
Dominick  F.  Mazzocchi,  M.D., 
Bricktown 

Michael  Patmas,  M.D.,  Toms  River 

Passaic  County 

Eliot  H.  Chodosh,  M.D.,  Wayne 
Michael  D.  Green,  M.D., 

West  Paterson 
Ira  S.  Kurz,  M.D.,  Rutherford 
George  S.  Makos,  M.D.,  Clifton 
Glenn  M.  Morgenstem,  M.D., 
Paterson 

Tadeusz  Pyz,  M.D.,  Clifton 
David  V.  Rasa  M.D.,  Wayne 
NigarNA  Silverstein,  M.D.,  Clifton 
Rodger  H.  Silverstein,  M.D.,  Clifton 
William  P.  Tseng,  M.D.,  Passaic 

Somerset  County 

Edward  D.  Buch,  M.D.,  Bridgewater 
James  M.  Parolie,  M.D.,  Bridgewater 
Jay  A.  Redan,  M.D.,  Basking  Ridge 


1987  MSNJ 

MEMBERSHIP  DIRECTORY 

The  1987  Membership  Directory  of  the  Medical  Society  of  New 
Jersey  is  available.  The  latest  issue  contains  all  vital  statistics 
on  the  membership  of  the  Medical  Society  of  New  Jersey,  as 
well  as  information  on  most  hospitals  in  the  Garden  State. 

Please  complete  the  form  and  submit  with  payment.  The  Mem- 
bership Directory  is  S50  plus  sales  tax. 

Name: 


Address: 


Joseph  R Weinstein,  M.D., 
Somerville 

Sussex  County 

Walter  R Grote,  D.O.,  Blairstown 

Union  County 

John  M.  Boozan,  M.D..  New  York,  NY 
Edward  Chory,  M.D.,  Plainfield 
Howard  E.  Chung-Loy.  M.D., 
Plainfield 

Philip  J.  Cohen,  M.D.,  Springfield 
Thomas  E.  Jackson,  M.D.,  Summit 
Robert  Kogan,  M.D.,  Elizabeth 
John  A Rosica,  M.D.,  Rahway 

Warren  County 

John  V.  Bernard,  M.D.,  Phillipsburg 
Gerald  J.  Delmonico,  M.D., 
Phillipsburg 

John  R Hratko,  M.D.,  Phillipsburg 
Adam  A Paduszynski,  M.D., 
Phillipsburg 

Mohan  Shah,  M.D.,  Phillipsburg 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportuni- 
ties for  practice  in  New  Jersey.  The  in- 
formation listed  below  has  been  sup- 
plied by  the  physicians.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY— Jerome  Michael  Shier,  M.D., 
11546  February  Cir.,  Apt.  201,  Silver 
Springs.  MD  20904.  UMDNJ  1982. 
Board  eligible.  Also,  clinical  immunol- 
ogy. Solo  or  partnership.  Available. 

ENDOCRINOLOGY— Madeline  M.  Man- 
zione,  M.D.,  141  Holmes  St.,  Apt.  16, 
Belleville,  NJ  07109.  New  York  Medical 

1979.  Board  eligible.  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able. 

Issac  Sachmechi,  M.D.,  61-55  98th  St., 
#16B,  Rego  Park,  NY  1 1374.  Technion 

1980.  Also,  internal  medicine.  Board 
certified.  Group  or  partnership.  Avail- 
able. 

FAMILY  MEDICINE— James  E.  Bellamy, 
D.O.,  1642  N.  Cedar  Loop,  Ardmore,  OK 
73401.  UHS-Com  Kansas  City  1982. 
Board  certified.  HMO,  group,  partner- 
ship. Available. 

Kenneth  W.  Cartaxo,  M.D.,  3 Roosevelt 
Ave.,  West  Orange,  NJ  07052.  Guadala- 
jara 1980.  Board  certified.  Group  or 
partnership.  Available. 

IMMUNOLOGY— Jerome  Michael  Shier, 
M.D.,  11546  February  Cir.,  Apt.  201, 
Silver  Springs,  MD  20904.  UMDNJ 
1982.  Board  eligible.  Also,  allergy.  Solo 
or  partnership.  Available. 
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INTERNAL  MEDICINE — Marta  Meyers, 
M.D.,  43  Beals,  Brookline,  MA  02146. 
Pennsylvania  1981.  Board  certified. 
Group  or  partnership.  Available  Octo- 
ber 1987. 

Christopher  J.  Nickerson,  M.D.,  421 
Conrad  Rd„  Englewood.  NJ  07631. 
Milan  (Italy)  1977.  Board  certified. 
Group,  partnership,  solo.  Available. 
Pratipkumar  Patel,  M.D.,  92-18  102 
St.,  Richmond  Hill,  NY  11418.  Baroda 
(India)  1983.  Board  eligible.  Group, 
partnership,  solo.  Available. 

NEPHROLOGY— Ziaulhaq  Zia  M.D.,  321 
Murray  Dr.,  #B,  King  of  Prussia  PA 
19406.  American  University  (West  In- 
dies) 1981.  Also,  internal  medicine. 
Group,  solo,  partnership,  hospital, 
clinic.  Available. 

NEUROLOGY—  M E.  Dughly,  M.D.,  9001 
Ridge  Ave.,  Unit  28.  Philadelphia  PA 
19128.  Damascus  (Syria)  1974.  Board 
eligible.  Group,  partnership,  solo,  hos- 
pital. Available. 

Samir  Al-Kabbani,  M.D.,  281 1 C Bleek- 
er  Sq.,  Winston-Salem,  NC  27106. 
Damascus  (Syria)  1979.  Single  or 
multispecialty  office.  Available. 

NUCLEAR  MEDICINE— Jose  M.  Diaz, 
M.D.,  William  Beaumont  Hospital, 
3601  West  13  Mile  Rd„  Royal  Oak,  MI 
48072.  Puerto  Rico  1981.  Board 
eligible.  Group,  partnership,  solo. 
Available. 

OBSTETRICS/GYNECOLOGY- Peter 
Corey  Mandal,  M.D.,  4951  Woodstone 
Dr..  #61 1,  San  Antonio,  TX  78230. 
University  of  Texas  Health  Science 
Center  1983.  Board  eligible.  Group  or 
partnership.  Available. 

PEDIATRICS— Sushil  Kumar  Malhotra 
M.D.,  2653  South  Blvd.,  Apt.  *154, 
Auburn  Heights,  MI  48057.  Dhanbad 
(India)  1979.  Board  eligible.  Available. 
Prasad  Thomas,  M.D.,  620  Bergen  St„ 
Harrison,  NJ  07029.  Kerala  (India) 
1977.  Board  eligible.  Partnership,  solo, 
group.  Available. 

PSYCHIATRY— Arthur  Dworetz,  M.D.. 
2355  Tilbury  Ave.,  Pittsburgh,  PA 
15217.  North  Carolina  1983.  Board 
eligible  1987.  Group,  partnership, 
solo.  Available. 

SPORTS  MEDICINE— F.J.  Bejjani,  M.D., 
Ph.D.,  375  South  End  Ave.,  New  York, 
NY  10280.  University  of  Paris  1980. 
Board  eligible.  Group  or  partnership. 
Available. 

SURGERY— Peter  H.  Block,  M.D.,  1332 
Weathervane  Ln„  Apt.  2A,  Akron,  OH 
44313.  New  York  Medical  College 
1982.  Board  eligible.  Group  or  part- 
nership. Available. 

Mohamad  S.  Hashim,  M.D.,  200  Tren- 
ton Rd.,  Box  742,  Browns  Mills,  NJ 
08015.  Damascus  (Syria)  1977.  Solo, 
partnership,  clinic,  hospital.  Available. 
Millard  D.  Strutin,  M.D.,  369  Moun- 
tain Ave.,  Springfield,  NJ  07081.  Rome 
1981.  Board  eligible.  Solo.  Available. 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO  NICIN®/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily 
AVAILABLE:  Bottles  of  100.  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN«7100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug  U3e  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 

( BROlVrfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  PDR 
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DOCTORS: 

If  you've  ever  wondered 
how  computers  could 
improve  your  practice, 
now's  the  perfect  time 
to  find  out. 

Like  most  doctors,  you  have  no  time  to 
waste.  But  who  wouldn't  invest  a little  time  if  it 
could  mean  being  more  productive?  And  if  it 
could  pay  for  itself  many  times  over? 

Which  is  why  you  should  visit  your  local 
NYNEX  Business  Center.  Where  you'll  find: 

• Computer  seminars  taught  by  experts  in  the 
medical  profession; 

• A staff  of  medical  specialists  who  can  take 
you  from  initial  analysis  of  your  needs  to 
implementation  of  business  solutions; 

• Hands-on  instruction  by  thoroughly  trained 
professionals; 

• Financial  alternatives  and  leasing 
arrangements; 

• A commitment  to  unparalleled  sen/ice  and 
support; 

• And  much  more! 

So  visit  your  NYNEX  Business  Center 
today.  Talk  with  a medical  specialist.  And  find 
out  how  solutions  from  NYNEX  can  help  you 
better  manage— and  grow— your  business. 


Business 

Bw!  W W ICirm  Centers 

PARAMUS,  NJ  UNION,  NJ  LAWRENCEVILLE,  NJ 

556  Rt.  17  North  2550  Rt.  22  East  2901  Brunswick  Pike 
201-444-0490  201-686-1660  Rt.  1 South 

609-882-1414 


NYNEX  iso  mark  of  NYNEX  Corporation  © 1987  NYNEX  Business  Information  Systems  Co. 


ust  of  the  sun. 
fest  of  the  moon. 

Windjammer. 


A place  to  live  your  fantasies. 

A place  to  free  your  soul. 

To  cozy  up  to  the  Caribbean  sun. 
To  donee  among  a thousand  stars 
to  the  rhythms  of  steel  drums. 

To  play  on  sparkling  white  ond 
pink  sand  beaches. 

To  discover  the  underwater 
paradise  of  the  reefs. 

To  find  o new  friend  ond  shore  the 
intimacies  of  a sensuous  night. 

To  come  olive  and  live. 

To  remember  for  a lifetime. 

6 days  ond  6 nights.  From  $625. 

Reservations  toll  free 

1-600-327-2600 

In  Florida  305/373-2090. 

Windjammer 

DarcfoofOuisc/ 

Post  Office  Box  120. 

Miami  Beach,  Florida  33119. 


ACUPUNCTURE  IN  CLINICAL  PRACTICE 

NY  Slate  Boards  of  Medicine  & Dentistry  25-hour  accredited  seminar  & workshop 
on  the  latest  theories  & techniques  of  manual  and  electro-acupuncture,  TENS  & 
simple  non-lnvasive  diagnostic  methods  (including  cardio-vascular  & neuromuscular 
systems  & •‘Bi-Digital  O-RIng  Test"),  applicable  toward  the  300-hour  requirement  for 
acupuncture  certification,  will  be  given  for  licensed  clinicians  (with  or  without  prior 
training)  during  the  weekends  of  July  17-19,  1987  & again  Dec.  11-13,  1987  at  the 
Milford  Plaza  Hotel,  45th  St.  & 8th  Avenue,  Manhattan.  The  3rd  International  Sym- 
posium on  Acupuncture  & Electro-Therapeutics,  with  many  world  leading  scientists 
& clinicians  will  be  held  at  the  Columbia  Sch.  of  Int.  Affairs,  NYC,  Oct.  8-11,  1987. 
Co-sponsored  by  the  Int.  College  of  Acupuncture  & Electro-Therapeutics;  its  official 
journal,  Acupuncture  & Electro-Therapeutics,  Res.,  Int.  J.  (published  by  Pergamon 
Press,  Indexed  in  15  major  Indexing  periodicals:  Index  Medicus,  etc.);  Heart  Disease 
Research  Foundation;  Neuroscience  Dept.  & NY  Pain  Ctr.,  Long  Island  College  Hospi- 
tal; Pharmacology,  Dept.,  Chicago  Medical  School;  Nordic  Medical  Acupuncture 
Society;  & Schmerz-Therapeutische-Kolloquilum  (W.  Germany);  etc.  Also  eligible  for 
AMA/CME  credit.  For  info  on  meetings  or  submission  of  papers,  contact  Y.  Omura, 
MD,  ScD,  800  Riverside  Drive  (8-1),  NYC  10032.  Tel:  (212)781-6262  or  (212)928-0658, 
or  P.  Shlnnlck,  PhD,  (201)  246-8557. 


Bergen  Transcriptions,  inc. 

EXPERT  MEDICAL  TRANSCRIPTION 

ACCURATE 

FAST 

CONVENIENT 

Dictate  from  any  phone 
or 

mail  in  your  cassettes 

106  E.  Ridgewood  Ave.  Paramus,  NJ  07652 

201-262-8483 


BOARD  CERTIFIED 
ORTHOPAEDIC  SURGEONS 

CjVi's  sports  medicine  and 
orthopaedic  programs  work  so 
well  in  the  tri-state  area,  we  know 
that  other  physician  groups  will 
want  to  benefit  from  our  expertise. 

Full  service  marketing  firm 
serving  healthcare  professionals. 


cm. 


Creative  Public  Relations 

211  Essex  Street 
Suite  405 

Hackensack.  New  Jersey 
07601 

(201)342-9111 
(212)  432-2490 

Call  for  a complimentary  consultation 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 


The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


The  Problem  With  Paperwork 


It  is  slow  and  tedious. 
It  increases  overhead. 
Worse  yet,  it  is  labor 


intensive  and  unprofit- 
able. 


Medical  Manager 


The  Solution:  The  Medi- 
cal Manager.™  De- 


signed specifically  for 


today's  complex  medi- 


cal office  by  a team  of 


doctors,  accountants 


and  computer  program- 


Medical  Manager 


mers,  The  Medical 
Manager  is  a compre- 
hensive management 
tool  for  controlling  all 


office  accounting  func- 


TO  RECEIVE  A BROCHURE 
OR  TO  SET  UP  A FREE 
DEMONSTRATION  PLEASE 
CALL: 

JESS 

OFFICE  AUTOMATION,  INC. 

21  Ellen  Circle 
Old  Bridge,  NJ  08857 

(201)  679-0740 

Medical  Manager  la  a trademark 
of  Personalized  Programming.  Inc. 


tions  and  clinical  infor- 
mation. Menu  driven 
and  password  pro- 
tected The  Medical 
Managej^can  track 
patient  billing  and 
medical  histories, 
appointmen^sched- 
ules,  insurance  claims, 
and  more. 

The  Medical  Manager. 
The  paperwork  elimina- 
tor. Ready  to  work  for 


you.  Now. 


Systems  Plus  Inc 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


ANESTHESIOLOGY 

September 

1 5  New  Jersey  State  Society  of 
Anesthesiologists 

6-9  p.m.— Ramada  Inn,  Clark 
(AMNJI 

MEDICINE 

August 

5 Medical  Grand  Rounds:  Gout 

8:30-9:30  A.M. — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

1 2 Medical  Grand  Rounds:  New  Ways 
to  Treat  HTN 

8:30-9:30  am  — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

19  Medical  Grand  Rounds:  Update  on 
Infection  Control 

8:30-9:30  am  — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

21  Diabetes 

2 p.m.— John  E.  Runnell  Hospital, 

Berkeley  Heights 

(AMNJ) 

26  Medical  Grand  Rounds:  Broncho- 
dilator  Therapy 

8:30-9:30  am  — Alexian  Brothers 
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Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

September 

2 Treatment  and  Management  of 
Infections  in  the  Geriatric  Patient 

8:30-9:30  am. — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

3 AIDS:  Update  for  All  Clinicians 

12  noon-1  p.m  — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

8 Ruptured  Abdominal  Aneurysms 

7-8  p.m. — West  Hudson  Hospital, 

Kearny 

(AMNJ) 

9 Medical  Indications  for  Using  MRI 

8:30-9:30  am. — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

10  New  Jersey  Institute  of  Ultrasound 
in  Medicine 

7:30-9:30  am. — St.  Barnabas 
Medical  Center,  Livingston 
(AMNJ) 

10  Tumor  Board  Conference— Soft 
Tissue  Sarcoma 

9-10  am. — Irvington  General 
Hospital,  Irvington 
(AMNJ) 

10  Eye  Manifestations  of  Systemic 
Diseases 

12  noon-1  p.m. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

16  Update  on  Infectious  Diseases  and 
Treatment 

8:30-9:30  am  — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

1 6 Eighth  Annual  Nursing 
Symposium 

8:30-4:00  p.m— Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

17  Radiological  Society  of 
New  Jersey  Diagnostic 
Radiology  Section 

7:30-9:30  p.m.— St.  Barnabas 
Medical  Center,  Livingston 
(AMNJ) 

23  Diabetes:  Defining  the  Scope  and 
the  Problem 

8:30-9:30  am  — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

24  Blood  Substitutes 

5-6  p.m. — Shore  Memorial  Hospital, 

Somers  Point 

(AMNJ) 

30  Angioplasty  versus  Surgery 

8:30-9:30  am  — Alexian  Brothers 


Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

NEUROLOGY/PSYCHIATRY 

August 

6 Perinatal  Addiction  and 
Abstinence 

1 3 Matching  Patients  to  Treatments 
in  Substance  Abuse 
20  Treatment  and  Aftercare  for 
Addicted  Women 

12  noon-1  p.m. — Carrier 
Foundation,  Belle  Mead 
( Carrier  Foundation ) 

September 

3 AIDS:  Update  for  All  Clinicians 
10  Eye  Manifestations  of  Systemic 
Diseases 

1 7 Cognitive  Training  for  the  Elderly 
Using  Computers 

12  noon-1  p.m. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

OBSTETRICS/GYNECOLOGY 

September 

28  Fetal  Monitoring 

9-5  p.m. — Robert  Wood  Johnson 
Medical  School,  Medical  Education 
Bldg.,  New  Brunswick 
(UMDNJ) 

SURGERY 

August 

13  Tumor  Board  Conference — 

Histocytoma  of  the  Spinal  Cord 

9-11  am  — Irvington  General 
Hospital,  Irvington 
(AMNJ) 

SURGICAL  SPECIALTIES 
August 

12  Neurosurgery— Grand  Rounds 

9:30-10:30  am  — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

September 

9 Neurosurgery — Grand  Rounds 

9:30-10:30  am  — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

30  New  Jersey  Society  of  Colon  and 
Rectal  Surgeons 

6:30-9:30  p.m— The  Manor, 

West  Orange 
(AMNJ) 

MISCELLANEOUS 

September 

17  Patient  Rights /Provider 
Responsibilities 

Forsgate  Country  Club,  Jamesburg 
(Perinatal  Association  of 
New  Jersey) 
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A Century 
of  Caring 

1886-1986 


1 986  The  Upjohn  Company 


J-6 138  January  1986 


February  3,  1987 
Dear  Dr.  Krosnick 

It  hardly  seems  possible  that  the 
Robert  Wood  Johnson  Medical 
School  Viral  Diagnostic  Laboratory 
has  been  in  operation  for  three  full 
calendar  years.  The  utilization  of  our 
rapid  viral  diagnostic  service  con- 
tinues to  accelerate  for  hospitals  in 
the  central  New  Jersey  area  with  a 
50  percent  increase  in  specimens 
submitted  for  viral  identification. 
This  year  15  percent  of  the  speci- 
mens submitted  were  positive  for 
detection  of  viruses.  Herpes  simplex 
virus  again  was  the  most  prevalent 
virus,  providing  us  with  almost  60 
percent  of  our  isolates.  Cytomegalo- 
virus was  second,  yielding  almost  20 
percent  of  our  isolates.  The  respira- 
tory syncytial  virus  season  started 
1986  with  a bang  and  ended  1986 
with  a bang,  and  in  all  probability 
will  remain  a significant  factor  in 
pediatric  illness  for  the  next  month 


or  so.  The  1986  rotavirus  season 
seemed  to  be  less  severe  than  the 
1985  rotavirus  season,  as  did  the 
enterovirus  season.  It  is  our  goal 
this  year  to  offer  high-quality,  rapid 
viral  diagnostic  services  to  other 
hospitals  in  the  central  New  Jersey 
area  via  the  mechanism  of  a once-a- 
day  courier.  We  hope  this  informa- 
tion is  of  assistance  and  interest  to 
the  physicians  of  New  Jersey, 
(signed)  Lawrence  D.  Frenkel,  M.D. 

Director,  Laboratory  for 
Clinical  Virology 


Total  Submitted 

2,444 

Viruses  Identified 

354 

Percent  Positive 

(15%) 

Herpes  Simplex  Virus 

204 

Cytomegalovirus 

66 

Rotavirus 

32 

Respiratory  Syncytial  Virus 

21 

Enterovirus 

19 

Influenza 

5 

Herpes  Varicella  Zoster 

3 

Adenovirus 

1 
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Close 

your  eyes. 


Now  have  a 

someone  read 
thistoyou. 


You  are  blind.  A student  facing  four  years  of 
college.  Or  a professional  person  who  needs  to 
keep  up  in  a technical  field.  How  are  you  going 
to  manage? 

With  Recording  for  the  Blind.  Since  1948,  we’ve 
helped  over  100,000  blind,  perceptually  and 
physically  handicapped  individuals.  By  sending 
them  recordings  of  the  specialized  books  they 
need  to  read.  Free. 


art  & MUSIC 


,stitutional 


ELEMENL4RV  COMM 


CLIMATE  AND 


Recording  for  the  Blind  is  non-profit,  and 
supported  by  volunteers  and  contributions  from 
people  like  you  who  can  imagine  what  it’s  like  to 
be  blind. 

If  you  want  to  know  / 
more  about  us  write:  / 

Recording  for  the 

Blind 

20  Roszel  Road  J ill  , A History  | 

Princeton, 


SOC IETY 


New  Jersey  08540 


Recording  for  the  Blind, Inc 

LEARNING  THROUGH  LISTENING  7 
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BOOK  REVIEWS 


Coffey’s  Pediatric  X-ray 
Diagnosis;  Clinical 
Dermatology  Illustrated; 
Diagnostic  Angiography; 
Malpractice  Depositions; 
The  Life  and  Prescription 
for  Living  of  Dr.  Paul 
Dudley  White 


Coffey's  Pediatric  X-ray 
Diagnosis 

Frederic  N.  Silverman,  M.D.  (ed). 
Chicago.  IL,  Yearbook  Medical  Pub- 
lishers, 1985.  Pp.  1,934.  ($275) 

This  is  the  long-awaited  new 
edition  of  a classic  text  in  the  field 
of  pediatric  radiology;  its  1,924 
pages  conveniently  are  published  in 
two  volumes. 

The  volumes  are  divided  in  ac- 
cordance with  different  organ  sys- 
tems, including  a section,  “Neonate 
and  Young  Infant,"  at  the  end  of  Vol- 
ume II. 

The  chapters  are  very  well  written, 
and  cover  a broad  range  of  diseases. 
However,  the  focus  of  the  imaging 
emphasis  is  on  more  conventional 
modalities,  such  as  plain  films,  bar- 
ium studies,  and  intravenous  urog- 
raphy. More  specifically,  for  example, 
the  sections  of  the  skull  and  the 
brain  rely  mostly  on  plain  radio- 
graphs and  even  PEGs  (pneumoen- 
cephalograms). CT  scans  are  used 
sparingly  and  MRI  is  discussed  in 
passing.  A sizeable  index  is  included 
for  cross  reference. 

Its  extensive  range  of  topics,  and 
clarity  throughout,  make  this  work 
an  essential  reference  text  for  pedi- 
atric radiology. 

Neil  B.  Homer,  M.D. 


Clinical  Dermatology 
Illustrated: 

A Regional  Approach 

John  R.  T.  Reeves  and  Howard  I. 
Maibach.  Baltimore,  MD,  Williams 
and  Wilkins.  1987.  Pp.  329. 
Illustrated.  ($29.95) 

Read  this  book  at  your  peril! 
Dermatologists  will  suffer  acute 
hunger  pains  of  knowledge  mal- 
nourishment,  and  nonspeeialists 
will  be  obstipated  with  a false  sense 
of  security.  The  contents  seem  to 
have  been  assembled  hastily,  with 
little  care,  and  even  less  scholarship. 
There  are  no  references,  and  gal- 
axies of  diseases  have  disappeared 
into  the  black  hole  of  omission.  The 
regional  approach  is  necessarily  rep- 
etitious on  a few  conditions,  at  the 
expense  of  many  others.  The  tineas, 
for  example,  are  covered  in  five  sep- 
arate sections,  while  the  important 
look-alike,  erythema  migrans,  the 
harbinger  of  Lyme  disease,  never  is 
mentioned.  Also  missing  are  lupus 
erythematosus,  scleroderma  T-cell 
lymphoma  of  the  skin  (mycosis 
fungoides),  purpuras,  granulomas, 
and  angiomas. 

The  text  accompanying  the  color 
photographs  is  a maddening  ex- 
ercise in  free  association.  In  place 
of  well-written  sentences,  there  are 
small  lists  of  disorganized  rumi- 
nations. These  follow,  one  line  after 
the  other,  as  unpunctuated  frag- 
ments, each  preceded  by  a ka- 
leidoscope of  color  geometric  forms. 
A particularly  egregious  example 
appearing  under  “Moles"  (sic)  is 
illustrative.  "Green  triangle— they 
may  contain  a few  coarse  hairs;  next 
line:  Purple  square— a pimple  (sic) 
may  develop  from  a follicle;  next  line: 
Purple  square— a cyst  may  develop 
from  a follicle." 

Since  1981,  including  a later, 
well-publicized  national  consensus 
meeting,  physicians  have  been 
alerted  to  recognize  melanoma- 
prone  individuals,  and  families,  by 
noting  subtle,  abnormal  changes  of 
dysplastic  nevi.  There  is  no  reference 
to  a dysplastic  nevus  in  this  book, 
but  there  is  a beautiful  picture  of 
one  simply  identified  as  a dermal 
nevus  of  the  scalp.  Oral  lysine  and 
vital  dye-light  therapies  are  ad- 
vocated in  the  several  sections  on 
herpes  simplex  infections,  while 
acyclovir  never  is  mentioned. 

This  book  was  outdated  when 
first  published  in  1984,  so  why  re- 


lease an  unrevised  paperback  edi- 
tion in  1987?  I suspect  a sponsor 
has  snapped  up  this  Hong  Kong 
printing  and  tends  to  distribute  it  as 
a professional  relations  gesture.  The 
photography  is  excellent,  but  the  gift 
requires  supplementary  research 
by  the  physician  who  wishes  to 
diagnose,  understand,  and  treat 
skin  diseases. 

Christopher  M.  Papa,  M.D. 

Diagnostic  Angiography 

Saadoon  Kadir,  M.D.,  (ed).  Philadel- 
phia, PA,  W.B.  Saunders,  1985.  Pp. 
718.  ($85) 

This  is  a very  well-written  text  on 
angiography— a comprehensive  de- 
scription of  body  techniques  and 
their  interpretation. 

The  work  begins  with  a review  of 
the  requirements  for  an  angiog- 
raphy suite  and  proceeds  to  review 
the  attributes  of  catheters. 

The  author’s  discussion  of  the 
angiography  of  the  body  excludes 
the  head  and  neck  while  including 
the  spine.  The  chapters  are  ad- 
mirably organized,  utilizing  moder- 
ately good  quality  angiograms;  the 
format  provides  an  initial  review  of 
anatomy  (and  congenital  variants) 
and  moves  on  to  the  technical  con- 
siderations of  catheterization.  The 
sections  pertaining  to  angiographic 
findings  discuss  the  abnormalities 
along  with  good  clinical  correlation. 
An  essay  entitled,  “Pitfalls  in 
Diagnosis,"  is  added. 

In  addition  to  arteriography,  the 
venous  system  (including  a chapter 
on  pulmonary  angiography)  and  the 
biliary  system  receive  attention. 

Unlike  the  usual  introductory 
texts,  this  especially  informative  and 
impressive  book  will  provide  a 
strong  foundation  for  the  novice  and 
serve  well  as  quick  reference  for  the 
most  experienced  angiographer.  It  is 
a pleasure  to  recommend  a book  so 
wholeheartedly. 

Neil  B.  Homer,  M.D. 

Malpractice  Depositions: 
Avoiding  the  Traps 

Raymond  M.  Fish,  Ph.D„  M.D.,  and 
Melville  E.  Ehrhardt  M.D.,  J.D. 
Oradell,  NJ,  Medical  Economics 
Books,  1987.  Pp.  152. 

Malpractice  Depositions:  Avoid- 
ing the  Traps  is  a well-written  and 
definitive  treatise  dealing  with  the 
subject  of  medical  malpractice  depo- 
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sitions  from  the  perspective  of  the 
defense.  In  the  space  of  152  pages 
this  book  deals  with  such  subjects 
as  the  following: 

1.  How  plaintiffs  witnesses  can 
entrap  you; 

2.  Working  with  your  attorney 
before  and  during  the  deposition; 

3.  Tricky  questions  to  counter 
during  the  deposition; 

4.  Dealing  with  the  opposition's 
psychological  warfare  tactics; 

5.  Not  giving  the  opposition  too 
much  information; 

6.  Deposition  traps  that  catch 
you  later; 

7.  If  you  don't  rehearse,  you'll 
goof;  and 

8.  Make  depositions  document 
the  evidence  needed  for  a counter- 
suit. 

This  list  does  not  include  all  the 
chapters  in  this  book,  but  it  does 
provide  a broad  overview  of  the 
book’s  content.  The  only  point  of  dis- 
agreement by  this  reviewer  with  this 
book  involves  the  implication  in 
chapter  14  that  one  can  make  the 
depositions  document  the  evidence 
needed  for  a countersuit.  The  grim 
reality  is  that  countersuits  have  not 
been  nearly  as  successful  in  the 
United  States  as  many  physicians 
would  have  hoped.  Thus,  the  phy- 
sician should  avoid  the  urge  to  lay 
a foundation  for  a counterattack 
when  in  fact  the  defendent  physi- 
cian must  concentrate  on  coming 
out  of  the  deposition  as  whole  as 
possible.  This  requires  preparation, 
alertness,  and  concentration. 

The  book  is  presented  in  the  well- 
edited  and  concise  style  of  other 


books  published  by  Medical  Eco- 
nomics Company,  Inc.  It  certainly  is 
worthwhile  reading  for  physicians 
who  never  have  been  through  a de- 
position experience  or  for  those  who 
only  have  been  through  the  ex- 
perience once  or  twice  before.  Un- 
fortunately, the  more  one  goes 
through  a deposition,  the  better  one 
gets. 

There  are  many  excellent  points 
presented  in  the  book.  Among  the 
most  important  are  the  admonitions 
to  be  honest  with  your  defense  at- 
torney so  as  to  avoid  any  surprises 
during  the  depositions,  and  also  to 
concentrate  on  simply  answering 
the  questions  asked  and  not  creat- 
ing more  problems  by  giving  the  op- 
position more  information  than 
they  requested.  Again,  this  book  will 
make  worthwhile  reading  for  phy- 
sicians and  others  who  may  be  fac- 
ing the  challenge  of  being  deposed. 

James  E.  George,  M.D.,  J.D. 

Take  Heart:  The  Life  and 
Prescription  for  Living  of 
Dr.  Paul  Dudley  White 

Oglesby  Paul,  M.D.  Boston,  MA, 
Francis  A.  Countway  Library  of 
Medicine  (distributed  by  Harvard 
University  Press),  1986.  Pp.  315.  Il- 
lustrated. ($18.95) 

When  Paul  White  began  his  career 
in  1916,  heart  disease  was  not  the 
major  killer  that  it  is  today.  Few 
physicians  could  expect  to  earn  a 
living  from  a practice  restricted  to 
cardiology.  Yet  White  deliberately 
chose  this  field,  and  became  the  first 
heart  specialist  in  Boston  and  one  of 


the  first  in  America  At  his  death,  57 
years  later,  he  was  the  world's  lead- 
ing cardiologist. 

Although  he  published  a land- 
mark article  describing  what  would 
become  known  as  the  Wolff- 
Parkinson-White  syndrome,  re- 
search was  not  White’s  forte.  In- 
stead, he  achieved  fame  as  a clini- 
cian. His  classic  text.  Heart  Disease 
(1931),  still  is  useful  and  is  proof  of 
his  clinical  acumen.  Throughout  his 
life  he  maintained  a modest  office, 
and  treated  all  patients  courteously. 
Modem  doctors  in  posh  surround- 
ings would  be  wise  to  emulate 
White— it  is  the  man  that  counts! 
White  was  esteemed  for  the  quality 
of  his  character  and  judgment. 

The  best  chapter  deals  with  Presi- 
dent Eisenhower’s  heart  attack  in 
1955.  This  event  brought  White 
international  recognition,  allowing 
him  to  promote  his  thesis  that  heart 
attack  victims  could  recover  and 
lead  happy,  useful  lives.  This  view 
had  an  enormous  impact  because  it 
offered  hope  at  a time  when  a heart 
attack  had  dreadful  implications. 
Eisenhower's  case  had  its  humor- 
ous moments.  White  included  the 
phrase  "he  had  a good  bowel  move- 
ment” in  the  bulletin  describing  the 
President’s  condition.  People  world- 
wide objected  to  its  intimacy.  One 
offended  New  Yorker  labeled  White 
the  “Boswell  of  the  bowels.” 

Take  Heart  is  well  written, 
attractively  printed,  well  photo- 
graphed, and  reasonably  priced.  Its 
“prescription  for  living”  can  benefit 
the  reader. 

Vincent  J.  Cirillo 
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HIGH  QUALITY 
IMAGING  CENTERS 

CWl's  CT,  MR,  MAMMOGRAPHY, 
and  OSTEOPOROSIS  marketing 
programs  are  so  effective  in  the 
tri-state  area,  we  want  to  share 
our  ideas  with  you. 

Full  service  marketing  firm  serving 
healthcare  professionals. 


Creative  Public  Relations 

211  Essex  Street 
Suite  405 

Hackensack.  New  Jersey 
07601 

(201)  342-9111 
(212)  432-2490 

Call  for  a complimentary  consultation 


It  s Here  At  Last... 

A Choice  of  Two  Low<Iost 
Practice  Evaluations. 


i 


n 


u 


Basic  Practice  Evaluation 


Provides  a benchmark  for 
your  practice. 


Expanded  Option 
Evaluation 


Provides  15  different  option  categories, 
with  180  evaluations,  under  a variety 
of  conditions. 


Here's  Why  You 
Should  Consider  a 
Pro-Tech  Practice 
Evaluation: 


Analysis  can  be  used  in  buying, 
selling,  merging  or  dissolving  of 
a practice. 

Analysis  can  serve  to  confirm  other 
appraisals. 

Analysis  is  processed  quickly  — 
usually  within  10  days. 


Get  the  hard  facts. 


Phone 


State 


© 1986  All  Rights  Reserved 


Zip. 


240  Cedar  Knolls  Rd„  Suite  310.  Cedar  Knolls.  NJ  0792  7 9990 


Exclusive  Marketing  Agents:  Sarantos  & Co.,  Inc. 


HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 

M5NJ  offers  qualified  doctors  the  comprehensive  protection  most  patients 
enjoy,  with  the  service  and  efficiencies  inherent  to  large,  well-run  group 
plans.  MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice.  Take 
advantage  of  MSNJ  Group  Blue  Cross/Blue  Shield,  Major  Medical  and 
Dental  insurance  . . . it's  good  preventive  medicine! 

Donald  F.  Smith  &:  Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08540 
(609)924  8700  (800)227  6484 
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Obituaries 


Dr.  Rollin  L.  Bauchspies 

Rollin  LeRoy  Bauchspies,  M.D.,  re- 
tired, and  living  in  Neptune  Beach, 
Florida,  died  on  February  12,  1987. 
Bom  in  1903,  in  East  Mauch- 
Chunk,  Pennsylvania  Dr.  Bauch- 
spies was  graduated  from  the  Uni- 
versity of  Pennsylvania  School  of 
Medicine  in  1928.  He  had  been  a 
member  of  our  Monmouth  County 
component  and  of  the  American 
Medical  Association.  Dr.  Bauchspies 
spent  the  major  portion  of  his  medi- 
cal career  in  the  service  of  the  United 
States,  serving  in  a number  of  Army 
facilities  at  Washington,  D.C.; 
Carlisle  Barracks,  Pennsylvania; 
Army  Hospital,  Fort  Monmouth;  and 
the  98th  General  Hospital,  Neu- 
bruecke,  Germany.  At  the  two  latter 
hospitals  he  had  been  the  com- 
manding officer,  attaining  a rank  of 
colonel.  At  Syracuse  University’s  Col- 
lege of  Medicine,  Dr.  Bauchspies  had 
been  professor  of  military  science 
and  tactics.  In  1978,  he  was  a recipi- 
ent of  MSNJ's  Golden  Merit  Award, 
honoring  his  50  years  in  medicine. 

Dr.  Casper  M.  Beideman 

At  the  advanced  age  of  85,  retired 
general  practitioner,  Casper  Melvin 
Beideman,  M.D.,  died  on  March  1, 
1987.  Bom  in  Merchantville,  Dr. 


Beideman  received  his  medical 
degree  from  the  University  of  Penn- 
sylvania’s School  of  Medicine  in 
1928.  The  following  year  he  obtained 
his  license  to  practice  in  New  Jersey 
and  returned  to  his  home  town.  Dr. 
Beideman  was  a member  of  our 
Camden  County  component  and  of 
the  American  Medical  Association. 
He  had  been  affiliated  with  Cooper 
Hospital,  Camden.  In  1978,  Dr. 
Beideman  received  MSNJ's  Golden 
Merit  Award,  in  recognition  of  his 
50th  anniversaiy  as  a physician. 

Dr.  Jerald  R.  Cureton 

A Shrewsbury  obstetrician  and 
gynecologist  for  over  30  years,  Jerald 
Rhodes  Cureton,  M.D.,  died  in 
Thomas  Jefferson  Hospital,  Phila- 
delphia on  March  27,  1987.  Dr. 
Cureton  was  only  64  years  old  at  the 
time  of  his  death.  Bom  in  Shreve- 
port Louisiana  Dr.  Cureton  was 
graduated  from  Tulane  University’s 
School  of  Medicine,  New  Orleans,  in 
1951.  He  was  a member  of  our  Mon- 
mouth County  component  and  of 
the  American  Medical  Association. 
Dr.  Cureton  was  a Diplomate  in  ob- 
stetrics and  gynecology,  and  was  a 
Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists.  He 
had  been  affiliated  with  Monmouth 
Medical  Center  for  all  of  his  career. 
Dr.  Cureton  was  an  associate  pro- 
fessor at  Hahnemann  Medical  Col- 
lege, Philadelphia  Dr.  Cureton 
served  in  the  Army  of  the  United 
States  and  the  Marine  Corps  for 
almost  ten  years  prior  to  and  during 
his  medical  career. 

Dr.  William  V.  Gadek 

A Perth  Amboy  practitioner  of 
family  medicine  for  over  30  years, 
William  Vincent  Gadek,  M.D.,  died 
on  April  3,  1987.  A native  of  Perth 
Amboy,  bom  in  1908,  Dr.  Gadek  was 
graduated  from  Georgetown  Univer- 
sity’s School  of  Medicine  in  1935.  He 
was  a member  of  our  Middlesex 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Gadek  was  affiliated  with  Perth 
Amboy  General  Hospital,  and  served 
for  many  years  as  police  surgeon 
and  city  physician  in  Perth  Amboy. 
During  World  War  II,  he  served  in  the 
medical  corps  of  the  United  States 
Army,  attaining  the  rank  of  major.  In 
1985,  Dr.  Gadek  was  a recipient  of 
MSNJ’s  Golden  Merit  Award,  honor- 
ing his  50  years  in  medicine. 


Dr.  Jesse  T.  Glazier 

For  40  years  a practitioner  of  gen- 
eral medicine  and  surgery  in  New- 
ark, Jesse  Theodore  Glazier,  M.D.,  i 
died  on  March  16,  1987,  at  his  home 
in  Whiting.  Dr.  Glazier,  prior  to  his 
retirement  in  1986,  had  practiced 
on  a part-time  basis  for  12  years  in 
Whiting.  A native  of  Camden,  bom 
in  1905,  Dr.  Glazier  was  graduated 
from  Hahnemann  Medical  College,  j 
Philadelphia,  in  1934.  He  had  been 
a member  of  our  Essex  Qounty  com-  i 
ponent  and  of  the  American  Medical 
Association.  Dr.  Glazier  was  a Fellow 
of  the  International  College  of  Sur- 
geons and  of  the  American  Society 
of  Abdominal  Surgeons.  He  had 
been  affiliated  with  Saint  Michael’s 
Medical  Center,  Presbyterian,  and 
Children’s  Hospitals,  Newark.  Dur- 
ing World  War  II,  Dr.  Glazier  served 
in  the  United  States  Army  Air  Force, 
attaining  the  rank  of  major.  In  1984, 
Dr.  Glazier  received  MSNJ's  Golden 
Merit  Award. 

Dr.  Howard  Z.  Joselson 

At  the  untimely  age  of  6 1 , Howard 
Zachary  Joselson,  M.D.,  died  on  April 
1,  1987.  Bom  in  Perth  Amboy,  Dr.  j 
Joselson  was  graduated  from  Jef- 
ferson Medical  College  in  1949,  and 
returned  to  his  native  city  to  estab- 
lish a practice  in  internal  medicine 
and  neurology.  He  was  a member  of 
our  Middlesex  County  component, 
and  was  a Diplomate  in  internal 
medicine.  Dr.  Joselson  had  been  af- 
filiated with  Perth  Amboy  General  , 
Hospital  and  South  Amboy  Mem-  ! 
orial  Hospital. 

Dr.  Paul  J.  Kreutz 

A former  president  of  the  Union 
County  Medical  Society,  of  which  he 
was  a member  for  over  50  years,  Paul 
Joseph  Kreutz,  M.D.,  died  at  his 
home  on  March  28,  1987.  He  was  76 
years  old  at  the  time  of  his  death.  A 
lifelong  resident  of  Elizabeth,  Dr. 
Kreutz  was  graduated  from 
Georgetown  University  School  of 
Medicine  in  1932.  He  established  a 
practice  in  obstetrics  and  gyne- 
cology in  his  home  town.  Dr.  Kreutz 
was  a Founding  Fellow  of  the  Ameri- 
can College  of  Obstetricians  and 
Gynecologists,  and  had  been  an  in- 
structor in  his  specialty  at  Seton 
Hall  College  of  Medicine,  Jersey  City, 
and  UMDNJ-New  Jersey  Medical 
School,  Newark.  He  had  been  af- 
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filiated  with  Rahway  Hospital,  and 
St.  Elizabeth  Hospital  and  Elizabeth 
General  Medical  Center,  both  in 
Elizabeth.  Dr.  Kreutz  also  had  served 
as  president  of  Elizabeth’s  board  of 
health.  During  World  War  II,  he  was 
with  the  medical  corps  of  the  United 
States  Army,  attaining  the  rank  of 
captain.  In  1982,  Dr.  Kreutz  was  one 
of  the  recipients  of  MSNJ’s  Golden 
Merit  Award,  honoring  his  50th  year 
in  medicine. 

Dr.  Julian  Menden 

On  March  25,  1987,  Julian 

Menden,  M.D.,  a retired  Dover  in- 
ternist, died  at  the  age  of  8 1 . A native 
of  Newark,  Dr.  Menden  was  gradu- 
ated from  New  York  University 
School  of  Medicine  in  1928.  He  had 
been  a member  of  our  Morris  Coun- 
ty component  and  of  the  American 
Medical  Association.  Dr.  Menden 
had  been  affiliated  with  Dover  Gen- 
eral Hospital  and  Medical  Center. 
During  World  War  II,  he  served  in  the 
medical  corps  of  the  United  States 
Army,  attaining  the  rank  of  lieuten- 
ant colonel.  In  1978,  Dr.  Menden  was 
among  those  physicians  receiving 
MSNJ’s  Golden  Merit  Award. 


Dr.  Walter  L.  Pannell 

The  oldest  living  member  of  the 
Medical  Society  of  New  Jersey, 
Walter  Leo  Pannell,  M.D.,  died  of  a 
heart  attack,  in  Elmhurst,  New  York, 
on  March  22,  1987,  at  the  re- 
markable age  of  107.  A native  of 
Kingston,  Canada,  Dr.  Pannell  was 
graduated  from  Queen’s  University 
Faculty  of  Medicine,  Ontario,  Can- 
ada, in  1903.  An  otolaryngologist  in 
East  Orange,  Dr.  Pannell  continued 
to  see  patients  on  a part-time  basis 
until  1980,  when  he  was  101.  He  had 
been  a member  of  our  Essex  County 
component  and  of  the  American 
Medical  Association. 

Dr.  Kurt  W.  Thum 

Kurt  William  Thum,  M.D.,  a proc- 
tologist in  West  Orange  for  many 
years,  and  later  in  Whiting,  died  in 
Community  Memorial  Hospital, 
Toms  River,  on  April  5,  1987,  at  the 
grand  age  of  85.  Bom  in  Newark, 
Dr.  Thum  was  graduated  from 
Hahnemann  Medical  College,  Phila- 
delphia in  1932.  The  following  year 
he  obtained  his  license  to  practice  in 
New  Jersey  and  became  a member  of 


our  Essex  County  component  and  of 
the  American  Medical  Association. 
Dr.  Thum  had  been  affiliated  with 
Saint  Michael’s  Medical  Center  and 
Presbyterian  Hospital,  Newark,  and 
Montclair  Community  Hospital.  He 
was  a Fellow  of  the  International  Col- 
lege of  Surgeons.  During  World  War 
II,  Dr.  Thum  served  in  the  United 
States  Coast  Guard,  and  attained 
the  rank  of  lieutenant  commander. 
In  1982,  he  was  a recipient  of 
MSNJ's  Golden  Merit  Award,  honor- 
ing his  50  years  as  a physician. 

Dr.  Robert  A.  Weinstein 

Robert  Alan  Weinstein,  M.D.,  for- 
merly a member  of  Sussex  County 
and  of  the  American  Medical  As- 
sociation, died  on  March  21,  1987, 
in  Doctor’s  Hospital,  West  Palm 
Beach,  Florida  Dr.  Weinstein,  who 
had  maintained  a family  practice  in 
Newton  for  43  years,  retired  in  1984. 
He  was  76  years  of  age  at  the  time 
of  his  death.  A native  of  New  York 
City,  he  was  graduated  from  the  Uni- 
versity of  Arkansas  School  of  Medi- 
cine in  1937.  Dr.  Weinstein  for  many 
years  had  been  chief  of  pediatrics  at 
Newton  Memorial  Hospital. 
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New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors' Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statement  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors: 

"In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
1 1"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re-  |, 
publication  from  the  original  pub- 
lisher must  be  submitted.  The  cost  ' 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— ®. 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2”  by  \ 
11"  sheets  in  the  numerical  order  in  ft 
which  they  are  first  cited  in  the  text  t 
The  style  of  reference  is  that  of  Index  | 
Medicos: 

1.  Goldwyn  RM:  Subcutaneous  I 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  New  Jersey  Medicine.  A check  for 
the  cost  of  reprints  including  re- 
make charge  if  order  is  received  after 
due  date  must  accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine. MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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i fire  your  angina  patients 
that  they're  missing... 


CARDIZEM:  FEW  SIDE  EFFECTS 

liltiazem  HCI/Marion 


Antianginal  action  includes  dilatation  of 
coronary  arteries,  a decrease  in  vascular  resis- 
tance/afterioad,  and  a reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina 1 

Compatible  with  other  antianginals 2 3 

A safe  choice  for  angina  patients  with  coexisting 
hypertension,  asthma,  COPD,  or  PVD4  5 

See  Warnings  and  Precautions . 

Please  see  brief  summary  of  prescribing  informafion  on  the  next  page. 


CARDIZEM  FEW  SIDE  EFFECTS 

diltiazem  HCi/Marion  IN  ANTIANGINAL  THERAPY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM " 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (!)  patients  with  sick 
sinus  syndrome  except  in  tbe  presence  ot  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  tbe  presence  ot  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 
048%)  Concomitant  use  ot  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with 
Prinzmetal's  angina  developed  periods  ot  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mg  ot 
diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  ot  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted.  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy.  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  /4s  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals.  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  ot  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities.  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxm  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24-month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  ot  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates.  There  was  an  increased  incidence  ot 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk.  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels  If  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  frequency  ot  presentation  are:  edema  (2  4%), 
headache  (2. 1 % ),  nausea  ( I 9%),  dizziness  (15%), 
rash  (1.3%),  asthenia  (12%)  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1 %) 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase. 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings)  vomiting,  weight 
increase. 

Petechiae,  pruritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties 
The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia.  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing 
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MEDICAL  SOCIETY  OF  NEW  JERSEY 
221  ST  ANNUAL  MEETING 
APRIL  30-MAY  3,  1987 


The  221st  Annual  Meeting  of 
the  Medical  Society  of  New  Jersey 


The  1987-1988  MSNJ  Board  of  Trustees:  (seated  left  to  right)  John  J.  Pastore,  M.D.;  Bernard  Robins, 
M.D.;  Douglas  M.  Costabile,  M.D.;  Harry  M.  Carnes,  M.D.:  Palma  E.  Formica,  M.D.;  Paul  J.  Hirseh,  M.D.; 
Joseph  N.  Mieale,  M.D.;  (standing  left  to  right)  Fred  M.  Palace,  M.D.;  Michael  M.  Heeg,  M.D.;  Louis  L. 
Keeler.  M.D.:  Joel  S.  Cherashore,  M.D.;  Harry  W.  Fullerton.  Jr.,  M.D.;  Edwin  W.  Messey.  M.D.;  Edward 
A.  Schauer,  M.D.:  Gerald  H.  Rozan,  M.D.:  George  L.  Triebenbacher,  M.D.;  R.  Gregory  Sachs,  M.D.;  Carl 
Restivo,  Jr.,  M.D.;  and  Jonathan  Pincus,  Student  Member. 
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Highlights  from  the  Annual  Meeting: 

1.  Immediate  Past-President  Edward  A. 
Schauer,  M.D.  congratulates  President  Harry 
M.  Carnes,  M.D.  2.  Paul  J.  Hirsch,  M.D.,  First 
Vice-President,  Palma  E.  Formica,  M.D.,  Presi- 
dent-Elect, and  Douglas  M.  Costabile,  M.D., 
Second-Vice-President,  greet  members  of  the 
221st  Annual  Meeting.  3.  The  exhibitor  halls 
were  open  for  all  physicians  and  guests 
throughout  the  Annual  Meeting.  4.  Incoming 
presidents  for  MSNJ  County  Auxiliaries  are 
welcomed  at  a breakfast  meeting  by  Angie 
Campo,  President-Elect,  Belle  Tanenhaus,  AMA 
Auxiliary  Eastern  Region  Vice-President,  and 
Sally  Ilagan,  President  (center,  all  seat- 
ed). 5.  The  Saturday  night  dinner  dance  was 
the  place  to  be,  as  Dr.  and  Mrs.  Carnes  and  Dr. 
and  Mrs.  Schauer  celebrate.  (Photos:  Carlton 
F.  Moe) 
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Transactions 

1987  House  of  Delegates 


1986  TRANSACTIONS 

The  House  of  Delegates  approved  the  Transactions  of  the  1986  Annual  and  Interim  Meetings,  as  published  in 
NEW  JERSEY  MEDICINE. 


ACTION  TO  LIMIT  DEBATE 


The  House  of  Delegates  agreed,  upon  motion,  that  no  one  may  speak  more  than  once  on  any  given  subject  except 
in  rebuttal  or  by  express  permission  of  the  House,  and  that  floor  time  in  each  instance  shall  be  limited  to  four 
minutes  unless  exception  is  made  by  the  House. 


REPORTS  AND  RESOLUTIONS 

Reports  and  resolutions  and  the  actions,  thereon,  are  included  under  the  Reference  Committee  to  which  they 
were  assigned.  The  House  takes  action  only  on  the  resolved  sections  of  a resolution. 


STYLE 

Reference  Committee  and  House  of  Delegates  discussions  are  printed  in  italics.  Reference  Committee  actions  are 
printed  in  bold  italics.  House  of  Delegates  actions  Eire  printed  in  bold. 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Informational  Reports 


David  Eckstein,  m.d.. 

Committee  on  Biomedical  Ethics  chairman 


Since  its  formation  over  two  years  ago,  the  Commit- 
tee on  Biomedical  Ethics  of  the  Medical  Society  of  New 
Jersey  (CBME/MSNJ)  has  acted  both  as  an  innovator 
and  a reactor. 

Its  initial  project  was  the  formulation  of  Guidelines 
for  Supportive  Care.  This  action  was  in  response  to  a 
demonstrated  need  after  the  Quinlan  and  Conroy  de- 
cisions. It  had  become  clear  that  intensive  care,  with 
extraordinary  support  measures,  was  not  proper  for 
certain  individuals  who  faced  imminent  demise  as  a 
result  of  an  irreversible  illness.  The  Guidelines  for 
Supportive  Care  Plan  (SCP)  were  prepared  on  the 
premise  that  the  "Living  Will"— or  advanced  direc- 
tive—would  be  legislated  by  the  state.  Pending  the 
passage  of  such  legislation  which  (by  implication, 
would  clearly  indicate  the  need  for  the  definition  of, 
and  the  guidelines  for,  the  implementation  of  a “hands 
off’  policy)  our  SCP  was  released  in  a rather  rough 
form.  This  rough  draft  aroused  some  justified  criticism 
as  well  as  positive  suggestions.  When  “Living  Will" 
legislation  is  passed,  the  SCP  will  be  refined  to  meet 
the  needs  of  the  legislation.  In  the  meantime,  the  im- 
portance of  a Supportive  Care  Plan  has  been  brought 
to  the  attention  of  the  interested  medical  organiza- 
tions in  New  Jersey. 

The  suggestion  of  the  Supreme  Court  concerning 
legislating  a “Living  Will"  was  embodied  in  the  Conroy 
decision.  As  a result,  numerous  legislators  introduced 
"Living  Will"  bills  without  paying  much  attention  to 
the  second  half  of  the  “Living  Will"  contract — the  treat- 
ing physician.  With  the  organization  of  the  Commis- 
sion To  Study  the  Ethical  and  Legal  Problems  in  the 
Delivery  of  Health  Care  (Commission)  the  proposed 

Senior  Citizens  Forum 

At  the  1 986  Annual  Meeting,  the  House  of  Delegates 
passed  Resolution  #26  mandating  “a  yearly  symposi- 
um concerning  various  aspects  of  the  quality  of  care 
for  senior  citizens  with  representatives  of  senior 
citizens’  organizations  throughout  the  state." 

Prior  to  this  Resolution,  the  Medical  Society  of  New 
Jersey  formed  a Task  Force  of  physicians  to  meet  and 
establish  a dialogue  with  senior  citizens.  These  meet- 
ings had  a dual  purpose:  1 ) to  create  a forum  which 
would  afford  an  opportunity  for  the  elderly  to  express 
to  physicians  their  concerns  of  the  delivery  of  health 
care,  and  2)  to  create  an  understanding  of  how  current 
and  proposed  regulations  would  have  an  impact  on  the 
delivery  of  health  care  to  the  elderly. 

Utilizing  the  Task  Force’s  goals,  a Senior  Citizens 
Forum  Committee  was  established,  consisting  of  phy- 
sicians, leaders  of  senior  citizen  organizations,  direc- 
tors from  County  Offices  on  Aging,  and  numerous  or- 
ganizations related  to  the  delivery  of  health  care  to 
seniors. 

The  First  Annual  Senior  Citizens  Forum  entitled 


bills  regarding  "Living  Will"  either  were  withdrawn  or 
allowed  to  expire  with  the  intention  of  transferring  the 
responsibility  of  formulation  to  the  Commission. 

When  the  transfer  became  a fact,  our  Committee 
concluded  that  the  opinions  of  members  of  the  Medical 
Society  of  New  Jersey  be  made  part  of  the  Com- 
mission's resources.  The  CBME/MSNJ  spent  months 
in  obtaining  the  opinions  of  physicians  and  in  refining 
the  construction  of  the  document.  This  document 
which  was  referred  to  the  MSNJ's  Board  of  Trustees, 
in  turn,  was  referred  to  the  Commission.  It  obviously 
is  subject  to  change;  but,  at  least,  the  opinions  of  the 
medical  profession  will  be  on  record. 

In  tandem  with  the  proposed  “Living  Will,"  the 
Durable  Medical  Power  of  Attorney  proposed  by  the 
AMA  also  was  transmitted  to  the  Commission.  It  is 
anticipated  that  the  Commission  will  complete  its 
work  on  the  “Living  Will"  and  Durable  Power  of  At- 
torney by  late  spring. 

At  this  time,  the  CBME/MSNJ  is  preparing  to  pro- 
vide guidance  in  the  resolution  for  some  of  the  very 
serious  medical  problems  arising  from  surrogate 
parenting.  Although  some  medical  restraints  may  have 
been  imposed  on  an  individual  basis,  both  in  New 
Jersey  and  throughout  the  country,  no  minimal  medi- 
cal clearance  standards  have  been  promulgated.  The 
fact  that  an  impaired  baby  can  be,  and  has  been,  the 
product  of  a surrogate  agreement,  points  up  the  need 
for  meticulous  medical  screening  of  both  participants. 
Our  planning  of  this  project  must  not  be  interpreted 
as  approval  of  the  legal,  ethical,  and  social  aspects  of 
the  overall  concept.  Our  intent  is  to  provide  such 
guidelines,  when  and  if  needed. 

A.  Ralph  Kristeller,  m.d., 

CHAIRMAN 

"Destabilization  of  Health  Care”  was  held  on  Thursday, 
April  9,  1987,  at  MSNJ  offices  in  Lawrenceville. 

Attendees  numbering  238,  of  which  3 were  physi- 
cians, participated  in  a general  assembly  program  and 
chose  one  of  the  following  workshops,  "Medical  Regu- 
lations and  Their  Administration,"  "Prevention  Rx 
Under  Medicare:  Need,  Desire,  and  Financing,"  “Home 
Care  Services,"  and  "Coping  With  the  Medical  Prob- 
lems of  Aging." 

It  is  a pleasure  to  report  that  this  Forum  was  re- 
ceived extremely  well,  in  fact,  there  was  an  overwhelm- 
ing request  from  the  attendees  to  plan  another  such 
program. 

By  a unanimous  vote,  the  Senior  Citizens  Forum 
Committee  elected  to  continue  to  meet  and  collectively 
plan  for  the  next  Forum  to  be  held  in  October  1987, 
at  the  MSNJ  Executive  Offices  in  Lawrenceville. 

The  commitment  of  the  membership  of  the  Medical 
Society  through  participation  as  attendees  in  the  fo- 
rums is  crucial  to  the  continued  establishment  of 
dialogue  with  seniors. 
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Reference  Committee  “A” 


Reports: 

PRESIDENT  AND  CHAIRMAN 
OF  THE  BOARD  OF  TRUSTEES 
JUDICIAL  COUNCIL 
AMA  DELEGATION 
EXECUTIVE  DIRECTOR 

COMMITTEE  ON  LONG-RANGE  PLANNING  AND 
DEVELOPMENT 

COMMITTEE  ON  IMPAIRED  PHYSICIANS 
RESOLUTIONS  *7,  *27,  *28 


Members: 

Charles  J.  Zwerling,  M.D.,  Chairman,  Monmouth 

Anthony  J.  DiCroce,  M.D.,  Ocean 

Christina  Y.  Chao,  M.D.,  Burlington 

Patricia  G.  Klein,  M.D.,  Bergen 

Terry  A.  Johnston,  M.D.,  Alternate  Member,  Atlantic 


President  and 

Chairman  of  the  Board  of  Trustees 

Edward  A.  Schauer,  m.d.,  farming  dale 
(Reference  Committee  “A”) 


The  Board  of  Trustees  met  regularly  during  1986 
and  1987  to  conduct  the  business  of  the  Medical  So- 
ciety of  New  Jersey.  Attendance  at  these  meetings  was 
excellent  and  matters  were  discussed  in  a thorough 
and  straightforward  manner. 

The  Board  considered  reports  from  various  councils 
and  committees.  The  text  of  each  report,  as  well  as  the 
recommendations,  were  reviewed  carefully,  and  rec- 
ommendations were  acted  upon  properly.  Reports  of 
these  councils  and  committees  may  be  found 
elsewhere. 

A great  concern  of  the  Board  during  the  first  half  of 
this  presidential  term  was  the  matter  of  the  Medical 
Society  of  New  Jersey  developing  an  HMO/IPA  The 
Board  received  regular  reports  from  the  Statewide 
HMO/IPA  Feasibility  Committee  on  this  item  and  re- 
viewed the  entire  report  at  its  October  1986  meeting. 
A general  presentation  then  was  given  to  the  House  via 
the  Board  and  Chairman  of  the  HMO/IPA  Committee 
at  the  Interim  Meeting  on  November  9,  1986.  As  you 
well  know,  the  decision  was  made  not  to  have  the 
Medical  Society  of  New  Jersey  proceed  with  a statewide 
HMO/IPA 

The  Board  attempted  to  strengthen  our  liaison  and 
communication  this  year  with  the  Department  of 
Health  and  with  the  New  Jersey  Hospital  Association. 
We  have  had  several  meetings  and  discussions  with 
the  new  Commissioner  of  Health,  Molly  J.  Coye,  M.D. 
The  President  of  the  Hospital  Association,  Mr.  Louis 
P.  Scibetta,  regularly  attends  the  Board  meetings  and 
there  have  been  meetings  of  the  Executive  Committees 
of  both  Boards.  In  addition,  we  have  had  an  ongoing 
close  relationship  with  the  New  Jersey  Association  of 
Osteopathic  Physicians  and  Surgeons,  and  have  at- 
tended some  of  their  board  meetings. 

The  Board  has  been  watching  closely  and  carefully 
the  progress  of  our  medical  liability  bills  in  the  State 
Legislature.  We  were  pleased  to  have  them  passed  by 
the  State  Assembly:  however,  their  status  in  the  Senate 
Committees  has  not  been  as  satisfactory  as  we  would 


like.  The  Board  also  has  been  alert  to  the  AMA's  activity 
with  reference  to  medical  liability  at  the  national  level. 
This  problem  is  ongoing  and  will  have  to  be  a constant 
agenda  item  until  the  total  liability  situation  has  been 
resolved. 

The  Board  has  attempted  to  develop  some  rela- 
tionship or  proper  liaison  with  the  PRO  of  New  Jersey. 
This  has  not  been  an  easy  task,  and  we  have  not  been 
able  to  resolve  this  matter  completely.  Since  most 
members  have  an  inherent  difficulty  with  the  philoso- 
phy and  activities  of  the  PRO,  this  remains  a distinct 
and  difficult  problem. 

The  Board  received  regular  reports  from  JEMPAC, 
and  applauds  what  that  group  has  been  able  to  do  to 
help  medicine  in  general  and  specifically  the  physi- 
cians of  New  Jersey.  We  feel  that  the  members  who  are 
involved  are  indeed  doing  an  excellent  job.  What  we 
need  is  greater  membership  and  greater  activity,  in- 
cluding fiscal  participation. 

The  AMA  Delegation  reported  to  the  Board  with  re- 
spect to  activities  at  both  the  AMA  Annual  and  Interim 
Meetings.  Several  Resolutions  by  the  Medical  Society 
of  New  Jersey  House  of  Delegates  were  presented  and 
discussed  at  the  AMA  level: 

1 . Our  Resolution,  Opposition  to  HCFA  Reimburse- 
ment Delay,  was  passed  in  a substitute  form  but  had  I 
the  same  thrust  as  ours. 

2.  PRO  Denial  Notice  was  referred  to  the  AMA 
Board  for  action.  The  Board  has  decided  not  to  seek  ( 
the  amendment  to  the  PRO  law  as  outlined  in  the 
resolution  because  it  would  overburden  the  PRO  pro- 
gram. 

3.  Fairness  in  Cost  Containment  was  referred  to 
the  AMA  Board  for  study  and  report  back.  The  Board 
is  sympathetic  to  the  Resolution  but  does  not  believe 
adoption  is  indicated.  Under  the  new  Medicare  amend- 
ments, doctors  receive  a 3.2  percent  increase,  while  1 
hospitals  are  held  to  1.5  percent  to  make  up  for  past 
discrimination. 
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4.  Veterans  Care,  with  reference  to  use  of  local  fa- 
cilities, was  referred  to  the  AMA  Board  for  review  and 
report  back.  Current  AMA  policy  is  that  the  Veterans 
Administration  fully  should  consider  contracting  with 
local  facilities  before  any  new  VA  facilities  are  autho- 
rized. 

5.  Equality  in  Testing  Foreign  Medical  Graduates 

was  replaced  by  adoption  of  an  extensive  Report  2 of 
the  AMA  Board  of  Trustees. 

The  financial  status  of  the  Society  is  sound  and 
regular  reports  are  received  from  Mr.  Maressa  and  the 
Committee  on  Finance  and  Budget.  We  certainly  in- 
tend to  keep  this  Society  in  the  black,  and,  at  the  same 
time,  maintain  our  proper  responsibility  for  the  effi- 
cient operation  of  the  Society. 

The  Society  staff,  under  the  guidance  and  direction 
of  Mr.  Maressa,  continues  to  render  the  best  possible 
service  to  the  Board  and  officers.  This  certainly  must 
be  appreciated  for  it  permits  an  extremely  smooth  op- 
eration of  the  entire  Society. 


In  summary,  I feel  that  the  Board  of  Trustees  is 
functioning  well  under  the  present  format  and  is  able 
to  handle  properly  the  business  of  this  Medical  Society 
when  the  House  is  not  in  session.  I believe  that  we 
should  continue  the  new  format  of  having  two  meet- 
ings yearly  of  the  House — the  Annual  Meeting  and  the 
Interim  Meeting.  In  addition,  I feel  we  should  continue 
to  encourage  and  promote  the  excellent  attendance  of 
all  groups  at  the  regular  Board  meetings  which  indeed 
was  in  evidence  this  year. 

There  was  considerable  discussion  about  para- 
graph 5 (Equality  in  Testing  Foreign  Medical  Gradu- 
ates), both  for  and  against  the  present  system.  The 
Committee  acknowledges  that  studies  currently  are 
being  done  to  determine  the  validity  of  the  various 
tests  being  administered  to  both  foreign  and  Ameri- 
can students. 

The  Reference  Committee  recommends  that  the 
report  be  filed. 

HOUSE  ACTION:  Filed. 


Judicial  Council 

Frederick  W.  Durham,  m.d.,  Chairman,  haddonfield 


(Reference  Committee  “A”) 

From  official  findings,  the  Judicial  Council  presents 
a summary  of  its  operations  and  those  of  county  ju- 
dicial committees  for  the  period  May  1986  through 
March  1987. 


BY  JUDICIAL  COMMITTEES 

Complaints  reported  as  disposed  of  62 

Alleging: 

Dissatisfaction  concerning  fees  40 

Dissatisfaction  concerning  medical 

procedures  10 

Unprofessional  conduct  9 

Dissatisfaction  concerning  professional 

ethics  3 

BY  JUDICIAL  COUNCIL 

Meetings  held  2 

Official  communications  acted  upon  102 

Appeal  Hearings  requested  1 

Appeal  Hearings  granted  1 


Analysis  of  the  types  of  complaints  presented 
against  our  member-physicians  indicates  a substan- 
tial number  of  those  alleging  “dissatisfaction  concern- 
ing fees.”  We  again  stress  the  fact  that,  wherever  pos- 


sible, it  is  wise  and  desirable  that  a clear  under- 
standing be  arrived  at  between  physician  and  patient 
regarding  this  matter,  before  treatment  is  undertaken. 

The  Council  takes  this  opportunity  to  emphasize 
that  decisions  of  judicial  committees  of  component 
societies  are  binding  upon  all  members.  The  judicial 
committee  of  each  component  society,  in  the  enforce- 
ment of  its  findings  duly  arrived  at,  has  the  power  to 
censure,  suspend,  or  expel  any  member  of  its  society 
for  just  cause. 

There  generally  has  been  a favorable  reaction  to 
MSNJ’s  efforts  to  assure  the  public  that  we  do  not 
condone  professional  misconduct  and  are  not  in  sym- 
pathy with  those  members  who  ignore  their  responsi- 
bilities. While  judicial  committees  act  primarily  in  the 
public  interest,  they  also  serve  to  keep  the  physician's 
record  clear  among  his  colleagues  when  he  has  been 
accused  unjustly. 

The  issue  of  binding  fee  adjudication  by  judicial 
committees  has  not  yet  been  ruled  on  by  the  Federal 
Trade  Commission.  They  have  advised  the  Society  that 
they  do  wish  us  to  continue  receiving  and  deciding  fee 
cases  in  the  interim  regardless  of  their  final  decision. 

The  Reference  Committee  recommends  that  the 
report  be  filed. 

HOUSE  ACTION:  Filed. 
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AMA  Delegation 


Karl  T.  Franzoni,  m.d.,  chairman,  trenton 
(Reference  Committee  “A”) 

I am  pleased  to  report  upon  the  performance  of  the 
Medical  Society  of  New  Jersey’s  AMA  Delegation.  The 
following  were  among  the  issues  addressed  by  the  AMA 
House  of  Delegates  during  the  last  year: 

1.  1987  AMA  Budget— $151,000,000  in  operating 
revenues;  8147,000,000  in  operating  expenses;  no 
raise  in  dues  for  1987. 

2.  Professional  Liability— This  represents  a num- 
ber one  priority  of  the  AMA  during  1987.  Need  to  sup- 
port political  activism  among  all  levels  of  the  pro- 
fession to  accomplish  tort  reform.  Looking  beyond  tort 
reform  in  designing  an  “alternative  system"  for  settling 
professional  liability  claims. 

3.  Physician  Manpower— This  problem  is  con- 
cerned with  total  number  of  physicians,  and  with  both 
specialty  and  geographic  maldistribution.  There  is  a 
need  for  states  to  participate  in  the  development  of  a 
data  base  to  identify  areas  of  regional  need  and  excess. 

4.  Financing  Health  Care  for  Elderly— The  system 
should  possess  the  following  characteristics:  be  pre- 
funded and  designed  to  remain  fiscally  sound;  provide 
comprehensive  protection  including  catastrophic  cov- 
erage; have  differing  levels  of  beneficiary  cost  sharing 
based  on  ability  to  pay;  ensure  free  choice  among  com- 
peting health  plans  providing  specified  adequate  ben- 
efits; and  assure  access  to  high-quality  health  care  by 
the  elderly. 

5.  Public  Awareness  Campaign— Commitment  to  a 
strong,  integrated  program  of  communications  ac- 
tivities that  serves  all  of  the  missions  of  the  AMA 

6.  Medicare  Reimbursement — The  government 
plan  to  roll  physician  reimbursement  into  Medicare 
payments  to  hospitals  is  being  opposed  vigorously  by 
the  AMA 

7.  Peer  Review  Organizations— This  issue  relates 
to  a method  of  patient  notification  concerning  quality 
denials.  Recommend  taking  legal  action,  as  appropri- 
ate, to  assure  that  physicians  are  accorded  due  process 
appeal  rights  in  the  course  of  PRO  sanction  and  appeal 
processes.  Should  enlist  aid  of  Medicare  patients  by 
encouraging  them  to  voice  any  valid  concerns  with  the 


PRO  program  to  their  elected  federal  officials. 

8.  Teen  Health— Five  major  factors  contributing  to 
problems  of  adolescents  are;  substance  abuse,  sexu- 
ality/pregnancy, victimization,  psychologic  disorders/  j 
suicide,  and  violent  crime.  Successful  corrective  in- 
itiatives will  require  sustained  commitment  to  pro- 
duce the  desired  improvement  in  adolescent  health. 

9.  Health  Policy  Agenda  of  the  American  People- 
Massive  project  to  be  reported  during  1987.  It  will 
represent  the  product  and  recommendations  of  mul- 1 
tiple  diverse  interests  and  coalitions. 

10.  AIDS— Opposed  acts  of  categorical  discrimina- 
tion against  AIDS  patients,  HlU-positive  individuals, 
and  persons  at  increased  risk  of  developing  AIDS. 

1 1 . New  AMA  Strategic  Plan— "The  key  objective  of 
the  American  Medical  Association  is  to  contribute  to 
the  professional  and  personal  development  of  member 
physicians  and  to  the  betterment  of  the  health  of  the 
public  by  developing  and  distributing  health-related 
rights,  responsibilities,  and  issues;  and  by  rep- 
resenting the  profession  as  a whole  where  the  image, 
expertise,  and  national  scope  of  the  AMA  prove  useful. 
This  is  to  be  done  in  a manner  which  is  cost  effective, 
protects  physician  autonomy  and  self-determination, 
improves  the  practice  of  medicine,  and  builds  public 
confidence  in  the  competence  and  the  reliability  of 
physicians." 

Your  Delegation  consists  of  nine  delegates  and  nine 
alternates.  All  MSNJ  members  are  encouraged  to  com- 
municate their  concerns  directly  to  any  Delegation 
member.  You  also  are  stimulated  to  approach  Delega- 
tion members  for  personal  appearances  at  any  forum 
deemed  appropriate. 

The  Chairman  of  the  Delegation  noted  that  the 
number  of  AMA  Delegates  has  been  increased  from 
nine  to  ten. 

Considerable  discussion  ensued  about  the  edi- 
torial policy  of  the  American  Medical  News. 

The  Reference  Committee  recommends  that  the 
report  be  filed 

HOUSE  ACTION:  Filed. 
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Executive  Director 

Vincent  A.  Maressa,  lawrenceville 
(Reference  Committee  “A”) 

This  annual  report  will  be  brief.  There  is  little  sense 
in  discussing  histoiy  since  you  all  have  lived  through 
it.  Medicine  is  indeed  under  siege.  The  solutions  to 
these  assaults,  while  not  complex,  are  difficult.  Wheth- 
er the  issue  is  political  effectiveness  or  survival  in  a 
volatile  market  the  medical  community  must  stop  its 
trifling  and  endless  discussion,  and  become  action  and 
goal  oriented.  You  cannot  afford  to  continue  the  in- 
ternal bickering  and  endless  debate  that  has  become 
standard  operating  procedure  for  organized  medicine. 

In  New  Jersey  we  (you)  need  1,000  to  2,000  doctors 


willing  to  write  and  call  federal  and  state  legislators. 
We  (you)  need  6,000  to  contribute  $20  annually  to 
political  action  committees.  We  (you)  also  need  to  de- 
cide whether  or  not  we  (you)  want  a recognizable  ver- 
sion of  private  practice  to  survive  into  the  next  decade. 
Nothing  tricky,  nothing  complex,  just  basic  tough  de- 
cision making  and  a little  ego  management. 

The  future  is  yours. 

The  Reference  Committee  recommends  that  the 
report  be  filed. 

HOUSE  ACTION:  Filed. 


Committee  on  Long-Range  Planning 
and  Development 


Bernard  Robins,  m.d.,  chairman,  union 
(Reference  Committee  “A”) 

Two  significant  items  were  considered  at  the  meet- 
ing held  by  the  Committee  in  February.  Another  meet- 
ing is  planned  before  the  Annual  Meeting. 

Composition  and  Size  of  the  Nominating  Commit- 
tee. The  Committee  previously  had  recommended  that 
the  Nominating  Committee  be  reduced  to  seven  mem- 
bers: Immediate  Past-President  (who  would  serve  as 
chairman);  a representative  appointed  by  and  from  the 
Board  of  Trustees;  and  one  member  from  each  judicial 
district— to  be  selected  on  a rotating  alphabetical 
basis.  The  Board  of  Trustees  rejected  the  item  and  the 
1986  House  of  Delegates  deferred  action  and  suggested 
that  the  county  societies  carefully  review  this  issue,  in 
view  of  the  differences  in  opinion  between  the  Commit- 
tee and  the  Board. 

A communication  was  sent  to  component  medical 
societies  in  September  1986,  suggesting  that  if  they 
agreed  with  the  changes  recommended  by  the  Com- 
mittee, an  appropriate  resolution  be  proposed  for  con- 
sideration at  the  1987  House  of  Delegates.  No  response 
was  received.  The  Committee  has  sent  a followup 
memo  to  the  component  societies,  detailing  the  Com- 
mittee’s reasons  for  the  suggested  change  in  the  Nomi- 
nating Committee  structure,  and  requesting  their  con- 
sideration and  input  on  this  issue.  It  may  be  that  the 
county  societies  have  not  considered  this  yet  because 
of  greater  interest  in  the  proposed  Bylaw  change  to 
allow  them  to  place  directly  a member  on  the  Board. 


Resolution  #13 — Interim  Meeting  of  the  MSNJ 
House  of  Delegates.  Resolution  # 13— Interim  Meeting 
of  the  MSNJ  House  of  Delegates  (1986  Annual  Meet- 
ing) calls  for  the  Society  to  hold  an  interim  meeting 
of  the  House  on  a regularly  scheduled  basis.  The  Com- 
mittee does  not  believe  that  interim  meetings  conform- 
ing to  the  Resolution  are  meaningful  and  recom- 
mended that  a study  be  conducted  to  determine  the 
manner  in  which  the  county  medical  societies  perceive 
the  intent  and  format  of  the  Resolution.  The  Board 
approved  the  recommendation.  Input  from  the  county 
societies  has  been  requested. 

The  Committee  on  Annual  Meeting  has  requested 
guidance  from  the  Board  as  to  its  function  in  provid- 
ing the  mechanism  for  coordinating  the  interim  meet- 
ings. In  view  of  the  correlation  between  the  concerns 
of  the  Committees  on  Annual  Meeting  and  Long-Range 
Planning  and  Development,  upon  compilation  of  data 
from  the  county  societies,  the  Board  of  Trustees  has 
directed  a joint  meeting  of  the  two  committees. 

Emeritus  and  Dues-Exempt  Members.  The  Commit- 
tee is  in  the  process  of  examining  the  issue  concerning 
the  increasing  ratio  of  emeritus  and  dues-exempt 
members  to  dues-paying  members.  Relevant  informa- 
tion will  be  provided  by  staff  for  consideration. 

The  Reference  Committee  recommends  that  the 
report  be  filed. 

HOUSE  ACTION:  Filed. 
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Supplemental  Report  #1: 

Committee  on  Long-Range  Planning  and  Developmi 

« 

Bernard  Robins,  m.d.,  chairman,  union 
(Reference  Committee  “A”) 


1 . Composition  and  Size  of  the  Nominating  Com- 
mittee. In  April  1986,  the  Board  of  Trustees  voted  to 
preserve  the  current  structure  of  the  Nominating  Com- 
mittee. and  rejected  recommendations  of  the  Commit- 
tee on  Long-Range  Planning  and  Development  for 
changing  the  composition  and  size  of  the  Nominating 
Committee. 

The  1986  House  of  Delegates  postponed  action  on 
this  item  until  the  1987  Annual  Meeting.  County  so- 
cieties were  urged  to  study  this  issue  carefully,  and  if 
in  agreement,  to  propose  an  appropriate  resolution  for 
consideration  in  1987. 

The  results  of  a survey  of  the  county  societies  con- 
ducted by  the  Committee  show  that  the  county  so- 
cieties do  not  support  the  Committee’s  recommenda- 
tions and  that  they  are  in  favor  of  continuing  the 
present  Nominating  Committee  structure.  They  agree 
that  recent  changes  in  the  Nominating  Committee 
procedure  should  be  continued. 

The  Committee  on  Long-Range  Planning  and  De- 
velopment, therefore,  recognizes  that  a change  in  the 
composition  and  size  of  the  Nominating  Committee  as 
recommended  is  not  acceptable. 

Recommendation:  That  no  change  be  made  in  the 
current  Nominating  Committee  structure  at  this  time. 

In  terms  of  its  function  to  generate  new  concepts 
which  it  believes  will  benefit  the  Society,  the  Commit- 
tee will  continue  to  have  input  with  regard  to  the 
Nominating  Committee  function. 

2.  Interim  Meeting  of  the  MSNJ  House  of  Del- 
egates. Resolution  # 13— Interim  Meeting  of  the  MSNJ 
House  of  Delegates  (1986  Annual  Meeting)  calls  for  the 
Society  to  hold  an  interim  meeting  of  the  House  of 
Delegates  to  act  on:  resolutions  of  an  urgent  or  critical 
nature  introduced  by  a county  medical  society;  and 
reports  on  issues  previously  forwarded  to  the  Board  of 
Trustees  for  action. 

The  Committee  on  Long-Range  Planning  and  De- 
velopment does  not  believe  that  interim  meetings  con- 
forming to  the  Resolution  are  meaningful.  Status  re- 
ports can  be  distributed  by  the  Board  during  the  year 
without  convening  the  House;  a major  issue  requiring 
House  action  before  the  Annual  Meeting  can  be  ad- 
dressed through  a special  session,  in  accordance  with 
the  Bylaws;  the  monthly  meetings  of  the  Board  are 


open  and  items  presented  by  any  member,  county  so- 
ciety, specialty  society,  or  the  Hospital  Medical  Staff 
Section,  are  placed  on  the  agenda  for  consideration 
and  action. 

A survey  of  the  county  societies  was  conducted  to 
determine  whether  a regular  interim  meeting  should 
be  held,  and  if  so,  whether  it  should  be  confined  to  the  j 
format  of  Resolution  #13.  It  was  the  consensus  of  the 
county  societies  that  an  interim  meeting  of  the  House  i 
of  Delegates  should  not  be  scheduled  on  a regular  | 
basis. 

The  following  recommendation,  approved  by  the  j 
Board  of  Trustees  on  April  12,  1987,  is  submitted  for 
consideration  of  the  1987  House: 

Recommendation:  That  interim  meetings  of  the  I 
Medical  Society  of  New  Jersey  House  of  Delegates,  as  ; 
structured  in  Resolution  #13  (1986  Annual  Meeting),  j 
should  be  discontinued. 

3.  Emeritus  and  Dues-Exempt  Members.  At  its 

meeting  on  April  1,  1987,  the  Committee  reviewed  in- 
formation supplied  by  staff  regarding  the  increasing 
ratio  of  dues-exempt  and  emeritus  members,  and  dis- 
cussed possible  changes  that  might  be  considered  in 
the  present  criteria  for  qualification  as  a dues-exempt 
or  emeritus  member.  To  further  assist  the  Committee  j 
in  its  investigation  of  the  issue,  staff  is  going  to  provide  J 
additional  relevant  information.  The  Committee  will 
continue  its  study  of  this  item. 

The  Reference  Committee  recommends  that  the 
recommendation  concerning  the  composition  and 
size  of  the  nominating  committee  in  the  Supplemen- 
tal Report  be  approved. 

HOUSE  ACTION:  Approved. 

There  were  varying  opinions  as  to  the  necessity  of  i 
an  Interim  Meeting,  and  it  was  felt  that  the  general 
format  as  outlined  in  Resolution  #13  (1986)  was  in- 
adequate. 

The  Reference  Committee  recommends  that  the 
recommendation  concerning  the  Interim  Meeting  in 
the  Supplemental  Report  be  approved. 

HOUSE  ACTION:  Approved. 

The  Reference  Committee  recommends  that  the 
Supplemental  Report  be  filed. 

HOUSE  ACTION:  Filed. 
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Committee  on  Impaired  Physicians 


Herbert  J.  McBride,  m.d.,  chairman,  toms  river 
(Reference  Committee  “A”) 

The  Medical  Society  of  New  Jersey's  Impaired  Phy- 
sicians Program  has  gained  national  recognition  as 
the  model  program.  Following  are  some  of  the  activities 
for  the  past  year: 

1.  Multistate  Collaborative  Database  on  Impair- 
ment. New  Jersey's  Impaired  Physicians  Program  is 
one  of  ten  programs  participating  in  a pilot  project 
sponsored  by  the  AMA  and  designed  to  standardize 
data  on  impaired  physicians.  Confidentiality  and  data 
security  will  be  maintained  at  all  times.  The  data  col- 
lected will  be  examined  in  order  to  provide  more  ac- 
curate assessments  of  scope,  nature,  and  outcome  of 
the  various  types  of  impairment. 

2.  Protocol.  This  year  the  Protocol  for  Dealing  with 
Compulsive  Gamblers  was  developed  by  the  Committee 
and  approved  as  program  policy  by  the  Board  of 
Trustees. 

3.  Auxiliary  Activities.  This  year  marked  the  suc- 
cessful development  of  a food  pantry  at  MSNJ  head- 
quarters where  nonperishible  foods  may  be  stored  for 
use  by  physicians  and  their  families  in  times  of  need. 

As  a result  of  the  Auxiliary  representatives’  efforts 
informing  the  membership  about  impairment  and  the 
problems  that  result,  the  following  organizations  par- 
ticipated in  the  first  “Adopt  a Family"  program  during 
the  holiday  season:  Women's  Auxiliary  to  the  Camden 
County  Medical  Society;  Mercer  County  Medical  So- 
ciety and  the  Auxiliary  to  the  Mercer  County  Medical 
Society;  Middlesex  County  Medical  Society  and  the 
Auxiliary  to  the  Middlesex  County  Medical  Society: 
Auxiliary  to  the  New  Jersey  Association  of  Osteopathic 
Physicians  and  Surgeons;  Ocean  County  Medical  So- 
ciety and  the  Auxiliary  to  the  Ocean  County  Medical 
Society;  and  Board  of  Trustees,  MSNJ. 

4.  Treatment  Loan  Fund.  The  current  balance  in 
the  Treatment  Loan  Fund  is  $43,176.1 1,  with  $22,621 
in  outstanding  loans.  The  Committee  members  have 
unanimously  agreed  to  contribute  all  future  travel  ex- 
pense reimbursements  to  the  Treatment  Loan  Fund. 
Again,  this  year  we  are  planning  a raffle,  the  proceeds 
of  which  will  be  added  to  the  Fund. 

5.  Urine  Monitoring.  The  documentation  of  a drug- 
free  state  for  our  clients  remains  of  the  utmost  impor- 
tance. Our  urine-monitoring  program  has  proved  to  be 


reliable,  efficient,  and  confidential  and  has  served  as 
a model  to  other  states. 

6.  Intervention  Training  Seminar.  Rev.  Reading 
conducted  the  two-day  intervention  training  seminar 
in  North  Jersey  again  this  year.  This  service  is  made 
available  to  anyone  interested.  For  the  first  time  this 
year,  a National  Intervention  Training  Seminar  was 
held  at  MSNJ  headquarters.  Invited  to  participate  were 
representatives  of  impaired  physicians  programs 
throughout  the  country. 

7.  Statistical  Report.  A statistical  illustration  of 
our  program’s  activities  from  September  7,  1982,  to 
September  1986,  is  as  follows: 

Statistical  Summary 
September  1982-September  1986 


Total  Cases 

338 

Percent 

100.0 

M.D. 

282 

83.4 

D.O. 

31 

9.2 

D.M.V. 

7 

2.1 

Student 

5 

1.5 

Other 

13 

3.8 

Male 

308 

91.1 

Female 

30 

8.9 

Primary  Impairment 

Alcohol 

129 

38.2 

Drugs 

105 

31.1 

Psychiatric 

73 

21.5 

Senility 

1 1 

3.3 

Other 

20 

5.9 

Referral  Source: 

Colleague 

171 

50.6 

Self 

61 

18.1 

Family 

34 

10.0 

State  Board  of 

Medical  Examiners 

19 

5.6 

County  Medical  Society 

17 

5.0 

Treatment  Center 

13 

3.8 

Other  Source 

23 

6.9 

The  Reference  Committee  recommends  that  the 
report  be  filed. 

HOUSE  ACTION:  Filed. 
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Resolution  #7 

Introduced  by:  Charles  Harris,  M.D.,  Delegate,  Ocean 
Subject:  Due  Process  in  PRO  Proceedings 

Referred  to:  Reference  Committee  “A” 

Whereas,  the  PRO  concerns  itself  not  only  with 
length  of  stay,  but  with  quality  of  care;  and 
Whereas,  when  PRO  notifies  a hospital  that  it  is 
questioning  the  quality  of  care  in  a given  case,  the 
doctor  involved  is  not  notified  by  PRO  that  he/she  is 
under  investigation  for  quality  of  care,  and  the  hospital 
medical  staff  is  bypassed:  and 
Whereas,  the  doctor’s  reputation  is  thus  impugned: 
and 

Whereas,  the  system  encourages  the  possibility  of 
false  witness  and  discourages  the  ability  of  the  doctor 
to  face  his  or  her  accusers  and  avoids  medical  staff  due 
process  requirements:  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New.J^pwrwgfT 
on  record  as  tm,^^TTTtrTrT^o,-or.Hi.  and  be  it 


Resolution  #27 

Introduced  by:  Ocean  County  Medical  Society 
Subject:  Senior  Citizen  Courtesy  Programs 

Referred  to:  Reference  Committee  “A" 

Whereas,  the  Union  County  and  Ocean  County  Medi- 
cal Societies  have  established  voluntary  plans  to 
provide  quality  medical  care  to  the  indigent  disabled 
and  elderly  Medicare  recipients;  and 

Whereas,  these  plans  organize  services  that  almost 
certainly  are  being  provided  currently  by  the  vast  ma- 
jority of  the  state's  physicians;  and 

Whereas,  these  programs  have  intrinsic  moral  value 
as  well  as  the  ability  to  promote  the  image  of  the  state's 
physicians:  and 

Whereas,  the  successful  outcome  of  the  state’s  study 
of  these  plans  would  negate  support  for  mandatory 
Medicare  assignment;  and 

Resolution  #28 

Introduced  by: 

Subject: 

Referred  to: 

Whereas,  The  Peer  Review  Organization  of  New  Jer- 
sey, Inc.,  has  taken  the  position  that  attending  physi- 
cians are  responsible  for  the  errors  and  omissions  of 
residents  and  fellows  in  teaching  programs;  and 

Whereas,  it  is  unfair  to  hold  an  attending  account- 
able for  an  error  made  by  a physician  in  training 
without  the  prior  approval  of  the  attending:  and 

Whereas,  The  PRO  of  New  Jersey,  Inc.,  has  main- 
tained that  the  above  action  is  in  compliance  with  the 
Health  Care  Financing  Administration  (HCFA)  policy: 
now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
petition  the  AMA  to  request  the  Health  Care  Financing 
Administration  (HCFA)  to  alter  its  position  on  physi- 
cian accountability  in  teaching  programs  so  that  resi- 


County 


Resolved,  that  the  Medical  Society  of  New  Jersey  do 
its  best  to  assure  that  if  PRO  brings  up  any  quality 
of  care  issues,  the  doctors  involved  must  be  notified 
officially  by  PRO. 

The  Reference  Committee  recommends  that  the 
first  Resolved  be  deleted  and  amended  to  read  as 
follows: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
in  cooperation  with  the  AMA  explore  means  to  im- 
prove HCFA  regulations  in  reference  to  due  process 
in  the  functioning  of  PRO;  and  be  it  further 

The  Reference  Committee  recommends  that  Res- 
olution #7  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended  by  the  Ref- 
erence Committee. 


Whereas,  the  proliferation  of  such  plans  throughout 
New  Jersey  further  would  enhance  the  image  of  the 
Medical  Society  of  New  Jersey  as  well  as  provide  sup- 
port for  the  antagonists  of  mandated  assignment:  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
encourage  its  component  medical  societies  to  provide 
formal  referral  plans  for  their  indigent  elderly  or  dis- 
abled Medicare  recipients. 

The  Reference  Committee  recommends  that  Res- 
olution # 27  be  adopted. 

HOUSE  ACTION:  Adopted. 


dents  and  fellows  are  accountable  for  their  own  errors, 
and  teaching  attendings  are  accountable  only  when 
they  have  failed  to  discharge  their  teaching  responsi- 
bility. 

Considerable  discussion  ensued  with  regard  to 
this  Resolution.  It  was  the  general  feeling  of  the  medi- 
cal educators  present  that  this  Resolution  deserved 
support  and  that  a message  should  be  sent  to  HCFA 
that  physicians  actually  responsible  for  errors  be 
held  accountable. 

The  Reference  Committee  recommends  that  the 
word  teaching  in  the  Resolved  be  deleted. 

The  Reference  Committee  recommends  that  Res- 
olution #28  be  adopted  as  amended. 

HOUSE  ACTION:  Adopted  as  amended  by  the  Ref- 
erence Committee. 


Board  of  Trustees 

Physician  Responsibility  in  Teaching  Programs 
Reference  Committee  “A” 
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Reference  Committee  “B” 


Reports: 

SECRETARY 

TREASURER 

FINANCE  AND  BUDGET 

COMMITTEE  ON  ANNUAL  MEETING 

NOMINATIONS  FOR  EMERITUS  MEMBERSHIP 

RESOLUTIONS  *16,  *24 


Members: 

Anthony  P.  Caggiano,  Jr.,  M.D.,  Chairman,  Essex 

George  T.  Hare,  M.D.,  Camden 

Seymour  F.  Kuvin,  M.D.,  Essex 

Joseph  N.  Micale,  M.D.,  Hudson 

Elbert  H.  Pogue,  M.D.,  Union 

Shah  M.  Chaudhry,  M.D.,  Alternate  Member. 

Cape  May 


Secretary 

Bernard  Robins,  m.d.,  union 
(Reference  Committee  “B”) 


The  office  of  the  Secretary  has  continued  its  usual 
routines,  primarily  involving  maintenance  of  member- 
ship records,  correspondence,  minutes  of  Board  of 
Trustees'  meetings,  telephone  inquiries,  and  comple- 
tion of  numerous  questionnaires  originating  from 
various  sources. 

During  the  administrative  year,  the  Secretary  at- 
tended the  meetings  of  the  Board  of  Trustees  and  the 
several  committees  of  which  he  is  chairman,  member, 
or  advisor. 

MEMBERSHIP  (AS  OF  DECEMBER  31,  1986) 


Active:  Paid  7,598 

Exempt  876 

Resident:  Paid  178  8,652*** 


‘Associate:  Paid  53 

* ’Affiliate:  Paid  101 

Exempt  5 

State  emeritus  915 

Total  of  above  9,726 


Provisional  residents 

(six  months)  69 

State  honorary  8 

New  and  reinstated  members: 

Active  442 

Resident  81 

’Associate  36 

Change  of  status  67 

Transfers  within  the  state  42 

Transfers  out-of-state  and 

resignations  102 

Members  deceased  146 

Members  dropped  172 

Active: 

a Nonpayment  of  dues  139 


b.  Did  not  comply  with 
Bylaw  requirements 
regarding  continuing 


medical  education  10 

c.  New  Jersey  license 

suspended  4 

d.  New  Jersey  license 

retired  1 


Resident  (nonpayment 

of  dues)  7 

Associate  (nonpayment 

of  dues)  9 

“Affiliate  (nonpayment 

of  dues)  2 


’Associate  membership  (nonlicensed  in  New  Jersey) 
designates  interns  and  residents. 

* ’Affiliate  membership  physicians  who  no  longer 
practice  in  New  Jersey. 

* “Adjusted  for  transfers  out-of-state,  resignations, 
and  deaths. 

A comparison  of  December  31.  1986,  to  December  31, 
1985,  by  county  shows  the  following  net  changes  of 
active  paid  membership: 


Atlantic 

+ 

1 

Bergen 

- 

7 

Burlington 

+ 

11 

Camden 

+ 

10 

Cape  May 

+ 

2 

Cumberland 

- 

2 

Essex 

- 

36 

Gloucester 

- 

1 

Hudson 

+ 

5 

Hunterdon 

+ 

5 

Mercer 

- 

3 

Middlesex 

+ 

23 

Monmouth 

- 

2 

Morris 

- 

3 

Ocean 

+ 

5 

Passaic 

- 

10 

Salem 

+ 

2 

Somerset 

+ 

3 

Sussex 

- 

1 

Union 

+ 

9 

Warren 

- 

1 

AMA  MEMBERSHIP 

A total  of  9,002  members  of  the  Medical  Society  of 
New  Jersey  maintain  active  membership  in  the  AMA. 
The  Society’s  representation  in  the  AMA  House  of  Del- 
egates stands  at  ten  delegates— one  for  each  thousand 
members,  or  fraction  thereof. 
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TABLE 

Provisional 

Residents 

Grand 

Received: 

•Associate 

Licensed 

Active 

Total 

56 

113 

446 

615 

Provisional 

Residents 

Grand 

Reviewed  and  found: 

•Associate 

Licensed 

Active 

Total 

(A)  Satisfactory 

53 

98 

430 

581 

(B)  Unsatisfactoiy 

0 

0 

0 

0 

Pending: 

3 

11 

16 

30 

Withdrew: 

0 

4 

0 

4 

Grand  Total 

56 

113 

446 

615 

‘Associate  membership  (nonlicensed 

in  New  Jersey)  designates  Interns  and  Residents. 

J 

CREDENTIALS  MEMBERSHIP  DIRECTORY 


The  Committee  on  Credentials  throughout  the  year 
reviewed  and  acted  upon  membership  applications 
and  their  supporting  credentials  as  submitted 
through  the  component  societies.  The  statistical 
breakdown  in  the  Table  reflects  the  Committee’s  ac- 
tivities during  the  period  February  15,  1986,  through 
February  14,  1987. 

The  Committee  extends  appreciation  to  the  direc- 
tors and  the  secretaries  of  component  societies,  and 
to  those  who  assist  them,  as  well  as  the  County 
Credentials  Committees,  for  their  cooperation  in  pro- 
cessing membership  applications.  It  especially  would 
be  helpful  to  the  Credentials  Committee  of  the  Medical 
Society  of  New  Jersey  if  those  who  process  credentials 
in  the  component  societies  would  call  specific  atten- 
tion to  any  deficiencies  or  questionable  data  being 
submitted  on  the  application  form.  This  procedure  will 
help  insure  more  accurate  and  speedy  evaluation  of 
credentials.  The  chairman  wishes  to  thank  his  Com- 
mittee members  and  MSNJ  staff  for  their  diligence  and 
cooperation. 


The  1987  edition  of  the  Membership  Directory  has 
been  completed  and  distributed  to  all  members.  As  a 
result  of  increased  costs  it  was  necessary  to  increase ! 
the  sale  price  to  $50  (plus  tax)  per  copy.  Additional 
copies  of  the  Membership  Directory  are  available,  for 
a fee,  by  contacting  Mrs.  Guest  at  MSNJ  headquarters, 
Lawrenceville.  There  were  2,885  copies  of  the  1985 
edition  sold  to  nonmembers. 

There  was  vigorous  discussion  on  this  report  Many 
of  those  who  spoke  were  concerned  about  member- 
ship and  the  Society's  image  to  nonmember  phy- 
sicians who  practice  in  New  Jersey. 

It  was  suggested  that  membership  should  be  en- 
couraged for  residents  and  new  physicians  in  prac- 
tice. It  was  suggested  that  many  of  the  ideas  put  forth 
should  be  put  in  resolution  form  for  consideration  at 
future  meetings  of  the  House  of  Delegates. 

The  Reference  Committee  recommends  that  the 
report  be  filed. 

HOUSE  ACTION:  Filed. 
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Treasurer 

Douglas  M.  Costabile,  m.d.,  treasurer,  Murray  hill 
(Reference  Committee  “B”) 


These  interim  financial  statements,  prepared  in  ac-  Since  they  are  interim  statements,  the  figures  are 

cordance  with  generally  accepted  accounting  prin-  unaudited.  A complete  audit  will  be  conducted  of  the 

ciples,  reflect  the  financial  position  and  results  of  oper-  books  of  the  Society  as  of  May  31,1 987,  and  an  audited 

ations  of  the  Medical  Society  of  New  Jersey  through  report  prepared  as  of  that  date.  A complete  audit  was 

January  31,  1987.  made  as  of  May  31,  1986. 

Balance  Sheet:  January  31, 

1987  (Unaudited) 

Assets 

Cash 

Investment  in  money  market  fund 
Marketable  securities — (approximate  market) 
Accounts  receivable — member  assessments 
Medical  student  loans  (net  allowance 
for  doubtful  loans  of  $20,000) 

6 201,443 
539,961 
1 ,268,000 
956.175 

399,230 

Property,  Plant,  and  Equipment 
Land 

Building  and  improvements 
Furniture  and  fixtures 

Less  allowance  for  depreciation 

6 150,000 
2,551,229 
462,966 
3,164,195 
(756,270) 

2,407,925 

Prepaid  expenses 

77,851 

Other  assets 

109,031 

65,959,616 

Liabilities  and  Fund  Balance 

Accounts  payable  and  accrued  expenses 
Assessments  collected  for  AMA 

6 259,028 
51,559 
310,587 

Mortgage  payable 

1,443,378 

Deferred  revenue  from  member  assessments 
Deferred  revenue — other 

2,268,750 

114,650 

Fund  Balance 

1,822,251 

$5,959,616 

Statement  of  Revenue  and  Expenses 
8 Months  Ended  January  31,  1987  (Unaudited) 

Revenue 

Membership  dues  61,427,913 

Publication  sales  and  advertising  income  159,557 

Amortization  of  Impaired  Physicians  Program  109,777 
Investment  income  52,218 

Royalty  income  95,302 

Rental  income  94,514 

Annual  Meeting  32,409 

Other  income  29,715 

Total  Revenue  2,001,405 

Expenses 

Conferences  and  meetings 
Member  services 

Total  Program  Expenses 

General  and  administrative 

Interest 

Depreciation 

Total  Expenses 

Excess  of  (expenses  over  revenue) 

399,206 

449,791 

848,997 

989,605 

96,877 

75,825 

2,011,304 

6 (9,899) 

Fund  Balance  at  June  1,  1986 

Fund  Balance  at  January  31.  1987 

The  Reference  Committee  recommends  that  the  report  be  filed. 

HOUSE  ACTION:  Filed. 


1,832,150 

61,822,251 
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Finance  and  Budget 


Harry  M.  Carnes,  m.d„  chairman,  audubon 
(Reference  Committee  “B”) 

The  Committee  on  Finance  and  Budget  met  on 
Wednesday.  April  1,  1987,  for  the  purpose  of  reviewing 
the  proposed  budget  for  the  1987-1988  fiscal  year. 

The  proposed  budget  and  the  following  recommen- 
dations were  approved  by  the  Board  of  Trustees  on 
April  12,  1987,  and  are  submitted  to  the  House  of 
Delegates  for  approval: 

RECOMMENDATIONS 

1.  The  Budget  for  fiscal  year  beginning  June  1, 
1987,  and  ending  May  31,  1988,  in  the  amount  of 
83,260,000,  with  82,475,000  to  be  raised  through 
member  assessments,  be  adopted. 


2.  The  1988  assessment  be  set  at  8330  per  regular 
dues-paying  member.  (No  change  from  prior  year.) 

3.  The  1988  assessment  be  set  at  840  per  member 
for  affiliate  members  (no  longer  practicing  in  New  Jer- 
sey). (No  change  from  prior  year.) 

4.  The  1988  assessment  for  associate  members  (in- 
tems-residents  licensed  in  New  Jersey)  and  licensed 
residents  provided  the  individual  is  in  a residency  pro- 
gram entered  upon  within  a reasonable  time  after  his 
or  her  graduation  from  medical  school  be  set  at  825. 
(No  change  from  prior  year.) 

5.  The  1988  assessment  be  set  at  810  per  student 
for  medical  students.  (No  change  from  prior  year.) 


Medical  Society  of  New  Jersey 
Statement  of  Revenue  and  Expenses 
for  Proposed  Budget 
Fiscal  Year  Ending  May  31,  1988 

Revenue  (other  than  member  assessments) 

Publication  sales  and  advertising  income 

Amortization  of  Impaired  Physicians  Program 

Investment  income 

Royalty  income 

Rental  income 

Annual  Meeting 

Membership  Directory  sales 

Other  income 


Total  Revenue 


Expenses 

Conferences  and  meetings 
Member  services 
Publications 

Grant  to  MSNJ  Medical  Student  Loan  Fund 


Total  Program  Expenses 

General  and  administrative 

Interest 

Depreciation 


Total  Expenses 


Amount  of  expenses  over  revenue  to  be  raised  through 
member  assessments  (including  NEW  JERSEY  MEDICINE 
subscriptions  and  Annual  Meeting  assessments) 

Revenue  From  Member  Assessments 
Fiscal  Year  Ending  May  31,  1988 

6/1/87  thru  5/31/88  @ 8330  x 7,500  members 


8 184,000 

190.000 

50.000 

170.000 

143.000 

15.000 

25.000 

8,000 

785.000 


593.000 

480.000 

259.000 
3,000 

1.335.000 

1.657.000 

142.000 

126.000 

3.260.000 


82,475,000 


82.475.000 
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Medical  Society  of  New  Jersey 
Proposed  Budget 

Fiscal  Year  Ending  May  31,  1988 


Approved 

Estimate 

Proposed 

Budget 

For  Y/E 

Budget 

1986/87 

5/31/87 

1987/88 

Compensation 

Salaries 

$ 877,000 

8 880,000 

8 935,000 

Pension  Plan 

1 16,000 

99,000 

109,000 

993.000 

979.000 

1.044.000 

Professional  Fees 

Audit 

17.000 

18,000 

18.000 

Legal 

25.000 

10,000 

25,000 

Actuarial 

2,000 

2,800 

3,000 

Special  Consultants 

8,000 

7,000 

10,000 

52,000 

37,800 

56,000 

Councils  and  Committees 

Public  Relations 

225,000 

225,000 

250,000 

Legislation 

65,000 

70,000 

75,000 

President  and  Presidential  Officers 

50,000 

48,000 

50,000 

AMA  Delegates 

80,000 

60,000 

80,000 

MSNJ  Auxiliary 

24,000 

24,000 

24,000 

Medical  Education 

32,000 

32,000 

34,000 

Board  of  Trustees 

72,000 

99,000 

35,000 

Judicial  Council 

1,000 

500 

1.000 

Reimbursement  of  Reps,  to  Mtgs. 

4,000 

1,000 

3,000 

Other  Councils  and  Committees 

30,000 

23,000 

25,000 

Medical  Student  Association 

14,000 

16,000 

16,000 

597,000 

598,500 

593,000 

Member  Services 

Impaired  Physicians  Program 

252,000 

252,000 

275,000 

Annual  Meeting 

105,000 

95,000 

115,000 

Professional  Liability 

45,000 

40,000 

45,000 

Membership  Directory 

43,000 

43,000 

45,000 

445,000 

430,000 

480,000 

Publication 

NEW  JERSEY  MEDICINE 

272,000 

253,100 

259,000 

Donation 

Grant  to  MSNJ  Medical  Student  Loan  Fund 

3,000 

3,000 

3,000 

General  Administrative 
And  Operating  Expenses 

Building  operations 

(including  depreciation) 

405,000 

406,600 

431,200 

Insurance 

1 10,000 

122,500 

147,000 

Payroll  taxes 

68,000 

68,000 

71,000 

Other  general  office  cost 

179.000 

145.200 

1 75,800 

762,000 

742,300 

825,000 

Total 

83,124.000 

83,043,700 

83,260.000 

There  was  much  discussion  on  the  amount  allocated  to  public  relations.  Many  delegates  felt  that  this 
amount  should  be  increased  either  through  a dues  increase  or  by  special  assessment.  Gerald  L.  Andriole.  M.D., 
Vice-President  of  the  Pennsylvania  Medical  Society,  reported  on  the  mandatory  $55  per  year  three-year 
assessment  for  public  relations  in  the  Pennsylvania  Medical  Society  budget. 

The  Reference  Committee  recommends  the  approval  of  recommendations  1 through  5. 

HOUSE  ACTION:  Approved. 

The  Reference  Committee  recommends  that  the  report  be  filed. 

HOUSE  ACTION:  Filed. 
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Committee  on  Annual  Meeting 


Frank  R.  Romano,  sr.,  m.d.,  chairman,  dunnelen 
(Reference  Committee  “B”) 

The  1987  House  of  Delegates  will  meet  on  three 
consecutive  days,  beginning  with  its  opening  session 
on  Thursday  afternoon,  April  30.  The  election  will  be 
held  on  Friday,  May  1,  and  the  last  session  of  the  House 
will  be  held  on  Saturday.  Reference  committees  are 
scheduled  to  meet  on  Thursday  and  Friday  afternoons 
(April  30  and  May  1.)  The  Inaugural  Reception  and 
Dinner  honoring  President-Elect  and  Mrs.  Harry  M. 
Carnes  will  be  held  on  Saturday,  May  2. 

The  general  session,  scheduled  for  8:30  am..  Sunday, 
May  3,  will  be  on  how  health  rationing  has  affected 
physician  judgment  and  autonomy.  The  title  is  ‘The 
Impact  of  Health  Care  Rationing  on  Physician  Auton- 
omy: The  Cases  of  Generic  Substitution  and  DRGs.” 

JEMPAC’s  Political  Forum  will  be  at  5:00  p.m.  on 
Friday,  May  1,  to  be  followed  by  the  JEMPAC  Wine  and 
Cheese  Reception  at  5:45  p.m.  The  Honorable  Matthew 
J.  Rinaldo,  House  of  Representatives,  7th  District,  New 
Jersey  will  be  the  featured  speaker. 

Arrangements  have  been  made  for  a meeting  pack- 
age rate  at  the  Americana  Host  Farm  Resort  based  on 
the  Modified  American  Plan,  including  dinner  and 
breakfast  daily,  the  Cabaret  entertainment  featuring  a 
different  show  each  evening  at  no  extra  cost,  state  sales 
tax,  all  gratuities  covering  bellmen  for  in/out  luggage 
service,  chambermaids,  and  all  meal  service  as  out- 
lined, with  the  cost  of  the  Inaugural  Dinner  on  Satur- 
day included. 

Housing  applications  were  sent  to  all  component 
medical  societies,  and  copies  have  appeared  in  NEW 
JERSEY  MEDICINE,  the  journal  of  the  Medical  Society 
of  New  Jersey. 

The  Advance  Convention  Program  was  mailed  in 
March. 

There  will  be  adequate  space  for  exhibits  in  the 
Exhibit  Hall. 

The  Medical  Inter-Insurance  Exchange  of  New  Jer- 
sey will  sponsor  a Coffee  Lounge  in  the  Exhibit  Hall. 

The  New  Jersey  Society  of  Medical  Assistants  again 
will  sponsor  the  Message  Center. 

The  1986  House  of  Delegates  approved  the  Commit- 
tee’s recommendation  that  the  222nd  Annual  Meeting 
be  held  at  the  Bally’s  Park  Place  Casino  Hotel,  in  Atlan- 
tic City,  Thursday,  May  19  to  Sunday,  May  22,  1988. 

A revised  proposal  for  the  1988  Annual  Meeting  was 
submitted  by  Bally’s  Park  Place  Casino  Hotel,  advising 
MSNJ  that  Bally’s  cannot  guarantee  our  group  550 
rooms  for  Thursday,  Friday,  and  Saturday,  May  19,  20, 
and  21,  1988,  respectively,  due  to  the  construction  of 
the  800  room  tower.  However,  Bally’s  offered  the  follow- 


ing room  block:  Bally’s:  250  rooms  blocked  and  all 
function  space  committed  to  MSNJ;  Claridge:  200 
rooms  blocked,  however,  since  we  have  a large  block 
of  rooms  over  the  weekend,  we  were  requested  to  have 
several  food  and  beverage  functions  at  the  Claridge; 
and  Sands:  75  rooms  blocked. 

When  notified  by  Bally’s  that  the  1988  Annual  Meet- 
ing would  have  to  be  fragmentized  between  three  ho- 
tels, contact  was  made  with  Resorts  International 
Casino-Hotel. 

The  Committee  reviewed  the  revised  proposal  for  the 
Annual  Meeting  submitted  by  Bally’s  and  the  letter  of 
agreement  from  Resorts  Taj  Mahal. 

It  was  the  consensus  of  the  Committee  that  the 
Board  consider  negotiation  with  Resorts  Taj  Mahal  for 
the  1988,  1989,  and  1990  Annual  Meetings. 

The  Board  of  Trustees,  at  its  September  21,  1986 
meeting,  approved  the  Committee’s  recommendations 
that  the  1988,  1989,  and  1990  Annual  Meetings  be 
held  at  the  Resorts  Taj  Mahal  Casino  Hotel,  in  Atlantic 
City,  New  Jersey. 

RECOMMENDATIONS : 

1.  That  the  222nd  Annual  Meeting  be  held 
Resorts  Taj  Mahal  Casino  Hotel,  in  AtlanticjSffyTNew 
Jersey,  Thursday,  April  28  to  Sundatyrd'Ctay  1,  1988. 

2.  That  the  223rd  Annual^leefing  be  held  at  the 
Resorts  Taj  Mahal  Casipp^Hotel,  in  Atlantic  City,  New 
Jersey,  Thursda^Mdyl8  to  Sunday,  May  21,  1989. 

3.  Thatjjae''224th  Annual  Meeting  be  held  at  the 
Resm^'Taj  Mahal  Casino  Hotel,  in  Atlantic  City,  New 

fsey,  Thursday.  May  17  to  Sunday,  May  20,  1990. 

The  Reference  Committee  recommends  the  ap- 
proval of  Recommendations  1 through  3. 

Amended  by  the  House  to  read 

1.  That  the  222nd  Annual  Meeting  be  held  at  the 
Resorts  Taj  Mahal  Casino  Hotel,  Atlantic  City,  New 
Jersey,  Thursday,  April  28  to  Sunday,  May  1,  1988. 

2.  That  the  Committee  on  Annual  Meeting  consider 
the  Meadowlands  Complex,  along  with  Resorts  Taj 
Mahal  Casino  Hotel  for  the  1989  Annual  Meeting. 

3.  That  the  Committee  on  Annual  Meeting  consider 
the  Meadowlands  Complex,  along  with  Resorts  Taj 
Mahal  Casino  Hotel  for  the  1990  Annual  Meeting. 

HOUSE  ACTION:  Adopted  as  amended  by  the 
House. 

The  Reference  Committee  recommends  that  the 
report  be  filed. 

HOUSE  ACTION:  Filed. 
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Nominations  for  Emeritus  Membership 

(Reference  Committee  “B”) 


The  following  nominations  for  election  to  emeritus 
membership  at  the  1987  Annual  Meeting  have  been 
received  from  the  component  societies.  Conforming  to 
the  provisions  of  the  Bylaws,  Chapter  I— Membership, 
Section  1— Composition  (d),  all  nominees  have  been 
members  in  good  standing  of  a component  society  and 
who  by  reason  of  age  or  infirmity  have  retired  from  the 
active  practice  of  medicine,  or  members  of  this  Society 
who  have  been  disabled  by  reason  of  military  service. 

Atlantic  County 

James  A.  Mason,  IV,  M.D.,  Ventnor  City;  age  66 
Gene  N.  Schraeder,  M.D.,  Pleasantville;  age  70 
Louis  A.  Trevisan,  M.D.,  Somers  Point;  age  63 

Bergen  County 

Frank  R Begen,  M.D..  Bayshore,  NY  (formerly  Teaneck); 
age  61 

Alfred  Del  Vecchio,  M.D.,  Forked  River;  age  62 
Vera  J.  Grimes,  M.D.,  Richmond,  VA  (formerly 
Teaneck);  age  69 

Edna  M.  Habeeb,  M.D.,  Mahwah;  age  76 
John  C.  Hoover,  M.D.,  Wyckoff;  age  68 
Louis  Labartino,  M.D.,  Mattituck,  NY  (formerly 
Montvale);  age  66 

John  W.  Lathen,  M.D.,  Cliffside  Park;  age  71 
Frank  S.  Linane,  M.D.,  Glen  Rock;  age  83 
Sanford  A Luria.  M.D.,  Tamarac,  FL  (formerly 
Teaneck);  age  79 

Thomas  J.  O'Connor,  M.D.,  Ridgewood;  age  61 
Henry  M.  Omstein,  M.D.,  River  Vale;  age  49 
Francesco  A Rizzo,  M.D.,  Cresskill;  age  59 
Edo  J.  Salva  M.D.,  Leonia  age  78 
Michael  G.  Salz,  M.D.,  Westwood;  age  64 
Florence  S.  Schlam,  M.D.,  Oradell;  age  62 
Joanne  R Smith,  M.D.,  Glen  Rock;  age  66 
Thomas  J.  Sperber,  M.D.,  Oradell:  age  69 
Heljo  Tannberg,  M.D.,  Demarest;  age  66 
Jacob  J.  Vargish,  M.D.,  Fort  Lee;  age  70 

Camden  County 

Jack  S.  Biesenkamp,  M.D.,  Cherry  Hill;  age  64 
Sandra  S.  Deutchman,  M.D.,  Collingswood;  age  53 
Charles  F.  Grabiak,  M.D.,  Haddonfield;  age  67 
Jacob  C.  Lippincott,  M.D.,  Stratford;  age  63 

Essex  County 

Frances  R Abel,  M.D.,  West  Orange;  age  65 
Seward  J.  Baker,  M.D.,  Livingston;  age  66 
Karolina  Bein,  M.D.,  South  Orange;  age  65 
Salvatore  Bongiovanni,  M.D.,  Springfield;  age  72 
Robert  J.  Brinning,  M.D.,  East  Orleans,  MA  (formerly 
Montclair);  age  62 

Ralph  L.  DeFilippis,  M.D.,  Orange;  age  70 
Nathan  J.  Dubinett,  M.D.,  Belleville;  age  61 
Jerome  Gelb,  M.D.,  Westfield;  age  79 
Frank  Giuffra,  M.D.,  Montclair;  age  78 
Stefanie  M.  Huk,  M.D.,  South  Orange;  age  66 
Clifford  Joseph.  M.D.,  North  Caldwell;  age  65 


Arnold  M.  Kallen,  M.D.,  Livingston;  age  75 
Maurice  J.  Leon,  M.D.,  Bethesda,  MD  (formerly 
Upper  Montclair);  age  71 
John  F.  Long,  M.D.,  Kearny:  age  82 
John  E.  Masterson,  M.D.,  Pawley's  Island,  SC  (formerly 
Glen  Ridge);  age  64 

Robert  H.  Muller,  M.D.,  Montclair;  age  66 
Walter  A Petiyshyn,  M.D.,  Essex  Fells;  age  65 
Peter  G.  Regan,  M.D.,  Verona;  age  63 
Seymour  Taffet,  M.D.,  Cedar  Grove;  age  69 
Doris  F.  N.  White,  M.D..  Plainsboro;  age  72 

Gloucester  County 

Robert  E.  Booth,  M.D.,  Haddonfield:  age  68 
David  R Brewer,  Jr..  M.D.,  Bonita  Springs,  FL  (formerly 
Mullica  Hill);  age  68 

Hudson  County 

Gregory  Jawny,  M.D.,  Rutherford;  age  87 
Ross  J.  Simpson,  M.D.,  Bayonne;  age  68 
Juliana  C.  Swiney,  M.D.,  Bayonne;  age  77 

Hunterdon  County 

Alexander  Mitchell,  M.D.,  Flemington;  age  68 

Mercer  County 

Joseph  R Bums,  M.D.,  Trenton;  age  77 
Arthur  R Errion.  M.D.,  Salem,  MA  (formerly 
Pleasantville):  age  71 
Joyce  A Harlin,  M.D.,  Pennington:  age  56 
Raymond  A McCormack,  Jr.,  M.D.,  Trenton:  age  70 
Augusto  S.  Rivero,  M.D.,  St.  Peterburg,  FL  (formerly 
Trenton);  age  63 

Horace  M.  Shaffer,  M.D.,  Trenton;  age  64 
Sherwood  Vine,  M.D.,  Trenton;  age  66 

Middlesex  County 

Adrienne  M.  Krausz,  M.D.,  Westport,  CT 
(formerly  Somerset) 

Guillermo  E.  Troncoso,  M.D..  New  Brunswick;  age  59 

Monmouth  County 

Samuel  S.  Adler,  M.D.,  Fair  Haven;  age  84 
Joel  Feldman,  M.D.,  Seal  Beach,  CA  (formerly 
Red  Bank);  age  81 

Tania  Jurtshuk.  M.D.,  Princeton;  age  52 
N.  Craig  Roberts,  M.D.,  Ocean;  age  74 
Albert  Schmidt,  M.D.,  San  Diego,  CA  (formerly  Sea 
Girt);  age  79 

Morris  County 

Irvin  M.  Cleveland,  M.D.,  Morristown;  age  66 
Alvin  R.  Mintz,  M.D.,  Morristown;  age  73 
John  W.  Roy.  M.D.,  Mountain  Lakes;  age  67 

Ocean  County 

Pascal  Friscia,  M.D.,  Bricktown;  age  73 
Thomas  S.  Lynch,  M.D.,  Tuckerton:  age  62 
James  S.  Meehan,  M.D.,  Lakehurst;  age  68 
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Passaic  County 

Henry  Buklad,  M.D.,  Passaic,  age  69 
Theodore  Ceraolo,  M.D.,  Wayne:  age  62 
Armand  De  Rosa,  M.D.,  Chatham;  age  81 
Rowena  T.  Y.  Li,  M.D.,  Saddle  River;  age  66 
Carrol  R McCune,  M.D.,  Pompton  Plains;  age  64 
Richard  W.  Rado,  M.D.,  Pompton  Plains;  age  60 
Anthony  J.  Santoro,  M.D.,  Paterson;  age  69 
Arthur  L.  Silverstein,  M.D.,  Amagansett,  NY 
(formerly  Passaic);  age  62 
Herbert  Staniszewski,  M.D.,  North  Haledon;  age  69 
Aileen  C.  Thorbum,  M.D.,  Waldwick;  age  61 
Albert  Van  Eerde,  M.D.,  Wayne;  age  65 
Stephen  L.  Weisman,  M.D.,  Paterson;  age  77 

Salem  County 

Charles  B.  Norton,  Jr.,  M.D.,  Woodstown;  age  69 

Somerset  County 

Robert  V.  Anderson,  M.D.,  Neshanic  Station;  age  62 
Ernest  R Gentile,  M.D.,  Somerville;  age  72 
Joseph  J.  Kinney,  M.D.,  Bridgewater;  age  61 
Arthur  G.  Sullivan,  Jr„  M.D.,  Bound  Brook;  age  62 


The  following  additional  nominations  for  election  to 
emeritus  membership  have  been  received: 

Atlantic  City 

Amedeo  A Barbanti,  M.D.,  Northfield;  age  66 

Bergen  County 

Richard  Lange,  M.D.,  Ridgewood;  age  64 
Francesco  Spiaggia,  M.D.,  Fort  Lee;  age  74 
Mary  T.  Zemaitis,  M.D.,  Leonia  age  67 


Laura  V.  Van  Dyke,  M.D.,  Bound  Brook;  age  66 

Union  County 

Robert  M.  Carducci,  M.D.,  Holmdel;  age  50 
Joseph  A Cox,  M.D.,  Short  Hills;  age  64 
Bela  R Der,  M.D.,  New  York,  NY  (formerly  Elizabeth); 
age  69 

Alice  E.  Drumm,  M.D.,  Orlando,  FL  (formerly 
Springfield);  age  64 

Robert  G.  Fisher,  M.D.,  Plainfield;  age  70 
Samuel  Goldberg,  D.O.,  Elizabeth;  age  69 
Dominic  A Introcaso,  M.D.,  Clark;  age  59 
Lorraine  L.  Jones,  M.D.,  Plainfield;  age  67 
George  Knauer,  Jr.,  M.D.,  Hillside;  age  68 
Edward  N.  A Partenope.  M.D.,  Colonia  age  62 
Peter  P.  Poulos,  M.D.,  Elizabeth;  age  65 
Richard  W.  Taylor,  M.D.,  Summit;  age  64 
Charies  B.  Terhune,  M.D.,  Falls  Church,  VA 
(formerly  Chatham);  age  64 

The  Reference  Committee  recommends  that  the 
nominations  be  approved. 

HOUSE  ACTION:  Approved. 

Middlesex  County 

Paul  F.  Zito,  M.D.,  Perth  Amboy;  age  70 

Passaic  County 

Won  Bong  Hahn,  M.D.,  Passaic;  age  60 

The  Reference  Committee  recommends  that  the 
nominations  be  approved. 

HOUSE  ACTION:  Approved. 


Supplemental  Report  #1: 


Supplemental  Report  #2: 

The  following  additional  nomination  for  election  to 
emeritus  membership  has  been  received: 

Essex  County 

Donald  P.  Green,  M.D.,  North  Caldwell;  age  61 

Supplemental  Report  #3 

The  following  additional  nominations  forelection  to 
emeritus  membership  have  been  received: 

Bergen  County 

Ambrose  P.  Boyle,  M.D.,  Teaneck;  age  64 
Burton  L.  Stekler,  M.D.,  Glen  Rock;  age  62 


The  Reference  Committee  recommends  that  the 
nomination  be  approved. 

HOUSE  ACTION:  Approved. 


Burlington  County 

Robert  A Murphy,  M.D.,  Mount  Holly;  age  65 
Roland  P.  Stratton,  M.D.,  Mount  Holly;  age  64 

The  Reference  Committee  recommends  that  the 
nominations  be  approved. 

HOUSE  ACTION:  Approved. 
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Introduced  by:  Bergen  County  Medical  Society 
Subject:  Annual  Meeting  Site 

Referred  to:  Reference  Committee  “B” 

Whereas,  more  than  50  percent  of  the  delegates  to 
the  Annual  Meeting  are  within  one  hour’s  drive  of  East 
Rutherford,  New  Jersey:  and 

Whereas,  traffic,  accessibility,  and  facilities  are  at  the 
maximum:  and 

Whereas,  the  hotel  facility  shows  eveiy  indication  of 
providing  all  the  amenities  necessary  for  a successful 
convention:  and 

Whereas,  the  1988  convention  already  is  contracted 
for  Atlantic  City;  now  therefore  be  it 

Resolved,  that  the  Committee  on  Annual  Meeting 
make  every  effort  to  obtain  the  Sheraton  Meadowlands 


Hotel  for  the  Annual  Meeting  in,  1 989,  or  as  soon  there- 
after as  contractual  obligations  will  permit. 

Frank  R.  Romano,  Sr..  M.D..  Chairman  of  the  Com- 
mittee on  Annual  Meeting,  reported  that  the  facilities 
of  the  Sheraton  Meadowlands  are  not  adequate;  the 
meeting  rooms  are  not  large  enough;  there  is  no  room 
for  exhibitor  space;  and  the  restaurant  is  not  satisfac- 
tory. 

The  Reference  Committee  recommends  that  Res- 
olution # 16  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  *16  was  re- 
jected. 


Resolution  #24 

Introduced  by:  Frank  J.  Primich,  M.D.,  Delegate,  Hudson  County 
Subject:  Mandatory  Assessment  for  Patient  Education 

Referred  to:  Reference  Committee  “B” 


Whereas,  the  physician  image  continues  to  de- 
teriorate: and 

Whereas,  any  hope  of  resolution  of  the  growing  va- 
riety of  problems  that  confront  physicians  rests  upon 
their  ability  to  regain  public  support:  and 
Whereas,  most  of  the  uncomplimentary  information 
being  circulated  readily  can  be  refuted,  if  physicians 
were  given  the  opportunity:  and 
Whereas,  “free"  access  to  the  press  and  media  is,  at 
best,  limited,  and  "buying"  that  access  costs  much 
more  than  budgetary  allowance;  and 
Whereas,  there  still  are  many  valid  examples  of  ben- 
efits to  patients  that  would  evolve  from  physicians 
being  relieved  of  the  discriminatory  burden  that  is 
being  forced  upon  them:  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jejsef 
enact  a mandatory  assessment  of  Si 00  to  furta  ad- 
ditionally the  activities  of  the  Council  op^Public  Rela- 
tions; and  be  it  further 

Resolved,  that  the  Board  of^ustees  be  empowered 
to  modify  that  assessmerjl^cfti their  discretion,  in  cases 
of  individual  hardsb*{5;  and  be  it  further 

Resolved,  theft  the  information  disseminated 
through  dw^program  be  referred  to  as  "patient  educa- 
tionb^ather  than  the  seemingly  self-serving  desig- 
Hcffion  of  public  relations. 

The  Committee  felt  that  the  third  Resolved  should 


be  deleted  because  two  separate  issues  are  being 
addressed,  the  subject  of  the  Resolution  being  man- 
datory assessment  and  not  a name  change. 

The  Reference  Committee  recommends  that  the 
following  Substitute  Resolution  be  adopted : 

Resolved,  that  the  Medical  Society  of  NewJpps^y 
enact  a mandatory  assessment  ofS^Q^for  three 
years  to  additionally  fundtfi^activities  of  the 
Council  on  Public  RelgXiofis;  and  be  it  further 
Resolved,  thjiP' fife  Board  of  Trustees  be  em- 
powerefL4<rmodify  that  assessment  at  their  discre- 
ti&rcfm  cases  of  individual  hardship. 

Amended  by  the  House  to  read : 

Resolved,  that  the  Medical  Society  of  New  Jersey 
enact  an  immediate  mandatory  assessment  of  $100 
for  one  year  to  additionally  fund  the  activities  of  the 
Council  on  Public  Relations;  and  be  it  further 
Resolved,  that  the  Board  of  Trustees  be  em- 
powered to  modify  that  assessment  at  their  discre- 
tion, in  cases  of  individual  hardship;  and  be  it 
further 

Resolved,  that  the  Board  of  Trustees  explore  op- 
portunities for  cooperation  with  neighboring  state 
societies  (Delaware,  New  York,  Pennsylvania,  and 
Connecticut)  in  the  sponsorship  of  media  programs. 

HOUSE  ACTION:  Adopted  as  amended  by  the 
House. 
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Reference  Committee  “C” 


Reports: 

COUNCIL  ON  MEDICAL  SERVICES 
RESOLUTIONS  *1,  *2,  *11,  *13,  *22, 
*23,  *25,  *31E,  *32E 


Members: 

Ralph  A.  Skowron,  M.D.,  Chairman.  Camden 

John  W.  Holdcrqft,  M.D.,  Gloucester 

William  E.  Ryan,  M.D.,  Mercer 

Victor  J.  Weil,  M.D.,  Passaic 

Suzanne  A.  Widrow,  M.D.,  Morris 

Harold  R.  Reeve,  M.D.,  Alternate  Member.  Burlington 


Council  on  Medical  Services 


Joseph  W.  Fleisher,  m.d.,  chairman,  bayonne 
(Reference  Committee  “C”) 

The  Council  is  charged  with  the  responsibility  of 
studying  and  evaluating  matters  relevant  to  mainte- 
nance and  advancement  of  the  standards  and  charac- 
ter of  the  medical  practice  in  New  Jersey  and  the  in- 
vestigation of  the  economic  and  social  aspects  of  medi- 
cal care. 

1986  Resolution  *11,  Investigation  of  Prudential 
Insurance  Company’s  Methods  of  Medicare  Reim- 
bursement. Resolution  *11,  adopted  by  the  1986 
House  of  Delegates,  was  referred  by  the  Board  of  Trust- 
ees to  the  Council  on  Medical  Services  for  implementa- 
tion. The  Council’s  recommendations,  submitted  in  an 
attempt  to  answer  the  intent  of  the  Resolution,  were 
adopted  as  follows: 

1.  That  the  Medical  Society  of  New  Jersey  request 
Prudential  to  set  up  a mechanism  whereby  attending 
physicians  (participating  and  nonparticipating)  are 
notified  of  all  denials  of  claims  for  reimbursement:  and 
that  the  Medical  Society  of  New  Jersey  notify  members 
of  Congress  and  the  Task  Force  Coalition  with  Senior 
Citizens  that  beneficiaries  are  being  denied  payment 
of  claims  and  unless  physicians  are  notified  by  car- 
riers, they  cannot  assist  patients  in  appeal. 

2.  That  Prudential  be  urged  to  hold  seminars  and 
distribute  bulletins  to  physicians,  by  specialty,  explain- 


ing CPT-4  coding,  filling  out  claims  forms,  and  Pruden- 
tial's payment  guidelines. 

3.  That  Prudential  be  requested  to  publish  a list  of 
their  physician  consultants. 

4.  That  the  Council  be  authorized  to  look  at  ongoing 
problems,  and  hold  future  discussion  with  Prudential. 

The  first  three  recommendations  were  forwarded  to 
the  Prudential  Insurance  Company  since  they  relate  to 
Prudential's  responsibilities  as  the  New  Jersey  Medi- 
care Part  B carrier.  In  response  to  the  Society's  re- 
quests, Prudential  noted  that  they  have  repeatedly  met 
their  responsibilities  in  the  area  of  seminars  and  the 
distribution  of  bulletins,  and  that  they  could  not  com- 
ply with  the  Society’s  requests  regarding  furnishing  a 
list  of  their  physician  consultants  or  notifying  phy- 
sicians of  denials  of  claims  for  reimbursement.  How- 
ever, a provision  in  the  recently  passed  Omnibus 
Budget  Reconciliation  Act  of  1986  (OBRA)  may  allow 
the  dissemination  of  denial  information  to  providers 
regardless  of  assignment  status  beginning  in  October 
1987. 

The  Reference  Committee  recommends  that  the 
report  be  filed. 

HOUSE  ACTION:  Filed. 
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Resolution  #l 

Introduced  by:  Charles  Harris,  M.D.,  Delegate,  Ocean 
Subject:  Complete  Documentation  of  Charts 

Referred  to:  Reference  Committee  “C” 

Whereas,  the  Medical  Society  of  New  Jersey  is  dedi- 
cated to  maintaining  the  highest  standards  of  medical 
practice:  and 

Whereas,  there  is  no  regulation  that  requires 
documentation  in  hospital  records  of  various  hospital 
deficiencies,  and  the  reason  for  the  lapses,  such  as: 
a mix-up  in  medications; 

b.  lapse  in  the  arrival  of  medications: 

c.  skipped  or  omitted  doses;  and 

d.  institutional  abuse  of  patients: 

(1)  missed  meals, 

(2)  patients  lying  on  stretchers  for  prolonged 
periods  waiting  for  x-rays, 

(3)  not  enough  blankets  for  patients  in  chilled 
atmospheres, 

(4)  patients  lying  in  their  own  ordure, 

(5)  patients  in  rooms  improperly  cleaned,  and 

(6)  bathrooms  soiled:  and 

Whereas,  there  is  no  appropriate  documentation  of 
these  problems  so  they  cannot  be  corrected;  and 
Whereas,  the  Board  of  Nursing  does  not  require  that 
these  problems  be  documented  by  nurses;  and 
Whereas,  proper  hostelry  care  influences  the  hospital 

Resolution  #2 

Introduced  by: 

Subject: 

Referred  to: 

Whereas,  the  Medical  Society  of  New  Jersey  is  dedi- 
cated to  the  highest  standards  of  medical  practice,  and 
protection  of  the  health  of  its  patients;  and 
Whereas,  Medicare  law  reimburses  chiropractors 
only  for  diagnosis  and  treatment  of  subluxation;  and 
Whereas,  Medicare  law  requires  that  subluxation  be 
documented  by  x-ray;  and 
Whereas,  subluxation  of  the  level  treated  by 
chiropractors  cannot  be  documented  by  x-ray;  and 
Whereas,  this  prerequisite  for  chiropractic  reim- 
bursement imposes  unnecessary  x-ray  by  law  on  the 
elderly;  and 

Whereas,  by  so  doing  Congress,  in  effect,  is  practic- 
ing medicine;  and 

Whereas,  there  is  no  peer  review  to  determine  how 
many  cases  of  subluxation  treated  by  chiropractors 
and  reimbursed  by  Medicare  actually  represent 
subluxation;  and 

Whereas,  this  bizarre  law  is  politically  motivated;  and 
Whereas,  chiropractic  x-rays  may  indeed  overlook 
pathology  other  than  chiropractic  subluxation,  thus 
creating  a false  sense  of  security;  now  therefore  be  it 
Resolved,  that  in  the  interests  of  the  highest  stan- 
dards of  the  medical  profession,  the  Medical  Society  of 
New  Jersey  call  to  the  attention  of  Congress  that  the 
Medicare  law  as  it  applies  to  chiropractors  is  an  in- 
trusion into  medical  practice  that  borders  on 
chicanery,  since  the  diagnosis  of  this  degree  of 


County 


course  of  our  patients;  and 
Whereas,  adverse  outcome  may  be  the  result  of  these 
lapses  in  patient  care;  and 
Whereas,  these  lapses  are  undocumented  and  the 
reasons  for  them  are  undocumented,  and  the  chart  is 
incomplete  with  respect  to  patient  care;  and 
Whereas,  there  is  no  known  hospital  in  which  this 
documentation  is  written  policy:  now  therefore  be  it 
Resolved,  that  the  Medical  Society  ofNeiiuJerse^ 
recommend  that  the  Boani_j3f-4ytTr^^  its 

nurses  todoccunen+Tt^sons  for  deficiencies  in  patient 

The  Reference  Committee  agreed  that  it  is  not 
within  the  purview  of  the  Medical  Society  of  New 
Jersey  to  dictate  to  the  New  Jersey  Board  of  Nursing. 

The  Reference  Committee  recommends  that  the 
following  Substitute  Resolution  be  adopted: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
establish  a liaison  with  the  Board  of  Nursing  of  New 
Jersey  concerning  documentation  of  deficiencies  in 
patient  care. 

HOUSE  ACTION:  Adopted  as  amended  by  the 
House. 


subluxation  by  x-ray  never  has  been  substantiated; 
and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey  call 
upon  Congress  to  define  the  radiological  criteria  of 
subluxation  that  they  require  before  reimbursement  is 
made;  and  be  it  further 

Resolved,  that  if  Congress  insists  that  subluxation 
by  x-ray  is  real,  then  it  should  require  radiological 
evidence  of  successful  treatment  before  reimburse- 
ment is  rendered. 

The  Reference  Committee  recommends  that  the 
following  Substitute  Resolution  be  adopted: 

Resolved,  that  in  the  interests  of  the  highest  stan- 
dards of  the  medical  profession,  the  Medical  So- 
ciety of  New  Jersey  call  to  the  attention  of  Congress 
that  the  Medicare  law  as  it  applies  to  chiropractors 
is  an  intrusion  into  medical  practice,  since  the 
diagnosis  of  this  degree  of  subluxation  by  x-ray 
never  has  been  substantiated;  w medical  science t 
and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
call  upon  the  American  Radiographic  Society  Col- 
lege of  Radiology  to  define  for  Congress  the  radio- 
logical criteria  of  subluxation  that  Congress  they 
requires  before  reimbursement  is  made. 

HOUSE  ACTION:  Not  adopted.  Resolution  *2  and 
Substitute  Resolution  #2  were  referred  to  the  Board 
of  Trustees. 


Charles  Harris,  M.D.,  Delegate,  Ocean  County 
Subluxation  and  Medicare  Reimbursement 
Reference  Committee  “C” 
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Resolution  # 1 1 

Introduced  by:  Essex  County  Medical  Society 

Subject:  Hospitals  Limited  to  Participating  Physicians 


Referred  to:  Reference  Committee  “C” 

Whereas  part  of  the  federal  government’s  “incentives 
for  participation"  package  of  the  Omnibus  Budget  Rec- 
onciliation Act  of  1986  on  Medicare  nonparticipating 
physicians,  calls  for  hospital  personnel,  starting  Octo- 
ber 1987,  if  referring  a Medicare  patient  to  a non- 
participating physician  for  further  care  on  an  outpa- 
tient basis,  to  so  inform  the  patient  and,  where  prac- 
ticable, identify  a qualified  participating  physician: 
and 

Whereas,  on  a practical  level,  many  hospitals  may 
respond  to  this  law  by  listing  only  participating  phy- 
sicians for  recommendation  because  this  is  easier  to 
administer,  yet  this  will  limit  choice  of  physicians  to 
local  patients:  and 

Whereas,  this  implies  that  participating  physicians 
are  somehow  better:  and 

Whereas,  this  could  suggest  to  patients  that  non- 
participating physicians  do  not  treat  Medicare  pa- 
tients or  do  not  accept  any  Medicare  assignment,  or 
are  not  allowed  to  treat  Medicare  patients;  now  there- 
fore be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 


Resolution  #13 

Introduced  by:  Essex  County  Medical  Society 
Subject:  Disability  Benefit  Forms 

Referred  to:  Reference  Committee  “C” 

Whereas,  the  practicing  physician  today  is  increas- 
ingly burdened  with  paperwork;  and 

Whereas,  preparation  of  disability  forms  is  time  con- 
suming; and 

Whereas,  time  is  required  to  research  material  and 
prepare  the  forms  involved;  and 

Whereas,  recompense  by  the  government  is  minimal 
(SlO)  and  unrealistic,  in  relation  to  the  time  expended; 
now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
review  the  allowance  as  compared  to  time  required  for 
completing  state  disability  determination  forms,  and 


write  to  all  appropriate  national  legislators  to  atfgifrpl 
to  rescind  the  "incentive”  regarding  hospttSfreferral 
of  Medicare  patients  to  participat«i|fphysicians  as  of 
October  1987;  and  be^ii^ftlrther 
Resolved^Jiiat^flTe  Medical  Society  of  New  Jersey 
inhpduct^asimilar  resolution  to  the  AMA,  the  intent 
dfwhich  is  to  amend  this  law  appropriately. 

The  Reference  Committee  recommends  that  the 
following  Substitute  Resolution  be  adopted: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
write  to  all  appropriate  national  legislators  to  re- 
scind the  “incentive"  regarding  hospital  referral  of 
Medicare  patients  to  participating  physicians  as  of 
October  1987;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
introduce  a resolution  to  the  AMA,  the  intent  of 
which  is  to  amend  this  law  and  any  regulations  to 
conform  to  the  original  intent  of federal  law— Title 
XVIII,  Health  Insurance  for  the  Aged  and  Disabled 
(Medicare),  Section  1801  and  Section  1802. 

HOUSE  ACTION:  Adopted  as  amended  by  the 
House.  (Underscoring  indicates  changes.) 


recommend  more  appropriate  compensation  to  the 
physician  by  the  New  Jersey  Department  of  Labor. 

The  Reference  Committee  favored  the  intent  of  Res- 
olution **13;  however,  they  felt  that  a more  specific 
clarification  of  the  means  to  accomplish  the  desired 
results  was  required. 

The  Reference  Committee  recommends  that  Res- 
olution **13  be  referred  to  the  Council  on  Medical 
Services  for  further  study  and  development  of  ap- 
propriate methodology. 

HOUSE  ACTION:  Adopted.  Resolution  **13  was  re- 
ferred to  the  Council  on  Medical  Services  for  further 
study  and  development  of  appropriate  methodology. 
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Resolution  #22 


Introduced  by:  Passaic  County  Medical  Society 
Subject:  Medicare  Reimbursement 

Referred  to:  Reference  Committee  “C” 

Whereas,  the  maximum  allowable  actual  charge 
(MAAC)  for  a physician  who  does  not  participate  in 
Medicare  is  calculated  on  his  or  her  actual  charges 
during  the  brief  base  period  April-June  1984;  and 
Whereas,  the  MAAC  for  any  charges  not  appearing 
in  a physician's  customary  charge  history  for  the 
period  April-June  1984  is  the  50  percentile  fee  in  a 
given  geographical  area:  and 
Whereas,  many  physicians  either  did  not  have  the 
opportunity  to  bill  under  a certain  code  during  the 
period  April-June  1 984  or  began  to  bill  under  a certain 
code  after  the  period  April-June  1984;  and 
Whereas,  this  system  of  computing  the  MAAC  can 
lead  to  inequities  in  payment,  such  as  a physician 
being  paid  less  for  an  infrequent  procedure  that  he  did 


not  perform  in  the  base  period  than  for  a more  com- 
mon procedure  that  he  did  perform  during  the  base 
period;  and 

Whereas,  many  approved  fees  for  1987  are  lower 
than  the  Medicare  approved  fees  for  the  same 
procedure  code  in  1986;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 
request  the  AMA  to  seek  legislative  and  regulatory 
changes  that  will  correct  the  inequity  in  the  maximum 
allowable  actual  charge  (MAAC)  for  nonparticipating 
physicians. 

The  Reference  Committee  recommends  that  Res- 
olution # 22  be  adopted. 

HOUSE  ACTION:  Adopted. 


Resolution  #23 

Introduced  by:  Frank  J.  Primich,  M.D.,  Delegate,  Hudson  County 


Subject:  Medicare  Nonparticipation 

Referred  to:  Reference  Committee  “C” 

Whereas,  Medicare  was  enacted  as  a supplemental 
health  care  insurance,  with  full  freedom  of  choice  on 
the  part  of  all  parties  involved:  and 
Whereas,  subsequent  policy  changes  and  judicial  in- 
terpretations have  negated  many  of  the  original  prom- 
ises; and 

Whereas,  physicians,  through  compassion  or  com- 
petition, usually  will  extend  such  discounted  fees  when 
the  need  is  demonstrable;  and 
Whereas,  only  materialistic  benefits,  such  as  market- 
ing and  direct  payment,  accrue  to  "participants":  and 
Whereas,  Medicare  eligibility  is  determined  essen- 
tially by  age,  and  fixed  fees  convert  the  program,  in 
many  cases,  to  “welfare  for  the  wealthy”;  and 

Whereas,  differential  payment  policies  are  unfair  to 
patients,  as  well  as  to  physicians,  and  can  be 
challenged  legally;  and 

Whereas,  coercive  attempts  to  force  physicians  into 
involuntary  servitude  are  certainly  grounds  for  re- 


sistance via  legal  channels;  and 

Whereas,  failure  to  resist  may  serve  to  pave  the  re- 
mainder of  the  road  to  socialized  medicine;  now  there- 
fore be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
and  the  AMA  advise  their  membership  that,  while  re- 
taining full  freedom  of  choice,  it  is  in  their  best  interest 
to  consider  rejecting  “participating”  status;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
and  the  AMA  enlist  every  legal  means  that  may  be 
available  to  rescind  those  recently  enacted  regulations 
which  unfairly  discriminate  against  health  care  pro- 
viders, and  jeopardize  the  quality,  availability,  and  af- 
fordability of  health  care  for  the  aged  and  the  infirm. 

The  Reference  Committee  recommends  that  Res- 
olution * 23  be  adopted. 

HOUSE  ACTION:  Adopted. 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Tr  21 


Resolution  #25 

Introduced  by:  Hospital  Medical  Staff  Section 

Subject:  Inappropriate  Interference  with  Physician-Patient  Relationship 

Referred  to:  Reference  Committee  “C” 


Whereas,  the  insurance  industry  seems  to  be  em- 
ploying nurses  as  coordinators  of  benefits;  and 
Whereas,  neither  the  patient  nor  the  doctor  clearly 
understands  whom  these  people  represent  or  the 
nature  of  that  representation:  and 
Whereas,  this  is  leading  to  disruption  in  the  doctor- 
patient  relationship  and  in  the  patient's  right  and 
ability  to  make  an  informed  consent:  now  therefore  be 
it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
request  the  Department  of  Insurance  and  the  in- 


Resolution #31E 

Introduced  by:  Essex  County  Medical  Society 
Subject:  Forced  Assignment  on  Laboratory  Fees 

Referred  to:  Reference  Committee  “C” 

Whereas,  a recent  Medicare  bulletin  announced  the 
forced  acceptance  of  reimbursement  on  assigned  basis 
of  diagnostic  laboratory  tests  performed  in  offices  by 
physicians:  and 

Whereas,  this  is  an  intrusion  on  the  practice  of 
medicine  which  should  not  go  unprotested;  and 
Whereas,  this  could  be  a first  step  in  the  enforce- 
ment of  accepting  all  Medicare  assignment  regardless 
of  economic  status;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
notify  Otis  R Bowen,  M.D..  Secretary,  Department  of 
Health  and  Human  Services,  and  William  L.  Roper, 
M.D.,  Administrator,  Health  Care  Financing  Adminis- 
tration. that  we  are  opposed  to  the  forced  acceptance 


Resolution  #32E 

Introduced  by:  Union  County  Medical  Society 
Subject:  Unfair  Fee  Discrimination 

Referred  to:  Reference  Committee  “C” 

Whereas,  the  Board  of  Trustees  of  the  Medical  So- 
ciety of  New  Jersey  opposes  any  proposal  by  Blue 
Cross/Blue  Shield  or  any  other  insurance  company  to 
reimburse  participating  physicians  differently  from 
nonparticipating  physicians  for  the  same  service;  and 
Whereas,  Blue  Cross/Blue  Shield  has  publicly  re- 
leased information  regarding  their  Medallion  Plan 
which  would  reimburse  nonparticipating  physicians 
at  80%  of  PACE  while  reimbursing  participating  phy- 
sicians at  PACE  level;  and 

Whereas,  any  differential  in  reimbursement  should 
be  based  only  on  degree  of  difficulty  of  a procedure 
and/or  medical  condition  of  the  patient;  and 

Whereas,  physicians  who  currently  are  signed  up 


surance  carriers  to  correct  the  inappropriate  inter- 
ference by  benefit  coordinators  in  the  doctor-patient 
relationship;  and  be  it  further 

Resolved,  that  the  Department  of  Insurance  be  re- 
quested to  require  that  carriers  using  patient  benefit 
coordinators  must  notify  the  physician  and  the  patient 
as  to  whom  they  are  representing  and  by  whom  they 
are  being  paid. 

The  Reference  Committee  recommends  that  Res- 
olution # 25  be  adopted. 

HOUSE  ACTION:  Adopted. 


of  reimbursement  on  assigned  basis  of  diagnostic  lab- 
oratory tests  performed  in  physicians’  offices;  and  be 
it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
draft  and  support  a resolution  to  the  AMA  opposing 
this  intrusion  into  the  practice  of  medicine;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
send  letters  of  protest  to  congreoomen  representatives 
and  senators  from  New  Jersey. 

The  Reference  Committee  recommends  that  Res- 
olution *31E  be  adopted,  with  an  editorial  change 
in  the  last  sentence.  (Italics  indicate  change.) 

HOUSE  ACTION:  Adopted. 


with  PACE  are  automatically  signed  up  by  Blue 
Cross/Blue  Shield  with  the  Medallion  Plan;  and 

Whereas,  the  Medical  Society  of  New  Jersey  has  writ- 
ten to  the  Insurance  Department  filing  a complaint 
regarding  the  differential  in  reimbursement;  now 
therefore  be  it 

Resolved,  that  the  position  adopted  by  the  Board 
of  T rustees  of  the  Medical  Society  of  New  Jersey  regard- 
ing the  Blue  Cross/Blue  Shield  Medallion  Plan  be 
brought  to  the  attention  of  the  membership  for  infor- 
mational purposes. 

The  Reference  Committee  recommends  that  Res- 
olution *32E  be  adopted 

HOUSE  ACTION:  Adopted. 


Tr  22 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Reference  Committee  “D” 


Reports: 
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Francis  A.  Deitmaring,  M.D.,  Hudson 

Alan  W.  Robbins,  M.D.,  Monmouth 

Carolyn  W.  Watson,  M.D.,  Essex 

Natalio  Damien,  M.D.,  Alternate  Member.  Monmouth 


Legislation 

Irving  P.  Ratner,  m.d.,  chairman,  willingboro 
(Reference  Committee  “D") 

This  report  presents  a summary  of  the  ultimate 
status  of  legislative  measures  of  primary  concern  dur- 
ing the  First  Annual  Session  of  the  202nd  Legislature. 
The  Council’s  operations,  together  with  a cumulative 
report  of  MSNJ's  official  positions  on  current  legisla- 
tion, are  reflected  regularly  in  the  official  bulletins  dis- 
patched to  State  Legislative  Keymen  and  to  component 
societies,  and  in  items  published  in  the  Membership 
Newsletter  section  of  NEW  JERSEY  MEDICINE,  the 
Journal  of  the  Medical  Society  of  New  Jersey. 

The  Council  on  Legislation  continues  its  established 
policy  of  inviting  an  official  representative  from  each 
specialty  society  to  all  Council  meetings.  A notice  an- 
nouncing the  date  of  each  of  the  Council’s  meetings 
also  is  sent  to  all  MSNJ  Official  Intermediaries  with 
New  Jersey  specialty  societies. 

The  Council  urges  that  more  representatives  attend 
its  meetings  so  that  it  may  have  the  benefit  of  the 
timely  thinking  of  specialty  societies  concerning  pro- 
posed legislation  affecting  the  specialty  fields. 

The  Council  on  Legislation  agreed,  in  order  to  fortify 
our  stand  on  legislative  bills  and  make  our  position 
known  throughout  the  Society,  that  it  be  a standing 
policy  to  invite  the  chairman  of  each  council  and 
standing  committee  to  attend  the  legislative  meetings 
and  to  give  them  the  right,  if  they  cannot  attend,  to 
select  a representative.  Recent  bylaw  amendments 
make  it  possible  for  one  Auxiliary  member,  one  resi- 
dent member,  and  one  student  member  appointed  by 
the  President,  to  serve  on  the  administrative  councils 
and  committees  for  a one-year  term  and  to  be  full 
voting  members  of  the  representative  council  or  com- 
mittee. 

Of  the  bills  reported  to  the  House  from  the  First 
Session  of  the  202nd  Legislature  the  following  was 
signed  into  Law: 

APPROVED 

S-13I6 — Creates  a task  force  on  adolescent  pregnancy  to 
make  recommendations  to  the  Governor  and  to  the  Legis- 
lature. 

LEGISLATIVE  UPDATE— COMPREHENSIVE  TORT 
REFORM  LEGISLATION 

The  Assembly  enacted  a tort  reform  package  which 
dealt  with  collateral  sources  of  income,  structured  pay- 
ments, limitation  on  noneconomic  damages,  and  joint 
and  several  liability.  An  effort  now  is  being  made  to 
amend  the  statute  of  limitations. 


There  has  been  little  or  no  progress  in  the  Senate. 
The  Judiciary  Committee,  controlled  and  influenced  by 
the  trial  bar,  has  refused  to  release  any  meaningful 
legislation.  The  prospects  for  success  are  not  en- 
couraging unless  every  doctor  contacts  every  state 
senator. 

FEDERAL  LEGISLATION 

The  1986  Medicare  Amendments  went  into  effect 
January  1,  1987.  AMA  efforts  to  have  responsible  legis- 
lation enacted  failed.  The  AMA  filed  a lawsuit  against 
the  federal  government  challenging  the  constitu- 
tionality of  the  act  and  its  bias  in  favor  of  physician 
participation.  The  preliminary  hearings  in  Texas  were 
all  decided  in  favor  of  the  Administration.  The  liti- 
gation was  complicated  by  suits  advanced  by  doctors 
other  than  those  covered  in  the  AMA  action.  An  appeal 
has  been  taken  and  should  be  ruled  upon  in  the  late 
spring.  Full  details  in  this  regard  appeared  in  the 
March  issue  of  NEW  JERSEY  MEDICINE. 

CURRENT  LEGISLATION  (1986) 

S-84 — Bubba — Criminal  Responsibility.  Abolishes  the  de- 
fense of  insanity  in  criminal  cases.  Disapproved,  because  this 
bill  is  not  in  accord  with  the  American  Psychiatric  Associa- 
tion's position  and  because  the  current  system  allows  a per- 
son's mental  capabilities  to  be  taken  into  account  in  the 
action  of  the  court. 

S-377 — Las  kin — Criminal  Responsibility.  Would  abolish 
the  defense  of  insanity,  but  would  allow  evidence  of  mental 
condition  to  be  considered  at  the  time  of  sentencing.  Disap- 
proved (same  as  S-84). 

S-808 — Dorsey— Immunization  of  School  Children.  Con- 
ditional Approval,  pending  an  amendment  with  the  proviso 
that  some  definition  of  the  age  group  for  this  immunization 
be  given. 

S-118I— O’Connor— Care  of  Newborns  (same  as  A-986). 
Disapproved,  with  Active  Opposition  if  the  bill  moves.  Cur- 
rent practice  assures  that  children  will  receive  good  medical 
care.  If  regulatory  controls  should  become  necessary,  they 
should  be  developed  by  the  Department  of  Health  and  the 
State  Board  of  Medical  Examiners. 

S-1367— Lynch— Contact  Lens  Dispensing.  Creates  the 
profession  of  contact  lens  dispensing  and  fitting  for  non- 
physicians and  non-optometrists.  Licensure  and  regulation 
would  be  through  the  Board  of  Examiners  of  Ophthalmic 
Dispensers  and  Ophthalmic  Technicians.  A prescription  by 
a licensed  optometrist  or  physician  would  be  required.  Disap- 
proved, with  active  opposition  if  the  bill  moves  to  that  por- 
tion of  the  bill  referring  to  the  fitting  of  contact  lenses,  be- 
cause MSNJ  does  not  feel  it  would  be  beneficial  to  the  health 
of  the  consumer.  Contact  lenses  improperly  used  or  fitted  may 
cause  irreparable  damage  to  the  cornea  The  fitting  of  the 
contact  lenses  should  be  done  by  the  prescribing  ophthalmol- 
ogist or  optometrist. 
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S-1377— Graves— Orthotists  and  Prosthetists.  Provides 
for  the  regulation  and  licensure  of  orthotists  and  prosthetists 
by  a separate  board  which  would  be  under  the  overall  direc- 
tion of  the  Director  of  Consumer  Affairs.  Orthotic  devices 
must  be  prescribed  by  a physician,  dentist,  or  podiatrist. 
Prosthetic  devices  must  be  prescribed  by  a licensed  physician. 
Disapproved,  because  the  Medical  Society  of  New  Jersey  is 
generically  opposed  to  the  creation  of  new  professional 
boards. 

S-1550— DiFrancesco— Catastrophic  Illness  in  Children 
Relief  Fund/Commission.  Conditional  Approval,  to  that 
portion  of  the  bill  that  might  misappropriately  direct  the 
transfer  of  the  financing  method  of  this  legislation  to  a taxa- 
tion amendment  instead  of  a health  insurance  surcharge. 

S-1685— Russo— Determination  of  Death.  Codifies  exist- 
ing case  law  that  recognizes  cardiorespiratory  and  also  brain 
death.  Approved. 

S-1696— Bassano— Pertussis  Vaccine— Public  Health.  Re- 
quires the  Department  of  Health  to  make  available  to  phy- 
sicians a pamphlet  on  the  adverse  effects  and  benefits  of 
pertussis  vaccination.  The  physician  is  to  maintain  ap- 
propriate documentation  as  to  vaccination  and  consent. 
Major  adverse  reactions  are  to  be  reported  to  the  manufac- 
turer. Disapproved,  because  this  legislation  would  be  an  in- 
trusion into  the  private  practice  of  medicine. 

S-1698 — Codey— Financial  Disclosure.  Prohibits  physi- 
cian from  referring  patients  for  services  in  which  the  physi- 
cian or  his  immediate  family  holds  a significant  ownership 
interest  unless  the  patient  is  advised,  in  writing,  and  given 
the  option  of  a prescription.  Approved. 

S-1707— Cowan— Licensing  Board  Immunity.  Expands 
immunity  from  antitrust  suits  to  licensing  boards  to  include 
their  actions  regarding  admittance  to  a profession,  suspen- 
sion, and  revocation  of  licenses.  Disapproved,  because  this 
legislation  should  apply  to  all— not  only  to  state  professional 
boards. 

S-1725 — Go rmley— Frivolous  Suits.  Provides  that  when  a 
judge  determines  a lawsuit  is  frivolous,  a penalty  shall  be 
assessed  against  the  plaintiff  and/or  his  attorney.  Approved. 

S-1752— Gagliano— Criminal  Responsibility.  Abolishes 
insanity  as  a defense.  Allows  mental  health  to  be  considered 
a mitigating  factor  in  sentencing.  Disapproved;  a special 
commission  appointed  by  the  Governor  has  noted  that  these 
types  of  changes  are  not  indicated. 

S-1772— O’Connor— Professional  Service  Corporations. 
Permits  optometrists  to  form  professional  service  corpora- 
tions with  physicians  and  dentists.  No  Action. 

S-1801— Dorsey— Radiation.  Requires  food  processors 
and  public  eating  places  to  provide  written  notice  regarding 
irradiated  foods.  No  Action.  (Refer  to  MSNJ's  Council  on  Pub- 
lic Health  for  their  opinion  as  to  the  safety  of  irradiated  foods.) 

S-1817— Gagliano— Professional  Counseling.  Creates  a 
Board  to  regulate  and  license  the  Counseling  Profession.  Dis- 
approved, because  the  Medical  Society  of  New  Jersey  is  gener- 
ically opposed  to  the  creation  of  new  professional  boards. 

S-1832 — Pallone — Senior  Citizens.  Increases  the  penal- 
ties for  failure  to  report  abuse  of  institutionalized  elderly 
persons.  Approved. 

S-1841— Dalton— Damages  in  Personal  Injury  Actions. 

Provides  that  collateral  source  of  payment  shall  be  used  to 
offset  damages.  Further  provides  that  periodic  payments  may 
be  used  at  the  request  of  either  party  if  the  future  damages 
exceed  Si 00,000.  Active  Support. 

S-1849 — Hurley — Motor  Vehicles.  Extends  implied  con- 
sent to  the  taking  of  blood  and  urine  testing  to  determine  if 
a driver  is  “under  the  influence.”  Penalties  for  refusal  by 
repeat  violators  correspond  to  penalties  for  repeat  drunken 
driving.  Approved. 

S-1865— Lipman— AIDS.  Provides  for  the  confidentiality 
of  records  regarding  AIDS  patients  plus  penalties  and  fines 
for  improper  disclosure.  Action  Deferred,  pending  notifica- 
tion of  MSNJ's  policy  on  AIDS  to  the  New  Jersey  State  Public 
Health  Office  and  the  Commissioner  of  Health. 

S-1868 — O’Connor — Nutritionists.  Provides  for  the  licens- 
ing and  regulation  of  nutritionists  through  a Board  of  Nutri- 
tion within  the  Department  of  Law  and  Public  Safety.  Disap- 
proved, because  there  has  been  no  demonstration  that 
licensing  these  Boards  would  have  an  impact  on  the  public 
health.  Also,  there  are  no  other  means  available  through  exist- 


ing state  agencies  to  regulate  dangerous  concepts  such  as  the 
treatment  of  cancer  by  nutrition  and  exercise.  Further,  the 
Medical  Society  of  New  Jersey  is  generically  opposed  to  the 
creation  of  new  professional  boards. 

S-1878— Cardinale— Noneconomic  Damages.  Limits  non- 
economic damage  awards  to  SI 00,000.  Active  Support. 

S-1956— Contillo— First  Aid.  States  that  no  law  enforce- 
ment officer  shall  impede  any  first  aid,  rescue,  or  ambulance 
squad,  or  any  licensed  physician  from  providing  aid  to  an 
injured  person.  No  Action. 

S-1979— McManimon— Controlled  Substances.  Elimi- 
nates the  requirement  that  the  prescriber's  address  and 
registry  number  be  included  on  the  prescription  label.  Active 
Support. 

S-1990 — Cowan — Commission  for  the  Blind.  Authorizes 
the  Commissioner  of  Human  Services  to  establish  a confiden- 
tial reporting  system  by  practitioners  to  the  Commission  for 
the  Blind.  Approved. 

S-2041— McManimon — Health  Planning  (same  as 
A-2379).  Establishes  local  area  health  planning  agencies  to 
continue  the  program  being  terminated  by  the  federal  govern- 
ment. Funds  will  be  provided  by  the  state  with  an  offset  for 
any  federal  money  that  may  be  received.  Active  Opposition, 
unnecessary  legislation— since  MSNJ  is  opposed  to  the  con- 
cept that  this  bill  would  manage. 

S-2102— McNamara— Hospital  Beds.  Establishes  a dem- 
onstration project  to  allow  hospitals  to  designate  surplus 
acute  beds  as  swing  beds  for  skilled  nursing  care.  Active 
Support.  (This  bill  should  be  extended  further  to  provide  a 
level  of  care  below  skilled  nursing  care.) 

SCS— S-2123  and  S-2253 — Connors— Medicare  (same  as 
A-2495).  Requires  county  offices  on  aging  to  prepare  a quar- 
terly list  of  providers  that  accept  Medicare  assignment.  The 
list  shall  be  distributed  to  senior  citizens.  Conditional  Ap- 
proval, pending  amendment  to  the  bill  advising  "that  phy- 
sicians’ names  that  are  not  listed  in  this  book  also  may  accept 
Medicare  assignment  on  an  individual  basis.” 

S-2129— Russo— Physical  Therapy  (same  as  A-2647). 
Prohibits  physicians  from  employing  physical  therapists, 
owning  a physical  therapy  practice,  or  any  interest  in  a physi- 
cal therapy  practice.  Active  Opposition,  this  bill  is  anti-com- 
petitive,  destroys  patient  choice,  detracts  from  the  potential 
of  well-supervised  quality  care,  and  precludes  legitimate  phy- 
sician rights. 

S-2173— Haines— School  Bus  Safety.  Authorizes  a study 
on  the  use  of  seat  belts  in  school  buses.  Disapproved,  MSNJ 
approves  the  concept  of  this  bill,  but  a study  already  is  being 
conducted  by  the  National  Safety  Board. 

S-2187 — Brown — Commissioner  of  Health.  Allows  a 
licensed  professional  “registered”  nurse  to  serve  as  Commis- 
sioner of  Health.  Active  Opposition,  because  the  health  care 
needs  of  our  population  require  that  a licensed  physician 
serves  in  the  position  of  Commissioner  of  Health.  There  are 
many  qualified  candidates.  It  is  not  advisable  to  dilute  the 
requirements. 

S-2259— Rand — Anatomical  Gifts  (same  as  A- 1034).  Re- 
quires hospital  administrators  to  advise  relatives  of  patients, 
at  the  time  of  the  patients'  deaths,  that  they  have  the  option 
to  make  anatomical  gifts.  Conditional  Approval,  pending  ex- 
tensive amendments  to  the  bill— notably  that  the  request  be 
made  at  the  discretion  of  the  hospital  medical  staff  and  noted 
by  the  attending  physician. 

S-2261— Lynch— Optometric  Use  of  Drugs.  Permits  op- 
tometrists to  use  drugs  for  treatment  and  diagnostic  pur- 
poses. Active  Opposition,  optometrists  are  not  medical  doc- 
tors and,  therefore,  should  not  be  given  the  mandate,  via 
legislation,  to  administer  drugs.  If  the  wrong  medication  is 
prescribed,  what  could  appear  to  be  a simple  problem  could 
develop  into  destructive  process  of  the  eye  in  a very  short 
period  of  time.  The  bill  is  short  sighted  in  attempting  to 
provide  lesser  cost  care  to  the  general  public  at  the  expense 
of  the  quality. 

S-2290 — Bassano — AIDS.  Makes  AIDS  a reportable  dis- 
ease. Grants  immunity  to  physicians  who  deem  it  advisable 
to  inform  sexual  partners  of  the  patient's  condition.  Active 
Support. 

S-2307 — VanWagner — Medicaid  (same  as  A-2733).  Es- 
tablishes comprehensive  prenatal,  maternity,  and  child 
health  services  to  pregnant  women  and  their  children  who 
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are  eligible  for  Medicaid.  Approved. 

S-2313 — Graves — Professional  Liability.  Requires  the 
AOC  (Administrative  Office  of  the  Courts)  to  report  malprac- 
tice awards  to  the  appropriate  licensing  agency.  No  Action. 
(This  already  is  being  done  by  the  State  Board  of  Medical 
Examiners.) 

S-2314 — Orechio — Liability  Reform/Arbitration.  Pro- 
vides for  arbitration  of  cases  where  the  amount  in  con- 
troversy is  less  than  $30,000.  Approved. 

S-2315 — Lesniak — Liability  Reform /Reduction  of  Dam- 
ages. Allows  a judge  on  his  own  motion  to  reduce  an  excessive 
award.  Approved. 

S-2317 — Dalton — Liability  Reform/Periodic  Payments. 

Requires  periodic  payments  when  future  damages  exceed 
$200,000.  Approved. 

S-2320 — Feldman — Liability  Reform/State  Board  of 
Medical  Examiners.  Requires  the  State  Board  of  Medical 
Examiners  to  analyze  the  data  that  has  been  reported  to  it 
regarding  malpractice  and  to  make  findings  and  recommen- 
dations to  the  legislature.  Approved.  (The  Council  advised 
that  Doctor  Luka.  President  of  the  State  Board  of  Medical 
Examiners  be  contacted  concerning  the  validity  of  the  data 
reported  to  the  SBME.) 

S-2323— Dalton— Liability  Reform/Collateral  Sources. 

Requires  that  collateral  sources  of  income  be  taken  as  a credit 
against  a liability  award.  Approved. 

S-2334 — Codey — Peer  Review.  Clarifies  immunity  regard- 
ing peer  review,  expands  the  committees  to  which  it  applies, 
and  extends  immunity  to  people  providing  information  to 
such  committees  in  good  faith.  Approved. 

SJR-37 — Gormley — School  Buses.  Requires  the  Depart- 
ment of  Education  to  study  the  feasibility  of  safety  gates  on 
school  buses.  Conditional  Approval,  pending  information 
from  the  Department  of  Transportation  concerning  the  effi- 
ciency of  this  system  and  the  feasibility  regarding  the  costs. 

A-761 — Miller— Public  Health.  Requires  public  eating 
places  to  post  notices  if  their  food  contains  sulfites.  Con- 
ditional Approval,  pending  an  amendment  to  the  bill  that 
would  include  hair  dressing  and  cosmetic  industiy  notifica- 
tion as  well  as  restaurants.  (Second  letter  to  Assemblyman 
Miller  requesting  foregoing  amendment) 

A-986 — Doria— Newborn  (same  as  S-l  181).  Requires  hos- 
pitals to  adopt  policies  and  procedures  which  ensure  that 
newborns  receive  nourishment  and  care  consistent  with  ac- 
cepted medical  standards.  Disapproved,  with  Active  Opposi- 
tion if  the  bill  moves.  Current  practice  assures  that  children 
will  receive  good  medical  care.  If  regulatory  controls  should 
become  necessary,  they  should  be  developed  by  the  Depart- 
ment of  Health  and  the  State  Board  of  Medical  Examiners. 

A- 1034 — Loveys — Anatomical  Gifts  (same  as  S-2259). 
Requires  hospital  administrators  to  advise  relatives  of  pa- 
tients, at  the  time  of  the  patient's  death,  that  they  have  the 
option  to  make  anatomical  gifts.  Conditional  Approval,  pend- 
ing extensive  amendments  to  the  bill — notably  that  the  re- 
quest be  made  at  the  discretion  of  the  hospital  medical  staff 
and  noted  by  the  attending  physician. 

A- 1237 — Felice— Child  Abuse  Prevention.  Creates  a 24- 
member  commission  to  study  the  problem  of  child  abuse  and 
to  recommend  methods  of  prevention.  Conditional  Approval, 
pending  specific  amendment  that  a pediatrician  and  a psy- 
chiatrist be  appointed  to  the  Commission. 

A- 1300 — Hendrickson — AIDS/School  Attendance.  Disap- 
proved, with  Active  Opposition  if  the  bill  moves.  This  is  a 
medical  issue  and  should  not  be  relegated  to  local  school 
boards  or  other  political  bodies.  This  bill  constitutes  an  in- 
vasion of  privacy  in  the  practice  of  medicine  and  would  result 
in  lay  people  making  medical  decisions.  There  are  presently 
state  and  federal  guidelines  that  state  children  who  do  not 
bite  and  are  retarded  or  disruptive  may  attend  public  school. 
There  are  no  medical  reasons  to  single  out  children  with  AIDS 
from  children  with  other  diseases. 

A- 1304 — O flows ki — Involuntary  Commitments.  Provides 
that  involuntary  commitments  shall  be  effected  by  the  certi- 
fication of  two  psychiatrists,  or  a psychiatrist  and  a physician 
or  a “screening  service.”  At  the  screening  service,  the  patient 
is  to  be  evaluated  by  staff  which  shall  include  two  psy- 
chiatrists, or  a psychiatrist  and  a physician.  There  are  ex- 
tensive requirements  to  be  complied  with  by  the  screening 
service  or  the  receiving  hospital.  Approved. 


A-1313— Otlowski— Certificate  of  Need.  Exempts  home 
health  agencies  from  the  certificate  of  need  law.  Approved. 

A-1351 — Otlowski — Drug  Abuse  Treatment.  Requires  all 
group  and  individual  medical  service  corporations  to  cover 
the  expense  of  treatment  for  drug  abuse  as  for  any  other 
illness.  Approved. 

A- 135 2 — Otlowski — Drug  Abuse  Treatment.  Same  as 
A-1351,  but  applies  to  commercial  carriers.  Approved. 

A- 1354 — Otlowski— Drug  Abuse  Treatment/HMO.  Same 
as  A- 1352,  but  applies  to  HMOs.  Approved. 

A- 1355 — Otlowski— Group  Insurance  Drug  Abuse  Treat- 
ment. Requires  Blue  Cross  to  cover  the  expense  of  treatment 
for  drug  abuse  as  for  any  other  illness.  Approved. 

A- 14 15 — Mazur — Certificate  of  Need.  Provides  for  the 
withdrawal  of  certificate  of  need  when  the  holder  has  not 
made  significant  progress  on  the  project  within  18  months 
of  the  date  of  issue.  Approved. 

A-1485— Kline— Marriage  Licenses.  Requires  applicants 
for  a marriage  license  to  undergo  HLTV-III  testing.  Physicians 
are  to  notify  applicants  of  the  test  results,  in  writing.  Positive 
results  must  be  reported  to  the  Department  of  Health.  Action 
Deferred,  pending  further  information  from  MSNJ’s  Council 
on  Public  Health  and  further  clarification  from  the  sponsor 
of  the  bill  concerning  the  meaning  of  the  word  "both"  con- 
cerning contracting  parties  and  whether  or  not  each  con- 
tracting party  is  to  be  notified  of  the  results  of  the  other's 
test. 

A-1534— Naples— Health  Insurance.  Requires  basic 
health  carriers  to  forward  claims  and  payment  forms  to  the 
major  medical  carrier  of  their  members  (Blue  Shield).  Ap- 
proved. 

A- 1535 — Naples — Health  Insurance.  Requires  basic 
health  carriers  to  forward  claims  and  payment  forms  to  the 
major  medical  carrier  of  their  members  (Blue  Cross).  Ap- 
proved. 

A- 1536— Naples — Major  Medical  Insurance.  Same  as 
A-1534,  but  applies  to  commercial  carriers.  Approved. 

A- 1545 — Naples — School  Bus  Seat  Belts.  Requires  all  new 
school  buses  to  have  seat  belts  and  mandates  that  students 
use  them.  Approved. 

A-1567— Kern— Wrongful  Death  Damages.  Requires  that 
when  a wrongful  death  settlement  is  "structured,”  the  Court 
will  determine  prior  to  the  settlement  who  will  receive  and 
in  what  proportions.  Approved. 

A-1686— Patemiti— AIDS/School  Attendance.  Disap- 
proved, with  Active  Opposition  If  the  bill  moves  (see 
A-1300). 

A-1709— Pelly—  Impaired  Health  Professionals.  Estab- 
lishes a 15-member  Impaired  Health  Professionals  Assistance 
Study  Commission  to  study  and  report  on  the  impact  of 
impairment  on  the  quality  of  care  being  made  available  to  the 
public.  Approved. 

A-1813 — Otlowski — Involuntary  Commitment.  Revises 
the  law  concerning  commitments  to  psychiatric  facilities.  Ap- 
proved. 

A- 1882— Miller— AIDS/School  Attendance.  Disapproved, 
with  Active  Opposition  If  the  bill  moves  (see  A— 1300). 

A- 2 001 — Loveys — Uniform  Anatomical  Gift  Act.  Provides 
for  the  redesign  of  drivers’  licenses  to  incorporate  organ  dona- 
tion information  on  the  license  itself.  Approved. 

A-2118— Thompson— Marriage  Licenses.  Requires  appli- 
cants for  marriage  licenses  to  undergo  HLTV-III  testing.  Re- 
sults are  to  be  supplied,  in  writing,  on  forms  developed  by  the 
Department  of  Health.  Does  not  require  special  notice  to  the 
Department  of  Health.  Action  Deferred,  pending  further  in- 
formation from  MSNJ1 s Council  on  Public  Health  and  further 
clarification  from  the  sponsor  of  the  bill  concerning  the 
meaning  of  the  word  "both"  concerning  contracting  parties 
and  whether  or  not  each  contracting  party  is  to  be  notified 
of  the  results  of  the  other's  test. 

A-2126— Muhler— Fraudulent  Degrees.  Prohibits  the 
fraudulent  presentation,  forgery,  or  alteration  of  academic 
degrees.  Approved  Law  c.87  (i986). 

A-2128— Bryant— Children's  Hospital  (Cooper).  Desig- 
nates Cooper  Hospital  as  the  special  children's  hospital  for 
southern  New  Jersey.  Approved.  (Letter  to  Governor  and 
sponsor  of  bill  concerning  obvious  defect  in  DRG  system.) 

A-2167— Muhler— Good  Samaritan  Law.  Amends  existing 
law  to  extend  immunity  to  persons  rendering  emergency  care 
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at  the  scene  of  the  accident  even  if  the  person  rendering 
service  is  compensated  for  his  services.  Disapproved,  because 
the  concept  of  this  legislation  is  totally  inconsistent  with  the 
meaning  of  "Good  Samaritan." 

A-2168— Muhler — Good  Samaritan  Law.  Requires  per- 
sons at  the  scene  of  accidents  or  emergencies  to  render 
reasonable  assistance.  Disapproved;  a "good  Samaritan"  is 
one  who  voluntarily  renders  assistance  to  those  in  need.  To 
compel  one  to  act  is  inconsistent  with  the  basic  concept 

A-2379— Health  Planning  (same  as  S-2041).  Establishes 
local  area  health  planning  agencies  to  continue  the  program 
being  terminated  by  the  federal  government.  Funds  will  be 
provided  by  the  state  with  an  offset  for  any  federal  money  that 
may  be  received.  Active  Opposition,  unnecessary  legislation 
since  MSNJ  is  opposed  to  the  concept  that  this  bill  would 
manage. 

A-2400— Loveys— Noneconomic  Loss.  Establishes  a 
three-tier  monetary  cap  on  award  for  pain  and  suffering.  The 
caps  are  $5,000  for  minor  injury,  $300,000  for  major  injuries, 
and  $100,000  for  all  others.  In  addition,  the  bill  places  limits 
on  the  overall  liability  of  public  entities.  Active  Support. 

A-2401— Weidel— joint  and  Several  Liability  and  Col- 
lateral Sources  of  Income.  Eliminates  joint  and  several  lia- 
bility and  establishes  the  “collateral  source"  rule  so  that 
plaintiffs  can't  collect  more  than  once  for  the  same  loss.  Also 
establishes  the  state-of-the-art  adequate  warning  and  open 
and  obvious  defenses  for  product  liability.  Also,  provides  that 
95  percent  of  punitive  damages  will  be  paid  to  the  state, 
rather  than  the  plaintiff.  Also,  establishes  a fund  to  pay  excess 
awards  levied  against  public  entities.  Active  Support. 

A-2402— Zecker — Structured  Awards.  Requires  struc- 
tured settlements  for  awards  in  excess  of  $300,000.  Active 
Support. 

A-2403— Kelly— Arbitration  of  Claims.  Requires  arbi- 
tration of  all  claims  below  $20,000.  Active  Support. 

A-2404— Rafferty— Insurance  Company  Reports.  Re- 
quires insurance  companies  to  provide  the  Insurance  Depart- 
ment with  specific  data  to  support  their  rate  requests.  Active 
Support. 

Supplemental  Report  # 

Irving  P.  Ratner,  m.d.,  chairman,  willingboro 

(Reference  Committee  “D”) 

At  12  o'clock  noon.  Tuesday,  January  13,  1987,  the 
Senate  and  General  Assembly  met  for  organization  of 
the  Second  Annual  Session  of  the  202nd  New  Jersey 
State  Legislature.  As  the  Legislature  presently  is  con- 
stituted, the  Senate  has  a total  of  40  members  consist- 
ing of  16  Republicans,  22  Democrats,  and  2 vacancies. 
The  Assembly  has  a total  of  80  members  consisting  of 
49  Republicans,  30  Democrats,  and  1 vacancy.  By 
means  of  official  legislative  bulletins,  the  Society’s  of- 
ficial legislative  positions  on  all  current  state  legis- 
lation are  regularly  called  to  the  attention  of  legislators 
as  well  as  component  societies,  cooperating  agencies, 
county  keymen,  county  society  executive  directors,  and 
executive  secretaries. 

The  Society  has  adopted  the  following  regular  range 
of  official  positions  concerning  proposed  legislation; 

Watch  List— For  all  Approved/ Disapproved  legis- 
lation. 

Active  Support — All-out  support  for  the  measure. 

Active  Opposition— All-out  opposition  for  the  mea- 
sure. 

Note  and  File — For  all  No  Action  legislation. 

Conditional  Approval— To  indicate  that  the  ap- 
proval of  the  Society  is  conditional,  subject  to  elimina- 
tion of  the  unsatisfactory  elements  of  the  bill  that  are 
pointed  out. 


A-2495— Connors— Medicare  List  (same  as  S-2123).  Re- 
quires county  office  on  aging  to  prepare  a quarterly  list  of 
providers  that  accept  Medicare  assignment.  The  list  shall  be 
distributed  to  senior  citizens.  Conditional  Approval,  pending 
amendment  advising  "that  physicians’  names  that  are  not 
listed  in  this  book  also  may  accept  Medicare  assignment." 

A-251 1 — Doyle  and  Karcher — Medicare  Participation.  Re- 
quires health  care  providers  to  accept  Medicare  assignment. 
Active  Opposition;  participation  in  any  health  plan  is  not 
valid  licensure  criteria  there  is  no  evidence  that  a draconian 
measure  of  this  nature  is  necessary  since  over  70  percent  of 
the  physicians  accept  assignment  in  a given  instance.  The  bill 
violates  the  New  Jersey  and  United  States  Constitution. 

A-2535— Kelly— Nurse  Practice.  Authorizes  nurses  to  pre- 
scribe medications.  Active  Opposition;  nurses  are  not  quali- 
fied to  make  a medical  diagnosis  nor  to  prescribe  therapeutic  j 
medications. 

A-2647— Haytaian— Physical  Therapy  (same  as  S-2129). 

Prevents  physicians  from  having  an  ownership  interest  in  a 
physical  therapy  practice  or  from  employing  physical  thera- 
pists. Extensive  amendments  adopted,  at  the  request  of 
MSNJ,  would  allow  physicians  to  engage  in  such  activities  if  j 
the  patients  are  advised  of  such  fact  and  also  offered  the 
option  of  a prescription.  Active  Opposition,  this  bill  is  anti- 
competitive, destroys  patient  choice,  detracts  from  the  poten- 
tial of  well-supervised  quality  care,  and  precludes  legitimate 
physician  rights. 

A-2664— Schuber— Alcohol  Determinations.  Provides  im- 
munity from  liability  for  medical  personnel  who  take  breath, 
blood,  or  urine  samples  at  the  request  of  the  public.  Ap- 
proved. 

A-2733— Villane— High-Risk  Pregnancies.  Provides  spe- 
cialized services  to  low-income  women  (prenatal)  and  their 
babies  (postpartum)  in  high-risk  pregnancies.  Approved. 

The  Reference  Committee  recommends  that  the 
report  he  filed. 

HOUSE  ACTION:  Filed. 


: Legislation 


Action  Deferred — Pending  amendment  that  will 
have  substantial  impact  on  Active  Support/Active  Op- 
position legislation. 

CURRENT  LEGISLATION 

The  Council  offers  this  Supplemental  Report  cover- 
ing items  dealt  with  since  the  compilation  of  its  An- 
nual Report. 

SENATE 

S-1801 — Dorsey — Radiation.  Requires  food  processors 
and  public  eating  places  to  provide  written  notice  regarding 
irradiated  foods.  Active  Opposition,  because  there  is  no  evi- 
dence which  would  indicate  that  the  public  is  being  harmed 
from  eating  food  that  has  been  irradiated  and  placing  warn- 
ings on  restaurant  menus  would  alarm  the  public  needlessly. 

S-2359 — Rand — Physiological  Laboratory  Services.  Re- 
quires Blue  Shield  to  reimburse  laboratories  directly  for  the 
technical  component  of  Holter  monitoring.  Action  Deferred, 
pending  further  information  from  the  Council  on  Medical 
Services. 

S-2361 — Van  Wagner — Medicaid.  Mandates  Medicaid  cov- 
erage of  alcoholism  treatment  provided  in  a hospital  or 
certified  treatment  center  on  the  order  of  a physician.  Ap- 
proved. 

S-2372 — McManimon — Health  Planning  (same  as 
A-2379).  Establishes  local  health  planning  to  replace  the 
HSA  system.  Funds  are  raised  by  taxing  hospitals  on  patient 
volume.  Disapproved,  MSNJ  is  opposed  to  govemment-man- 
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dated  health  planning.  These  programs  have  failed  to  achieve 
their  goals  and  are  being  phased  out  all  across  the  country. 

S-2374— Foran— Product  Liability.  Revised  the  law  of 
product  liability  and  places  certain  limits  thereon.  No  Action. 

S-2385 — Cardinale— Noneconomic  Damages.  Places  a 
$350,000  cap  on  awards  for  pain  and  suffering.  The  limit 
shall  be  revised  annually  by  the  Consumer  Price 
Index— U.S. — City  Average.  Active  Support. 

S-2395— Garibaldi— Statute  of  Limitations— Medical 
Malpractice.  Provides  for  a seven-year  statute  of  limitations 
in  medical  malpractice.  Exceptions  are  made  for  concealment 
and/or  the  unintentional  leaving  of  foreign  bodies.  Disap- 
proved, in  favor  of  S-281  which  provides  for  a three-year 
statute  of  limitations. 

S-2398 — Bassano— Joint  and  Several  Liability.  Elimi- 
nates joint  and  several  liability.  Active  Support 

S-2403— Bassano— Damages— Collateral  Sources.  Pro- 
vides that  benefits  from  collateral  sources  shall  be  deducted 
from  awards  in  personal  injury  actions.  Active  Support 

S-2441 — Cowan — Preschool  Vision  Screening.  Establish- 
es through  the  Department  of  Health  a vision  screening  pro- 
gram for  preschool  children.  Approved. 

S-2445 — Pallone — Food  and  Hydration.  Requires  food 
and  hydration  to  be  provided  to  all  patients  regardless  of 
consent  Does  not  provide  immunity  to  health  professionals 
nor  is  a penalty  for  nonobservance  provided.  Disapproved, 
MSNJ  does  not  approve  the  practice  of  medicine  through 
legislation. 

S-2451— Pallone — School  Health  Services.  Prohibits 
school  health  programs  from  providing  services  or  counseling 
related  to  pregnancy  or  abortion.  Disapproved,  counseling 
and  education  are  essential  in  order  to  avoid  unwanted  preg- 
nancies and  the  transmission  of  certain  infectious  diseases. 

S-2457— Cardinale— Alcoholic  Beverages.  Requires  that 
alcoholic  beverages  be  labeled  to  advise  of  potential  harm  to 
fetus  when  consumed  by  pregnant  women.  Approved. 

S-2460— Rand— Cancer  Research.  Provides  that  one/ 
twelfth  of  the  current  6<t  surtax  be  devoted  to  the  Cancer 
Research  Fund.  Approved. 

S-2472 — Lipman— Interns  and  Residents.  Provides  that 
PGI  (postgraduate  internship)  participants  in  approved  pro- 
gram may  write  orders  which  do  not  require  counter- 
signature  by  a licensed  physician.  Approved. 

S-2473 — Orechio — Medicare  Assignment.  Requires 
health  care  licensees  to  accept  Medicare  determination  of 
their  fees.  Active  Opposition,  participation  in  any  health  plan 
is  not  a valid  licensure  criteria,  there  is  no  evidence  that  a 
draconian  measure  of  this  nature  is  necessary  since  over  70 
percent  of  the  physicians  accept  assignment  in  a given  in- 
stance. The  bill  violates  the  N.J.  and  U.S.  Constitution. 

S-2484— Pallone— Medicare.  Provides  for  a legal  services 
plan  to  assist  Medicare  beneficiaries  in  appealing  denials  of 
benefits.  Disapproved,  the  inadequacies  of  Medicare  should 
be  addressed  by  an  intelligent  and  caring  administration.  The 
creation  of  a legal  bureaucracy  will  only  result  in  further 
chaos. 

S-2546 — Bassano — Emergency  Medical  Services.  Pro- 
vides that  whenever  an  emergency  ambulance  vehicle  is  in 
service  it  must  be  staffed  by  at  least  one  EMT.  Approved. 

S-2583— Rand— School  Bus  Safety.  Directs  the  Depart- 
ment of  Transportation  to  conduct  studies  on  the  efficacy  of 
lap  seat  belts  on  school  buses.  Conditional  Approval,  pend- 
ing the  following  amendments— (a)  inclusion  of  shoulder 
straps  as  well  as  lap  seat  belts  and  (b)  include  the  results  of 
federal  and  other  state  studies  in  the  New  Jersey  study. 

S-2585— Garibaldi— Medicare  Assignment  (same  as 
A-2511).  Requires  health  care  licensees  to  accept  Medicare 
determinations  of  their  fees.  Active  Opposition,  participation 
in  any  health  plan  is  not  a valid  licensure  criteria  there  is 
no  evidence  that  a draconian  measure  of  this  nature  is 
necessary  since  over  70  percent  of  the  physicians  accept  as- 
signment in  a given  instance.  The  bill  violates  the  New  Jersey 
and  U.S.  Constitution. 

S-2594— Dalton— No-Fault.  Amends  the  no-fault  law  and 
proposes  a fee  schedule  to  be  regionalized  at  the  90th  per- 
centile. Active  Opposition,  this  bill  is  not  consistent  with 
MSNJ's  position  on  no-fault 

S-2600— Connors— Public  Health.  Requires  the  Commis- 
sioner of  Health  to  conduct  a three-year  study  of  infections 


contracted  by  swimming  in  state  coastal  waters.  Report  forms 
are  to  be  distributed  to  physicians  who  shall  return  them  to 
the  Department  of  Health.  Approved. 

S-2603-Garibaldi— Home  Care.  Extends  Home  Care  Cov- 
erage to  certain  Medicare  recipients  whose  income  exceeds 
Supplemental  Security  Income  community  standards.  The 
Commissioner  of  Human  Services  shall  establish  the  criteria 
for  eligibility  determination.  Approved. 

S-2644 — Lesniak— Tort  Reform.  Limits  noneconomic  loss 
in  tort  cases  to  $500,000  unless  the  injury  includes  signifi- 
cant and  severe  permanent  disability  including  permanent 
disfigurement.  Active  Opposition,  contrary  to  the  intent  of 
the  bill,  this  legislation  does  not  improve  the  situation. 

S-2703— Lesniak— Joint  and  Several  Liability.  Modifies 
the  application  of  joint  and  several  liability  in  tort  actions. 
Active  Opposition,  in  favor  of  our  Active  Support  of  A-2401. 

S-2704 — Lesniak — Modification  of  Jury  Awards.  Permits 
trial  judges  on  their  own  motion  to  raise  or  lower  excessive 
or  inadequate  awards  of  damage.  No  Action. 

S-2706— Lesniak— Damages  (Structured).  Provides  for 
structured  payments.  Payments  exceed  $200,000.  Active 
Support. 

S-2707— Russo— Tort  Reform.  Same  as  S-2644— Active 
Opposition. 

S-2708— Orechio— Damages.  Reduces  damages  in  per- 
sonal injury  cases  by  any  collateral  sources  of  income.  Ap- 
proved. 

S-2709— Orechio— Arbitration  of  Tort  Claims.  Provides 
for  arbitration  of  tort  claims  when  a judge  determines  the 
amount  in  controversy  is  $20,000  or  less.  Approved. 

S-2721—  Lipman— Prescriptions  by  Nurses.  Authorizes 
nurses  to  practice  medicine  and  to  prescribe  drugs  and  de- 
vices. Active  Opposition,  nurses  are  not  qualified  to  make  a 
medical  diagnosis  nor  to  prescribe  therapeutic  medications. 

S-2760 — O’Connor— HMO/Freedom  of  Choice.  Grants 
subscribers  to  HMOs  freedom  of  choice.  Active  Support. 

S-2800 — DeFrancesco— Nursing  Home  Admissions.  Re- 
quires the  Department  of  Health  to  develop  a uniform  ad- 
mission form  for  use  in  nursing  homes.  Approved. 

S-2826— Bassano— Drug  Testing  in  the  Workplace.  Regu- 
lates drug  testing  in  the  workplace  under  standards  and 
guidelines  approved  by  the  Department  of  Health.  Employers 
engaging  in  such  programs  would  be  expected  to  develop  and 
articulate  an  overall  policy  and  to  comply  with  the  Depart- 
ment's standards.  No  Action. 

S-2831— Rice— Biochemical  Disorders  (same  asA-3461). 
Requires  the  Department  of  Health  to  provide  screening  and 
treatment  programs  for  newborns  with  bio- 
chemical disorders.  No  Action  (bill  is  too  vague  and  too  gen- 
eral). 

S-2925 — Haines — Certificate  of  Need  (same  as  A-3017). 

Provides  a nursing  home  may  increase  its  capacity  by  10 
percent  or  ten  beds — whichever  is  less — without  a certificate 
of  need.  Approved. 

SR-59— Pallone— Medicare.  Condemns  HCFA  for  deliber- 
ate delays  in  processing  Medicare  claims.  Active  Support. 

SR-79— Costa— DRGs.  Requests  the  Commissioner  of 
Health  to  conduct  a severity  of  illness  study  in  the  DRG  pro- 
gram and  to  file  a report  with  recommendations  to  the  legis- 
lature. Approved. 

SJR-42— McManimon— Health  Planning.  Establishes  a 
commission  to  study  the  possibility  of  using  health  enter- 
prise zones  in  New  Jersey  to  counteract  adverse  market  con- 
ditions. Active  Support. 

SJR-49 — DiFrancesco — Surrogate  Parenthood.  Creates 
an  1 1 -member  commission  to  study  surrogate  parenthood. 

No  Action. 

ASSEMBLY 

A-I242— Felice— Methadone  Registry.  To  establish  a cen- 
tral registry  of  persons  enrolled  in  methadone  programs.  Dis- 
approved, because  this  legislation  would  be  impractical  and 
expensive— also  such  a registry  reflects  an  approach  to  a 
problem  that  does  not  exist. 

A- 1422— Mazur— National  Health  Insurance.  Proposes  a 
nonbinding  referendum  on  whether  national  health  in- 
surance is  desirable.  Active  Opposition,  in  accordance  with 
AMA  standard  policy. 
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A- 1580— Kern— Medical  Records.  Requires  hospitals  and 
physicians  to  provide  patients  with  copies  of  their  records 
within  30  days  of  a request  by  the  patient  or  their  representa- 
tive. Approved. 

A- 1999 — DiGaetano — Nursing  Homes/Medicaid.  Creates 
a commission  to  study  the  quality  of  care  received  by  Medi- 
caid/nursing home  patients  and  the  adequacy  of  reimburse- 
ment. Conditional  Approval,  pending  amendment  that  a 
physician,  in  this  area  of  medical  practice,  is  included  on  the 
Commission. 

A-2004— Patemiti— Long-Term  Care  Insurance.  Creates  a 
commission  to  study  the  insuring  and  financing  of  long-term 
care.  Conditional  Approval— same  as  A- 1999. 

A-21 18— Thompson— Marriage  Licenses.  Requires  appli- 
cants for  marriage  licenses  to  undergo  HLTV-III  testing.  Re- 
sults are  to  be  supplied,  in  writing,  on  forms  developed  by  the 
Department  of  Health.  Does  not  require  special  notice  to  the 
Department  of  Health.  Action  Deferred,  pending  receipt  of  a 
report  from  the  Department  of  Health  and  MSNJ’s  Council 
on  Public  Health. 

A-2263— Martin— Registry  for  Head  Injuries.  Requires 
physicians  and  hospitals  to  report  patients  with  head  injuries 
to  the  Department  of  Health.  Action  Deferred,  pending  fur- 
ther information  from  the  Committee  on  Emergency  Medical 
Care,  NJ  Neurosurgical  Society,  and  NJ  Chapter,  American 
Academy  of  Pediatrics. 

A-2283— Kelly— Noneconomic  Damages.  Limits  damages 
for  noneconomic  loss  to  8250,000  in  civil  suits.  Active  Sup- 
port. 

A-2315— Singer— Catastrophic  Illness  in  Children  Relief 
Fund.  Establishes  a catastrophic  illness  relief  fund  by  sur- 
charges on  insureds  of  health  insurance  companies.  Con- 
ditional Approval,  provided  the  bill  is  amended  to  (a)  a physi- 
cian. in  this  area  of  medical  practice,  is  included  on  the  com- 
mission and  (b)  insure  that  the  fiscal  responsibility  stays 
within  health  insurance  surcharge  and  does  not  become  a 
taxation  amendment. 

A-2373— Kavanaugh— Professional  Liability.  Requires 
professional  liability  carriers  to  report  all  claims  and  awards 
to  the  Insurance  Department.  The  Department  shall  then 
report  to  the  licensing  boards.  The  licensing  board  is  to  make 
the  information  available  to  the  public.  Active  Opposition, 
closed  claims  with  payments  are  already  reportable.  It  is  not 
prudent  to  extend  reporting  cases  closed  without  payment 
and  will  damage  the  reputation  of  hundreds  of  physicians 
each  year. 

A-2379—Kem— Health  Planning  (same  as  S-2372).  Cre- 
ates a statewide  health  planning  system  financed  by  charges 
on  hospitals.  This  system  will  replace  the  expiring  HSA  sys- 
tem. Disapproved,  MSNJ  is  opposed  to  government-man- 
dated health  plans. 

A-2380 — Kern— Health  Planning.  Same  as  A-2379  except 
that  it  also  appropriates  81.8  million  to  fund  the  system. 
Active  Opposition  (same  as  A-2379). 

A-2428— Deverin— Arbitration  of  Claims.  Provides  for  ar- 
bitration of  claims  when  the  noneconomic  loss  asserted  is 
less  than  820,000.  Active  Support. 

A-2467— Girgenti— Emergency  Services.  Extends  the 
“Good  Samaritan  Act"  to  first  aid  and  ambulance  squad 
members.  Approved. 

A-2491 — Garvin — Seat  Belt.  Requires  children  between 
the  ages  of  5 and  18  to  wear  seat  belts  when  riding  in  the 
rear  seat  of  a motor  vehicle.  No  Action. 

A-2495— Moran— Medicare  Fees.  Requires  the  Division 
on  Aging  and  the  Department  of  Health  to  publish  a list  of 
doctors  that  charge  more  than  Medicare  allowances.  Senior 
citizens  who  are  charged  more  than  Medicare  allowances  are 
encouraged  to  file  complaints  with  the  county  office  on  aging. 
Active  Opposition,  Medicare  is  a limited  program  which  pays 
about  65  percent  of  the  average  fee.  Changes  made  on  the 
federal  level  will  further  reduce  that  factor.  The  list  would  be 
unfairly  prejudicial,  discriminatory,  and  impractical. 

A-2519— Doria— Professional  Liability.  Similar  to 
A-2373.  Active  Opposition. 

A-2521— Doyle — Damages.  Provides  for  structured  settle- 
ments when  future  damages  exceed  8150,000.  Approved. 

A-2523— Karcher— Insurance.  Authorizes  the  Department 
of  Insurance  to  implement  insurance  pools  and  reinsurance 
pools  as  the  need  arises.  No  Action. 


A-2544— Stuhltrager— Organ  Donation.  Requires  hospi- 
tals to  report  organ  donation  data  to  the  Department  of 
Health.  Disapproved,  unnecessary  legislation — reporting  sys- 
tem already  in  place. 

A-2603 — Kelly — Food  Irradiation  (same  as  S-1801).  Re- 
quires food  processors  and  retailers  to  provide  written  notice 
if  food  has  been  preserved  by  radiation.  Active  Opposition, 
because  there  is  no  known  evidence  of  public  harm  from 
irradiated  food  and  menu  warnings  would  alarm  the  public 
needlessly. 

A-2607— Ogden— Mental  Health  Benefits.  Requires  group 
health  insurers  to  provide  a specified  amount  of  mental 
health  coverage.  Approved. 

A-2608— Ogden— Mental  Illness/HMOs.  Provides  that  in 
order  to  receive  a certificate  of  authority.  HMOs  must  provide 
mental  health  services.  Approved. 

A-2609— Ogden— Mental  Health  Benefits.  Same  as 
A-2607— applies  to  Blue  Cross/Blue  Shield.  Approved. 

A-2610— Ogden— Mental  Health  Benefits— Individual. 

A-2611— Ogden— Mental  Health  Benefits — Blue  Shield. 

A-2612 — Ogden — Mental  Health  Benefits — Blue  Cross. 
The  foregoing  bills  mandate  that  health  insurance  policies 
offer  at  least  minimal  mental  health  benefits.  Approved. 

A-2641— McEnroe — Drug  Abuse.  Requires  the  Depart- 
ment of  Health  to  distribute  to  physicians  a booklet  to  be 
distributed  to  the  public  regarding  cocaine  use  during  preg- 
nancy. Disapproved,  MSNJ  is  opposed  to  government-man- 
dated health  laws. 

S-2651— Villane — Social  Workers.  Provides  for  the  licens- 
ing of  social  workers  and  would  allow  them  to  engage  in 
psychotherapy.  Active  Oppostion,  MSNJ  is  opposed  to  the 
creation  of  new  professional  boards. 

A-2656— Colburn— School  Buses.  Directs  the  Department 
of  Transportation  to  arrange  for  testing  to  determine  whether 
the  use  of  seat  belts  in  school  buses  is  harmful  or  beneficial. 
Same  as  S-2583,  Conditional  Approval. 

A-2722 — Pelly — Education.  Requires  boards  of  education 
to  mandate  courses  in  CPR  the  Heimlich  maneuver,  and 
other  safety  techniques.  Conditional  Approval,  pending 
amendments  to  (a)  recertification  or  retraining  every  two 
years  and  (b)  change  the  word  “mandate"  to  “voluntarily" 
enter  course. 

A- 2 744 — Patemiti— Veteran  Services.  Authorizes  a com- 
mission to  study  the  medical  needs  of  veterans.  Conditional 
Approval,  pending  inclusion  of  physician  on  commission  and 
review  of  MSNJ  position  on  this  subject. 

A-2749— Garvin— Public  Health.  Appropriates  S3  million 
to  distribute  DPT  vaccine.  Action  Deferred,  pending  further 
information  from  the  NJ  Chapter  of  the  American  Academy 
of  Pediatrics. 

A-2753— Shusted— Compulsive  Gambling.  Establishes  an 
office  on  compulsive  gambling  in  the  Department  of  Health. 

Approved. 

A-2767— Kavanaugh— Compulsive  Gambling.  Establishes 
a division  on  compulsive  gambling  within  the  Department  of 
Health.  Approved. 

A-2830— Gargiulo— Food  and  Hydration.  Requires  that 
food  and  hydration  be  provided  to  all  patients.  Disapproved, 
until  a decision  is  handed  down  from  the  Governor’s  Com- 
mission on  Legal  and  Ethical  Problems  in  the  Delivery  of 
Health  Care. 

A-2861— Donovan— Organ  Donation  (same  as  A-2544). 

Requires  hospitals  to  report  organ  donation  data  to  the  De- 
partment of  Health.  Same  as  A-2544,  Disapproved. 

A-2878— Doria— Dentistry.  Permits  dentists  who  have  had 
their  credentials  approved  to  practice  in  hospitals.  Active 
Opposition,  this  bill  would  allow  dentists  to  make  medical 
diagnosis  and  medical  decisions  for  which  they  have  not  been 
properly  educated. 

A-2884— Genova— Immunizations.  Provides  that  stu- 
dents in  public  colleges  must  produce  a medical  history  of 
their  immunizations  for  preventable  diseases.  Approved. 

A-2887 — Patemiti — Organ  Donations.  Requires  hospital 
administrators  to  ask  relatives  of  deceased  patients  if  they 
would  consent  to  anatomical  gifts.  Conditional  Approval, 
pending  amendments  to  the  bill— notably  that  the  request  be 
made  at  the  discretion  of  the  hospital  medical  staff  and  noted 
by  the  attending  physician. 

A-2920 — Marseila — Certification.  Provides  for  certifica- 
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tion  of  commercial  self-administered  pulse  and  blood  pres- 
sure machines.  Approved. 

A-2931 — Karcher — Organ  Donation.  Creates  a nine-mem- 
ber study  commission  to  make  recommendations  on  an  or- 
ganized donation  program.  Seven  of  the  nine  members  are 
to  be  nominated  by  the  NJHA.  Conditional  Approval,  pending 
inclusion  of  physician  on  the  Commission,  also  that  any 
statewide  health  organization  be  able  to  submit  names  to  the 
Commission. 

A-2932— Rooney — Vision  Screening/Preschool.  Estab- 
lishes a preschool  vision  screening  for  children  three  to  five 
years  of  age.  Approved. 

A-3004 — Schwartz — Medical  Records.  Sets  out  a detailed 
program  for  confidentiality  and  release  of  health  records.  The 
bill  applies  to  “health  care  providers"  but  does  not  define  the 
term.  Disapproved,  the  intent  of  this  legislation  is  adequately 
covered  by  current  laws  and  regulations  in  New  Jersey  mak- 
ing this  bill  unnecessary. 

A-3016— Colburn— Reporting  of  Child  Abuse.  Expands 
the  number  and  types  of  people  who  must  report  child  abuse. 

Approved. 

A-3017 — Colburn — Nursing  Homes/CON  (same  as 
S-2925).  Allows  nursing  homes  to  expand  their  capacity 
within  a five-year  period  by  no  more  than  10  beds  or  10 
percent  without  obtaining  a certificate  of  need.  Approved. 

A-3022— Kem— Health  Planning.  Establishes  a mechan 
ism  to  replace  the  HSA  program.  Provides  interim  funding  to 
HSAs.  Program  to  be  financed  by  hospital  surcharges.  Active 
Opposition,  the  HSA  Planning  system  has  not  functioned 
effectively.  The  federal  government  has  recognized  this  and 
withdrawn  its  support  Further  funding  neither  is  indicated 
nor  advisable. 

A-3033 — Kern— Organ  Donation.  Establishes  a recording 
system  for  donation  cards  in  the  office  of  the  county  clerk  and 
the  bureau  of  vital  statistics.  Physicians  or  their  designees 
are  to  inquire  as  to  whether  cards  are  on  file.  Disapproved, 
unworkable,  and  impractical  legislation. 

A-3034 — Kem— Organ  Sale.  Prohibits  the  sale  or  pur- 
chase of  organs.  No  Action. 

A-3035 — Kem — Informed  Consent/ Fertility  Drugs.  Pro- 
vides for  statutory  informed  consent  related  to  the  adminis- 
tration of  fertility  drugs.  Disapproved,  with  Active  Opposi- 
tion if  the  bill  moves—  MSNJ  is  opposed  to  interference  with 
the  practice  of  medicine  by  legislation.  The  state  should  regu- 
late practice  through  regulatory  agencies  with  appropriate 
expertise  such  as  the  Department  of  Health  and  the  State 
Board  of  Medical  Examiners. 

A-3036— Kem— In  Vltro/In  Vivo  Fertilization.  Provides 
that  in  vitro  and  in  vivo  fertilization  shall  be  performed  by 
physicians.  The  freezing  of  specimen  shall  be  under  physician 
supervision.  The  physician  is  to  secure  informed  consent 
using  plain  language.  Failure  to  comply  produces  com- 
pensatory damages  up  to  a maximum  of  $250,000.  Disap- 
proved, unnecessary  legislation — since  the  intent  of  the  bill 
is  to  create  a standard  of  medical  practice  in  New  Jersey,  it 
is  more  appropriate  to  be  acted  on  by  the  State  Board  of 
Medical  Examiners. 

A-3037 — Kem — Artificial  Insemination.  Provides  certain 
regulated  steps  prior  to  artificial  insemination.  Disapproved, 
(same  as  A-3036) 

A-3038— Kem— Surrogate  Parenthood.  Provides  detailed 
contractual  arrangements  to  be  complied  within  surrogate 
parenthood  contracts.  No  Action. 

A-3039 — Kem — Divorce.  Provides  that  the  female  party  in 
a divorce  shall  have  possession  of  any  frozen  embryos,  unless 
there  is  a prior  written  agreement  to  the  contrary.  No  Action. 

A-3040 — Kem — Informed  Consent/Vasectomy/Tubal/ 
Other  Sterilization  Procedures.  Provides  a statutory  format 
for  informed  consent.  Failure  to  comply  raises  a disciplinary 
action  by  the  State  Board  of  Medical  Examiners.  Disapproved 
(same  as  A-3036  and  A-3037). 

A-3051— Moran— Licensing  Boards.  Expands  the  At- 
torney General's  control  over  the  action  of  licensing  boards. 
Approved. 

A-3053— Singer— CON— Residential  Health  Care  Facili- 
ties. Exempts  (RHCFs)  "boarding  homes"  from  the  certificate 
of  need  and  creates  a local  review  mechanism.  No  Action. 

A-3075— Karcher— HMO.  Grants  rights  to  enrollees  to 
withdraw  from  HMOs  that  have  lost  a 25  percent  of  physician 


providers  that  participated  at  the  time  of  enrollment.  Like- 
wise, an  enrollee  may  withdraw  if  no  physician  remains 
within  20  miles  of  the  enrollee's  residence.  Approved. 

A-3114 — Zimmer— Emergency  Treatment.  Allows  the 
Commissioner  of  Health  to  authorize  certain  EMTs  to  per- 
form cardiac  defibrillation  according  to  rules  issued  by  the 
Commissioner  of  Health.  Approved. 

A-3137 — Doria — HMO  (same  as  S-2760).  Allows  HMO 
beneficiaries  free  choice  of  provider.  Limits  HMO  liability  to 
its  established  fee  schedules.  In  the  case  of  capitation  or 
salaried  plans,  the  Medicaid  fee  schedule  would  be  used.  Ac- 
tive Support. 

A-3 157— Genova — Blood  Donations.  Requires  blood 
banks  to  accept  designated  donations.  No  Action. 

A-3191— Kern— Civil  Immunity.  Grants  civil  immunity  to 
psychotherapists  for  failure  to  inform  on  their  potentially 
violent  patients.  The  exemption  does  not  apply  if:  a)  an  iden- 
tifiable victim  is  mentioned;  b)  the  patient  has  a history  of 
violence;  and  c)  the  practitioner  fails  to  report  to  appropriate 
law  enforcement  authorities.  If  a therapist  reports  a patient 
to  law  enforcement  authorities  they  shall  notify  the  potential 
victim  of  the  threat.  Conditional  Approval,  pending  phy- 
sician inclusion  in  the  psychotherapy  section  of  the  bill. 

A-3215— Patemltl— Professional  Liability.  Allows  or- 
ganizations of  professionals  to  form  associations  to  self-in- 
sure  professional  liability.  The  entities  created  would  be 
under  special  regulatory  control  of  the  Insurance  Depart- 
ment, but  are  not  to  be  considered  insurance  companies.  No 
Action. 

A-3219 — Arango — Immunity.  Exempts  boards  of  chari- 
table organizations  from  liability  for  their  acts  unless  they 
have  demonstrated  "reckless  disregard”  for  their  duties.  No 

Action. 

A-3224 — Moran— Ocean  Testing.  Requires  the  Commis- 
sioner of  Health  to  conduct  a three-year  study  of  infections 
contracted  by  swimming  in  state  coastal  waters.  Report  forms 
are  to  be  distributed  to  physicians  who  shall  return  them  to 
the  Department  of  Health.  Active  Support. 

A-3229 — Chinnici— Veterans  Administration.  Appropri- 
ates $2  million  to  assist  in  the  construction  of  a VA  outpa- 
tient facility  at  Newcomb  Hospital.  Action  Deferred,  pending 
further  information  from  the  Cumberland  County  Medical 
Society  concerning  their  opinion  on  this  legislation. 

A-3240— Vlllane — Cancer  Research.  Provides  that  a por- 
tion of  the  surtax  on  cigarettes  be  dedicated  to  the  Cancer 
Research  Fund.  No  Action. 

A-3305— Singer— Medicare.  Requires  licensed  health  care 
providers  who  treat  Medicare  enrollees  to  accept  the  Medicare 
fee  determination  if  the  beneficiary  presents  to  the  provider 
a valid  PAAD  card  (Pharmaceutical  Assistance  to  the  Aged 
and  Disabled).  Active  Opposition,  MSNJ  is  opposed  to  any 
legislation  that  would  mandate  acceptance  of  fees.  There  is 
no  need  for  this  legislation,  since  the  MSNJ  and  the  senior 
citizens  groups  are  working  on  a system  to  accommodate  the 
elderly  disadvantaged. 

A-3310— Kavanaugh— Procaine  PVP.  Permits  the  manu- 
facture, prescription,  administration,  and  use  of  procaine 
PVP.  Active  Opposition,  there  is  no  documented  evidence 
that  the  use  of  procaine  PVP  is  an  appropriate  method  of 
treatment.  The  drug  has  not  been  approved  for  human  use. 

A-3367 — Kem— Anatomical  Gifts  (Anencephalic  Infant). 
Provides  a method  for  organ  donation  from  anencephalic 
infants.  Disapproved,  unnecessary  legislation — since  estab- 
lished standards  of  medical  practice  provide  this  service. 

A-3432— Martin— Lung  Disease  Research  and  Prevent- 
ion. Creates  a Lung  Disease  Research  and  Prevention  Com- 
mission and  appropriates  funds  for  research,  treatment,  and 
prevention  projects.  No  Action. 

A-3434— Loveys— Insurance  Verification.  Amends  the  In- 
surance Fraud  and  Prevention  Act  to  eliminate  the  verifi- 
cation of  medical  bills  submitted  with  insurance  claims.  Ac- 
tive Support. 

A-3435— Smith— Maternity  and  Infant  Care.  Prohibits 
standing  orders  for  antilactation  drugs.  Requires  all  infants 
to  be  breast-fed  unless  contraindicated  and  restricts  certain 
supplemental  feedings,  and  also  establishes  certain  other 
feeding  and  educational  requirements.  Disapproved,  MSNJ 
is  opposed  to  the  development  of  standards  of  practice  by 
legislation. 
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A-3436— Ogden — Nursing  Home  Admissions.  Requires 
the  Department  of  Health  to  develop  a uniform  admission 
form  for  use  in  nursing  homes.  No  Action. 

A-3438— Colburn— DRG.  Creates  a study  commission  to 
review  the  DRG  program  for  its  impact  on  the  quality  of  care 
and  to  determine  whether  it  should  be  continued.  Active 
Support. 

A-3457— Garguilo— Immunity.  Provides  civil  immunity  to 
physicians  and  school  personnel  who  report  incidents  of  stu- 
dent alcohol  abuse.  Approved. 

ACS  for  S-2594  and  A-3459.  Amends  the  no-fault  law  and 
provides  for  a medical  fee  schedule  developed  by  the  in- 
surance department  after  consultation  with  physicians.  The 
schedule  is  to  be  submitted  to  the  legislature.  It  must  be  set 
at  the  90th  percentile,  be  specialty  specific,  and  be  reviewed 
and  adjusted  every  two  years.  Approved. 

A-346 1 — Stuhltrager—  Biochemical  Disorders  (same  as 
S-2831).  Requires  the  Department  of  Health  to  provide  for 
the  screening  and  treatment  of  certain  biochemical  disorders 
in  newborns.  No  Action  (bill  is  too  vague  and  too  general). 

A-3469 — Smith — Public  Information.  Authorizes  the 
State  House  Commission  to  set  rates  for  patients  in  state 
institutions  and  state  patients  in  county  institutions.  No 
Action. 


A-3476— Martin— Cancer  Research.  Dedicates  one/half 
cent  per  pack  of  cigarette  tax  to  the  State  Cancer  Research 
Fund.  No  Action. 

A-3585 — Stuhltrager — Alzheimer’s  Disease.  Requires  the 
Commissioner  of  Helath  to  conduct  a study  to  determine  the 
incidence  of  Alzheimer's  disease  in  New  Jersey.  No  Action. 

3671 — Cooper— Determination  of  Death.  Defines  death  so 
that  cardiorespiratory  function  or  brain  function  measure- 
ments may  be  used.  These  tests  would  not  apply  if  it  would 
be  against  the  religious  beliefs  of  the  individual.  Action  De- 
ferred, until  a recommendation  is  received  from  the  Gov- 
ernor’s Commission  on  Legal  and  Ethical  Problems  in  the 
Delivery  of  Health  Care. 

AJR-49 — Felice— Health  Planning.  Directs  the  Com- 
missioner of  Health  to  study  and  report  on  the  feasibility  of 
health  enterprise  zones.  Active  Support. 

AJR-76 — Felice — Surrogate  Parenthood.  Forms  a com- 
mission to  study  the  issues  involved  in  surrogate  parenthood 
and  to  make  recommendations  on  the  need  for  legislative 
action.  No  Action. 

The  Reference  Committee  recommends  that  the 
Supplemental  Report  be  filed. 

HOUSE  ACTION:  Filed. 


Special  Report:  Assembly  Bills  on  AIDS 


1.  A- 1485 — Requires  applicants  for  a marriage 
license  to  undergo  HLTV-I1I  testing.  Physicians  are  to 
notify  applicants  of  the  test  results,  in  writing.  Positive 
results  must  be  reported  to  the  Department  of  Health. 

HOUSE  ACTION:  Referred  back  to  the  Council  on 
Legislation,  in  view  of  action  taken  on  Substitute 
Resolution  *21  (see  page  44). 

2.  A-2118 — Requires  applicants  for  marriage 
licenses  to  undergo  HLTV-III  testing.  Results  are  to  be 
supplied,  in  writing,  on  forms  developed  by  the  Depart- 
ment of  Health.  Does  not  require  special  notice  to  the 
Department  of  Health. 

HOUSE  ACTION:  Referred  back  to  the  Council  on 
Resolution  *21  (see  page  44). 

3.  A- 1491— Requires  testing  for  the  AIDS  virus  in 
persons  arrested  for  certain  offenses  (i.e.  sexual  as- 


sault, prostitution,  etc.). 

HOUSE  ACTION:  Referred  back  to  the  Council  on 
Legislation,  in  view  of  the  action  taken  on  Substitute 
Resolution  *21  (see  page  44). 

4.  A-3817 — Requires  the  attending  medical  pro- 
fessional to  provide  notice  of  an  AIDS-related  death  to 
the  funeral  director. 

HOUSE  ACTION:  Conditional  approval,  if  amended 
to  assure  confidentiality  of  information  by  the  funeral 
director  (see  page  44,  Substitute  Resolution  *21). 

5.  A-3802 — Provides  for  the  screening  of  human 
body  parts,  tissues,  or  fluids  used  for  transplantation 
for  possible  infection  with  AIDS.  (The  practice  already 
is  being  followed.) 

HOUSE  ACTION:  Approved  (see  page  44, 

Substitute  Resolution  *21). 
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Council  On  Public  Relations 

Louis  J.  Bosco,  m.d.,  chairman,  clifton 
(Reference  Committee  “D”) 


The  Council  on  Public  Relations  maintains  the  con- 
tinuity of  our  coordinated  public  relations  program  in 
reaching  the  public,  the  membership,  and  the  media. 

The  Council  studied  a variety  of  projects  and  instituted 
those  falling  within  the  mandates  of  the  House  of  Del- 
egates, the  Board  of  Trustees,  and  the  available  re- 
sources. 

CONTINUING  PROJECTS 

A.  Publication  and  distribution  of  the  Membership 
Newsletter  and  monthly  releases:  Your  Move,  Health 
Care  Options,  Feel  Like  a Number,  According  to  DRG 
Statistics,  He’s  Leaving  the  Hospital  Right  on  Time, 
Lethal  Weapons,  You  Don’t  Carry  Crystal  in  a Tool  Box, 
Give  Blood — Give  Life,  Drinking  and  Driving,  and 
Organ  Donation. 

There  were  multiple  media  releases  in  the  newspaper 
across  the  state  and  in  Time  magazine,  addressing 
alternate  health  care  options,  such  as: 

• Going,  Going,  Gone  questioned  whether  the  rapid 
proliferation  of  alternate  health  care  systems  ad- 
dressed the  real  needs  of  the  public  and  stressed  the 
physician  as  best  advocate  of  health  care. 

• Your  Move  addressed  alternate  health  care  and  the 
need  for  the  individual  patient  and  corporate  planners 
to  decide  carefully  on  what  was  best  for  their  needs, 
emphasizing  that  a change  for  the  sake  of  change  may 
not  be  to  their  advantage. 

• Health  Care  Options  discussed  the  variations  in 
the  delivery  of  health  care  and  its  possible  effect  on  the 
quality  of  care  delivered. 

• Feel  Like  Just  a Number  encouraged  the  public 
to  consider  all  the  advantages  and  disadvantages  of  the 
multiple  health  delivery  systems  pointing  out  that 
some  systems  have  quota  and  contractual  arrange- 
ments that  might  reflect  on  quality  of  care. 

• According  to  DRG  Statistics  makes  the  effort  to 
alert  the  public  to  a need  for  review  of  DRGs. 

• He's  Leaving  the  Hospital  Right  on  Time  re- 
flected on  the  fact  that  DRGs  might  be  good  for  sta- 
tistics, but  not  necessarily  good  for  the  patient.  The 
release  also  alerted  the  public  that  there  was  growing 
indications  patients  were  being  released  prematurely. 

• Lethal  Weapons  encouraged  abstinence  from  al- 
cohol when  driving  and  encouraged  the  public  to  seek 
stricter  drunken  driving  laws  through  community  and 
government  leaders  (public  service  announcement). 

• You  Don't  Carry  Crystal  in  a Tool  Box  requested 
public  support  for  New  Jersey  Senate  Bill  568,  man- 
dating seat  belts  in  school  buses:  stressed  seat  belts 
were  mandated  for  cars  in  1985  and  showed  dramatic 
reduction  in  injuries  (public  service  announcement). 

• Give  Blood— Give  Life  supported  the  need  for 
blood  donations  (public  service  announcement). 

B.  Preparation  and  publication  of  special  news  re- 
leases and  publicity  as  required  from  time  to  time  in 
furtherance  of  the  Society’s  business  interest  and  ac- 
tivities, including:  1)  the  Annual  Meeting:  2)  selected 
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official  programs  and  activities;  and  3)  professional 
liability — through  newspaper  articles  explaining 
MSNJ’s  position  on  professional  liability,  DRGs,  and 
Medicare. 

C.  The  Golden  Merit  Award  ceremony  continues  to 
be  an  important  function  at  which  our  senior  phy- 
sicians, who  have  been  in  practice  50  years,  receive 
special  recognition.  In  1986,  133  physicians  were  so 
recognized,  making  a total  of  1,910  since  the  awards 
began  in  1957.  The  recipients  and  their  families  re- 
ceive undivided  attention  from  the  state  and  county 
leaders  prior  to  the  formal  awards  ceremonies  and 
during  the  reception  that  follows. 

D.  Encouragement  of  increased  voluntary  blood 
donations  throughout  the  year  and  particularly  during 
vacation  time  in  the  summer  and  over  Thanksgiving 
and  Christmas  holidays. 

E.  Encouragement  of  the  continuance  or  establish- 
ment of  orientation  programs  for  new  members  by  the 
component  societies. 

F.  Placement  services  in  NEW  JERSEY  MEDICINE. 

G.  Encouragement  of  medical  television  programs 
of  informational  value  to  the  public. 

H.  Coordinate  efforts  of  the  Council  on  Public  Rela- 
tions with  the  Committee  on  Drug  and  Alcohol  Abuse 
for  future  MSNJ  involvement  in  drug  abuse  education 
and  prevention. 

I.  Development  and  training  of  MSNJ  Auxiliaiy  lob- 
bying group. 

NEWSPAPERS 

During  the  past  year,  we  publicized  health  topics 
such  as  the  cost  of  medical  care,  choosing  your  own 
doctor,  hypertension,  donating  blood,  professional 
liability,  drunken  driving,  driving  while  drug  impaired, 
smoking  in  public  places,  and  new  trends  in  health 
care  delivery,  including  DRGs. 

MAGAZINES 

We  placed  the  following  in  Time  magazine:  Lethal 
Weapons,  Health  Care  Options,  Feel  Like  a Number 
in  Your  Doctor's  OJfice,  According  to  DRG  Statistics, 
He's  Leaving  the  Hospital  Right  on  Time. 

TELEVISION 

During  1986,  public  service  announcements  aired 
out  of  New  York  and  Philadelphia  reached  over  three 
million  viewers.  This  is  our  most  effective  method  of 
reaching  the  population  of  New  Jersey.  Cooperation 
from  the  1 1 television  stations  and  several  radio  sta- 
tions running  our  material  continued  to  be  excellent. 
The  air  time  is  provided  free  as  a public  service  on 
subjects  such  as  AIDS,  Medicare,  DRGs,  health  care 
options,  and  physician  surplus. 

SPECIAL  PROGRAMMING 

• Development  of  new  television  media  program- 
ming on  DRGs,  Medicare,  physician  surplus,  and  AIDS. 
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• Participation  on  Governor’s  Committee  on  High- 
way Safety. 

• Preparation  of  Certificate  of  Membership  in 
MSNJ. 

• Promotion  on  Annual  Seminar  on  Substance 
Abuse. 

• Distribution  of  material  related  to  organ  donation 
in  cooperation  with  the  New  Jersey  Bar  Association. 

• Participation  on  Governor’s  Committee  on  Child 
Abuse. 

DRUG  ABUSE 

The  Council  on  Public  Relations  in  cooperation  with 


the  Committee  on  Drug  and  Alcohol  abuse  continues 
to  make  public  service  promotions  on  the  hazards  of 
the  misuse  of  drugs. 

The  Reference  Committee  recognizes  that  there  is 
an  urgent  need  for  additional  funds  to  be  budgeted 
to  meet  the  goals  of  the  House  of  Delegates.  The  Com- 
mittee felt  that  in  the  future,  a complete  report  with 
displays  should  be  provided  to  the  Reference  Com- 
mittee for  purposes  of  evaluation. 

The  Reference  Committee  recommends  that  the 
report  be  filed. 

HOUSE  ACTION:  Filed. 


Resolution  #3 

Introduced  by:  Charles  Harris,  M.D.,  Delegate,  Ocean  County 

Subject:  A-251 1 — Doyle  Knroher  BiH  A-25 1 1 — Doyle -Karcher  Bill  or  Other  Similar  Bills  Requiring 

Medicare  Assignment 
Referred  to:  Reference  Committee  “D” 


Whereas.  Bill  2511,  introduced  into  the  New  Jersey 
State  General  Assembly  on  May  8.  1986,  demands  that 
physicians  either  accept  Medicare  assignment  or  lose 
their  license  to  practice  medicine  in  the  state  of  New 
Jersey:  and 

Whereas,  a license  to  practice  an  art,  profession,  or 
trade  traditionally  is  based  on  ethics  and  proficiency, 
rather  than  on  fees  charged  in  a free  marketplace:  and 
Whereas,  the  bill  is  a cynical  representation  of  the 
legislative  process  since  it  confuses  license,  proficien- 
cy, morality,  and  professional  ethics  (regulated  by  the 
Board  of  Medical  Examiners)  with  fees  (regulated  by 
the  marketplace):  and 

Whereas,  physician  fees  (e.g.  Medicare)  already  have 
been  regulated  by  Congress;  and 
Whereas,  the  penalty  for  violations  of  this  law  will 
deprive  an  honorable,  proficient  physician  of  a liveli- 
hood and  will  deprive  society  of  his  contributions  in 
knowledge  and  talent:  and 
Whereas,  the  bill  represents  a singular  threat  to  one 


segment  of  the  population  without  providing  means  of 
redress  or  relief:  and 

Whereas,  the  bill  violates  marketplace  principles 
which  long  have  governed  our  business  and  pro- 
fessional practice  in  this  country:  and 
Whereas,  the  cost  of  bringing  substantive  issues 
(that  do  not  require  witnesses  to  fact)  to  the  highest 
courts  is  not  prohibitive:  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  NevvJersey-pu-t 
aside  $100,000  to  investigate^alL-aspeCTs^ofpossible 
litigation  \yhicli---wTti  impede  enforcement  of  Bill 
A-25dTT^rovertum  it  in  the  courts  if  it  becomes  law. 

The  Reference  Committee  recommends  that  the 
following  Substitute  Resolution  be  adopted: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
provide  whatever  funds  are  necessary  to  defeat  the 
passage  of  Bill  A-251 1 or  similar  bills,  and  to  liti- 
gate against  the  implementation  of  such  a bill  if  it 
becomes  law. 

HOUSE  ACTION:  Adopted. 


Resolution  #4 

Introduced  by:  Charles  Harris,  M.D.,  Delegate,  Ocean 

Subject:  Rate  Relief 

Referred  to:  Reference  Committee  “D” 

Whereas,  the  medical  profession  now  is  a regulated 
industry:  and 

Whereas,  physicians’  fees  are  regulated  by  Congress: 
and 

Whereas,  the  Doyle-Karcher  Bill  introduced  into  the 
legislature  threatens  the  license  to  practice  medicine 
in  New  Jersey  if  physicians  do  not  accept  Medicare 
assignments:  and 

Whereas,  physicians’  costs  continue  to  rise;  now 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
petition  the  state  legislature  and  Congress  for  a rate 


County 


relief  commission  to  whom  physicians  can  appeal 
when  the  gap  between  income  and  expenses 
diminishes  to  the  point  that  fee  increases  become 
mandatory  to  enable  physicians  to  survive  in  the  prac- 
tice of  medicine. 

The  Reference  Committee  noted  that  all  speakers, 
including  the  sponsor,  were  not  in  favor  of  Resolution 
#4. 

The  Reference  Committee  recommends  that  Res- 
olution **4  be  rejected. 

HOUSE  ACTION:  Adopted.  Resolution  #4  was  re- 
jected. 
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Resolution  #9 

Introduced  by:  Essex  County  Medical  Society 
Subject  Minimal  Child  Health  Coverage 

Referred  to:  Reference  Committee  “D” 

Whereas,  there  is  a need  for  a uniform,  minimal 
package  of  insured  health  care  benefits  for  children 
who  now  are  not  getting  proper  health  coverage;  and 

Whereas,  children,  unlike  other  organized  groups, 
cannot  speak  for  themselves  and  need  our  advocacy; 
and 

Whereas,  Florida  has  achieved  significant  gains  for 
children  through  the  Child  Health  Insurance  Act  of 
1986;  and 

Whereas,  Johns  Hopkins’  surveys  report  that  child 
wellness  programs  and  preventive  health  programs, 
ages  1 to  16,  indicate  that  children  with  proper  im- 
munization, laboratory  work,  and  medical  care,  rec- 
ommended by  the  American  Academy  of  Pediatrics, 
have  less  hospital  visits  and  shorter  length  of  stay 
when  admitted;  and 

Whereas,  there  is  a cost  savings  because  one  hospital 
short-stay  will  cost  more  than  the  total  amount  spent 
on  one  child’s  prevention  program;  now  therefore  be 
it 

Resolvd,  that  the  Medical  Society  of  New  Jersey 


Resolution  #10 

Introduced  by: 

Subject: 

Referred  to: 

Whereas,  the  comprehensive  Graduate  Medical 
Education  National  Advisory  Committee  (GMENAC) 
report  predicted  a trend  leading  to  an  overabundance 
of  physicians  by  1990;  and 

Whereas,  former  President  Lyndon  B.  Johnson  of- 
ficially recognized  a physician  shortage  over  30  years 
ago  and  established  government  incentives  for  greater 
physician  production,  and  medical  schools  have  grown 
in  number  from  38  to  1 14,  as  well  as  expanded  their 
classes:  and 

Whereas,  increasing  student  enrollment  will  be  felt 
only  in  the  next  decade;  and 

Whereas,  since  society  has  an  investment  in  medical 
education  and  research  conducted  by  the  medical 
schools,  we  should  not  seek  to  destroy  this  balance; 
now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
assist  in  the  formation  of  an  advisory  council  where 
medicine,  business,  the  state  licensing  board,  and  the 
medical  schools  will  be  represented  to  make  rec- 


encourage enactment  of  a statute  similar  to  theF Jprtda 
Child  Health  Insurance  Act  of  1986^dJiclT^includes 
mandated  health  insuranceJjenefTfs’from  birth  to  age 
16  on  visits,  examjnatidhsTimmunizations,  and  lab- 
oratorytg3t8"l5ased  upon  recommendations  by  the 
A*wtrrlcan  Academy  of  Pediatrics. 

There  was  considerable  discussion  against  any 
mandated  policies.  The  Reference  Committee felt  that 
Resolution  ** 9 would  be  more  appropriately  directed 
toward  the  insurance  carriers  rather  than  toward 
enactment  of  statutory  law. 

The  Reference  Committee  recommends  that  the 
following  Substitute  Resolution  be  adopted: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
encourage  all  insurance  carriers  to  include  in  all 
of  their  policies  health  insurance  benefits  from  birth 
to  age  16  on  visits,  examinations,  immunizations, 
and  laboratory  tests  based  upon  recommendations 
by  the  American  Academy  of  Pediatrics. 

HOUSE  ACTION:  Adopted. 


ommendations  for  our  state  to  address  the  impending 
future  physician  manpower  glut  needs. 

After  listening  to  extensive  discussion,  the  Refer- 
ence Committee  felt  that  Resolution  **10  should  in- 
corporate the  maldistribution,  as  well  as  the  excess 
of  physicians.  The  Committee  also  felt  that  changing 
the  terminology  would  project  a more  positive  ap- 
proach. 

The  Reference  Committee  recommends  that  the 
subject  of  Resolution  **10  be  changed  to  “. Future 
Physician  Manpower  Needs”  as  an  editorial 
change. 

HOUSE  ACTION:  Adopted. 

The  Reference  Committee  recommends  that  the 
word,  impending,  be  changed  to  “future,”  and  the 
word  “glut"  changed  to  “needs”  in  the  last  sentence. 

HOUSE  ACTION:  Adopted. 

The  Reference  Committee  recommends  that  Res- 
olution **10  be  adopted  as  amended 

HOUSE  ACTION:  Adopted  as  amended  by  the  Ref- 
erence Committee. 


Essex  County  Medical  Society 

Manpnmffr  Pint.  Fiitiirp  Physician  Manpower  Needs 

Reference  Committee  “D” 
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Resolution  #14 


Introduced  by:  Bergen  County  Medical  Society 
Subject:  Free  Choice  of  Physician 

Referred  to:  Reference  Committee  “D” 

Whereas,  the  majority  of  physicians  in  this  Society 
believe  that  the  best  quality  medical  care  is  delivered 
in  a free  choice  of  physician  fee-for-service  system:  and 
Whereas,  in  such  a system  the  patient  can  express 
satisfaction  or  dissatisfaction  by  a choice  of  any  phy- 
sician in  private  practice;  and 

Whereas,  in  such  a system  physicians  best  can  serve 
as  the  advocate  of  the  patient  in  obtaining  all  that  is 
needed  for  optimum  care:  and 
Whereas,  those  members  of  this  Society  who  practice 
in  employed  positions  also  benefit  by  the  existence  of 
the  free  choice  system  as  a potential  alternate  for  them; 
now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  New  Jersey 
establish  a program  by  which  the  component  societies 
will  be  assisted  in  educating  the  public  as  to  the  advan- 
tages of  free  choice  of  physician  by  making  physician 
members  available  to  speak  to  any  individual  or  group 
that  has  been  solicited  by  a representative  of  a prepaid 
plan  that  uses  participating  physician  panels. 

Although  there  was  some  question  as  to  how  the 
program  could  be  implemented  testimony  favored 
adoption  of  the  Resolution. 

The  Reference  Committee  recommends  that  Res- 
olution #14  be  adopted 
HOUSE  ACTION:  Adopted. 


Resolution  #17 

Introduced  by:  Giovanni  Lima,  M.D.,  Delegate,  Essex  County 

Subject:  Endorse  Formation  of  a Section  on  Foreign  Medical  Graduates  within  the  Structure  of  the  AMA 

Referred  to:  Reference  Committee  “D” 


Whereas,  foreign  medical  graduates  have  been  sub- 
jected to  deliberate  discrimination  with  regard  to  op- 
portunities in  residency  training;  and 

Whereas,  foreign  medical  graduates  are  faced  with 
both  intentional  and  unintentional  discrimination  in 
obtaining  practice  opportunities;  and 

Whereas,  the  federal  government  has  continued  the 
assault  on  funding  for  foreign  medical  graduates  in 
graduate  medical  education:  and 
Whereas,  foreign  medical  graduates  feeling  a strong 
allegiance  to  the  American  Medical  Association  and 
comprising  more  than  one-fourth  of  its  membership, 
feel  that  issues  relating  to  their  unique  position 
should  be  given  a more  thorough  hearing  within  the 
American  Medical  Association;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey 


support  the  formation  of  a section  on  foreign  medical 
graduates  within  the  structure  of  the  American  Medi- 
cal Association;  and  be  it  further 

Resolved,  that  the  New  Jersey  delegation  to  the 
American  Medical  Association  introduce  a resolution 
to  accomplish  this  goal  at  the  1987  AMA  Annual  Meet- 
ing. 

There  was  a great  deal  of  support  for  this  Reso- 
lution. Although  the  establishment  of  the  section 
would  provide  for  only  one  voting  member,  the 
interest  in  the  AMA  generated  by  a section  such  as 
this  would  far  outweigh  the  lack  of  voting  power. 

The  Reference  Committee  recommends  that  Res- 
olution # 1 7 be  adopted 

HOUSE  ACTION:  Adopted. 


Resolution  #19 

Introduced  by:  Fred  M.  Jacobs,  M.D.,  Delegate,  Essex  County 
Subject:  Equality  of  Testing  Foreign  Medical  Graduates 

Referred  to:  Reference  Committee  “D” 


Whereas,  foreign  medical  students  and  graduates  of 
foreign  medical  schools  now  are  required  to  take  a 
separate  examination  in  order  to  qualify  for  graduate 
medical  education,  than  is  required  of  the  graduates 
of  American  medical  schools;  and 
Whereas,  the  National  Board  of  Medical  Examiners 
already  provides  the  Educational  Council  for  Foreign 
Medical  Graduates  with  the  pool  of  questions  from 
which  this  examination— the  Foreign  Medical  Gradu- 
ate Examination  in  the  Medical  Sciences  (FMGEMS)— 
is  constructed;  and 

Whereas,  the  precise  psychometrics  of  this  exami- 
nation never  have  been  revealed  to  public  scrutiny,  in 
spite  of  numerous  requests  for  this  information;  and 
Whereas,  it  has  been  asserted  that  the  content  of  the 


FMGEMS  is  comparable  to  the  National  Board  of  Medi- 
cal Examiner’s  examination  and  is  stated  to  be  neither 
more  nor  less  severe  in  knowledge  requirements  by  the 
ECFMG  itself;  and 

Whereas,  the  cost  of  providing  this  examination  is 
an  unnecessary  and  unreasonable  further  expense; 
and 

Whereas,  it  is  desirable  that  all  applicants  for  gradu- 
ate medical  education,  regardless  of  educational  back- 
ground, be  given  this  same  examination  to  assess  their 
fitness  or  additional  postgraduate  medical  education 
and  licensure;  and 

Whereas,  the  continuance  of  a separate  examination, 
designed  to  limit  entry  into  the  graduate  medical 
education  mainstream  of  students  trained  in  foreign 
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medical  schools,  is  contrary  to  all  concepts  of  fairness 
and  decency  in  the  American  system;  now  therefore  be 
it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
adopt  a policy  calling  for  both  foreign  medical  gradu- 
ates and  United  States  medical  graduates  to  take  the 
same  examination  at  state  and  national  levels  to  assess 
fitness  for  postgraduate  medical  education  and 
licensure;  and  be  it  further 

Resolved,  that  the  New  Jersey  delegation  to  the 


American  Medical  Association  introduce  a similar  res- 
olution at  the  1987  AMA  Annual  Meeting. 

There  was  much  discussion  in  Javor  of  this  Reso- 
lution, which  is  similar  to  Resolution  **30  adopted  by 
the  1986  House  of  Delegates.  However,  the  Reference 
Committee  felt  that  it  should  be  resubmitted  for  con- 
sideration at  the  1987  AMA  Annual  Meeting. 

The  Reference  Committee  recommends  that  Res- 
olution **19  be  adopted. 

HOUSE  ACTION:  Adopted. 


Resolution  #20 

Introduced  by;  Passaic  County  Medical  Society 
Subject:  MSNJ  Public  Relations  Activities 

Referred  to:  Reference  Committee  “D" 


Whereas,  the  practice  of  medicine  regularly  is  slurred 
by  the  media  which  sensationalize  complex  issues  and 
present  one-sided,  unfair,  and  inaccurate  reports,  such 
as  ABC-TVs  "Diagnosis:  Malpractice";  and 
Whereas,  the  practice  of  medicine  systematically  is 
undermined  in  its  ability  to  provide  quality  medical 
care  because  of  intrusive  and  crippling  government 
programs  such  as  diagnostic  related  groupings  and 
peer  review  organizations;  and 

Whereas,  the  public  is  confused,  distrustful,  and 
fearful  in  approaching  medical  care,  and  physicians 
increasingly  are  frustrated,  defensive,  and  demoralized 
in  providing  that  care;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  NewjJ^rse^ 
make  its  highest  priority  for  theyepiJ^877l988  an  all- 
out  public  relationsefipji-feodTTcTude,  but  not  be  limited 
to,  a regulgiv-plaFined  series  of:  articles  and  press  re- 
leas^'^an d appearances  on  talk  shows  and  public 


speaking  engagements,  as  well  as  Society-sgojis^red 
and  produced  shows  on  cable  teleyjsierrTdesigned  to 
articulate  the  Societyj_jx>eittGnUn  regard  to  profes- 
sional liabilijy--arrtr^overnmental  intrusion  into  the 
ptaetit^of medicine. 

The  Reference  Committee  recommends  that  Res- 
olution **20  be  amended  to  read  as  follows: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
make  an  all-out  public  relations  effort  to  include, 
but  not  be  limited  to,  a regular,  planned  series  of: 
articles  and  press  releases;  and  appearances  on 
talk  shows  and  public  speaking  engagements  as 
well  as  Society-sponsored  and  produced  shows  on 
cable  TV,  designed  to  articulate  the  Society's  po- 
sition in  regard  to  professional  liability  and  gov- 
ernmental intrusion  into  the  practice  of  medicine. 

HOUSE  ACTION:  Adopted  as  amended  by  the  Ref- 
erence Committee. 


Resolution  #26 

Introduced  by:  Ocean  County  Medical  Society 
Subject:  Political  Action  Committee  and  Lobbying 

Referred  to:  Reference  Committee  “D” 


Whereas,  the  Ocean  County  Medical  Society  suc- 
cessfully has  formed  a political  action  committee 
(OMEDSOC  PAC);  and 

Whereas,  OMEDSOC  PAC  has  over  $125,000  in 
pledges  and  over  $75,000  in  accumulated  funds  by 
dint  of  the  ability  of  its  directorate  to  interact  on  a 
personal  basis  with  the  membership  of  the  Ocean 
County  Medical  Society;  and 
Whereas,  OMEDSOC  PAC  employs  a certified  lob- 
byist to  aid  it  in  influencing  the  outcome  of  pending 
legislation  at  the  state  level;  and 
Whereas.  OMEDSOC  PAC  has  the  wherewithal  to 
influence  the  results  of  elections  of  politicians  at  a local 
level;  and 

Whereas,  OMEDSOC  PAC  has  funds  that  may  be 
directed  to  JEMPAC  and  MedAC;  and 
Whereas,  the  formation  of  similar  county  medical 


society  political  action  committees  would  increase  the 
revenues  available  to  physicians  for  political  activity; 
would  make  available  more  funds  to  the  state  organiza- 
tions; and  would  increase  legislative  input  by  or- 
ganized medicine;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
encourage  its  component  medical  societies  to  establish 
county  political  action  committees. 

Although  there  is  some  concern  about fractionating 
our  impact  by  having  multiple  small  committees  as 
well  as  JEMPAC,  the  general  feeling  is  that  the  small 
committees  would  serve  as  a “ training  ground"  to 
encourage  local  involvement 

The  Reference  Committee  recommends  that  Res- 
olution **26  be  adopted. 

HOUSE  ACTION:  Adopted. 
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Resolution  #29E 

Introduced  by:  Bartholomew  R.  D’Ascoli,  M.D.,  Delegate,  Sussex  County 
Subject:  Physician-Supervised  Physical  Therapy 

Referred  to:  Reference  Committee  “D” 


Whereas,  there  is  a need  to  reinforce  the  present  law 
regarding  the  practice  of  physical  therapy  in  the  state 
of  New  Jersey:  and 

Whereas,  it  is  apparent  that  through  the  establish- 
ment of  a Physical  Therapy  Board,  separate  from  the 
Medical  Board,  therapists  have  taken  initial  steps 
towards  independence;  and 

Whereas,  there  is  current  legislation  (A-2647)  sup- 
ported by  the  New  Jersey  Chapter,  American  Physical 
Therapy  Association  to  prevent  physicians  from  hiring 
licensed  therapists  to  work  in  facilities  that  physicians 
own;  and 

Whereas,  the  federal  government  as  well  as  other 
state  agencies  currently  are  involved,  more  heavily 
than  ever  before,  in  controlling  the  quality  of  care  in 
the  state  of  New  Jersey  as  well  as  other  states;  and 
Whereas,  the  standard  of  care  in  the  state  of  New 
Jersey  has  been  established  for  many  years  to  assure 
that  there  is  an  acceptable  level  of  quality;  and 
Whereas,  physical  therapists  receive  an  average  4 to 
5 years  of  post-high  school  education  as  compared  to 


14  years  of  the  various  medical  specialists  who  utilize 
physical  therapy  for  their  treatment  needs;  and 

Whereas,  therapists  are  technicians  providing  ser- 
vices as  are  x-ray  technicians  and  nurses  within  phy- 
sician offices  or  hospital  facilities;  and 

Whereas,  the  Federal  Trade  Commission  opposes 
such  actions  as  are  represented  in  A-2647  and  has 
directly  documented  this  with  the  state  of  Nevada 
securing  the  right  of  physicians  to  hire  whomever  they 
please;  now  therefore  be  it 

Resolved,  that  the  Council  on  Legislation  of  the 
Medical  Society  of  New  Jersey  draft  and  seek  to  have 
introduced  legislation  that  requires  that  physical  ther- 
apy services  may  be  rendered  only  under  physician 
supervision. 

The  Reference  Committee  noted  unanimous  sup- 
port for  this  Resolution. 

The  Reference  Committee  recommends  that  Res- 
olution #29E  be  adopted. 

HOUSE  ACTION:  Adopted. 


Resolution  #30E 


Introduced  by:  Frank  J.  Malta,  M.D.,  Delegate,  Ocean 
Subject:  Uniform  National  Standard  of  Care 

Referred  to:  Reference  Committee  “D” 

Whereas,  the  educational  process  of  a physician  is 
a lifetime  endeavor;  and 

Whereas,  it  is  recognized  by  the  medical  profession 
that  the  art  of  medicine  is  distinct  from  the  science 
of  medicine;  and 

Whereas,  the  art  of  medicine  deals  with  ‘‘uncertain- 
ty” and  recognizes  that  patients  may  not  respond  uni- 
formly when  treated  by  physicians;  and 

Whereas,  the  scientific  aspect  is  used  as  the  basis 
for  medical  knowledge;  and 

Whereas,  the  physician  is  required  to  demonstrate 
successfully  scientific  medical  knowledge  in  order  to 
practice  medicine;  and 

Whereas,  physicians  learn  through  trial  and  error 
and  as  a consequence  gain  experience;  and 

Whereas,  "outcomes”  of  treatment  are  subjected  to 
scientific  scrutiny  retrospectively;  and 

Whereas,  patients  do  not  present  themselves  with 
established  diagnoses  or  conditions  but  require  the 
blend  of  the  science  and  art  of  medicine  to  diagnose 
and  treat;  and 

Whereas,  patient  responses  vary  so  that  good  treat- 
ment may  end  in  bad  results  and  bad  treatment  in 
good  results;  and 

Whereas,  there  is  a gap  in  the  “state  of  the  art"  and 
the  community  level  of  practice;  and 

Whereas,  Congress  and  the  Health  Care  Financing 
Administration  have  established  laws  and  regulations 
requiring  compliance  with  the  Medicare  "accepted” 


County 


standard  of  practice;  and 

Whereas,  there  is  no  one  uniform  national  standard 
for  accepted  practice;  and 

Whereas,  physicians  are  judged  as  if  such  a stan- 
dard existed;  and 

Whereas,  in  reality,  standard  of  practice  is  deter- 
mined retrospectively  and  with  the  knowledge  of  the 
outcome;  and 

Whereas,  there  may  be  many  approaches  to  the  diag- 
nosis and  treatment  within  the  realm  of  following  a 
scientific  approach;  and 

Whereas,  medical  experts  or  peers  are  used  to  de- 
termine the  standards  as  perceived  by  them  retro- 
spectively; and 

Whereas,  the  practice  of  medicine  ultimately  will 
require  a scientific  basis  for  a uniform  standard  not 
based  on  retrospective  determination  but  in  the  follow- 
ing of  a recognized  uniform  national  standard  by  the 
medical  profession;  and 

Whereas,  medical  practice  at  the  present  time  is  not 
standardized  but  varies  from  physician  to  physician 
and  from  day  to  day  by  the  same  physician;  now  there- 
fore be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
urge  the  American  Medical  Association  to  begin  the 
task  of  developing  one  uniform  standard  that  can  be 
referred  to  in  order  that  physicians  do  not  deviate  from 
these  standards  in  order  to  ensure  quality  of  care. 
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Whereas,  the  educational  process  of  a physician  is 
a lifetime  endeavor;  and 

Whereas,  it  is  recognized  by  the  medical  profession 
that  the  art  of  medicine  is  distinct  from  the  science 
of  medicine;  and 

Whereas,  the  art  of  medicine  deals  with  “uncertain- 
ty” and  recognizes  that  patients  may  not  respond  uni- 
formly when  treated  by  physicians;  and 

Whereas,  the  scientific  aspect  is  used  as  the  basis 
for  medical  knowledge;  and 

Whereas,  the  physician  is  required  to  demonstrate 
successfully  scientific  medical  knowledge  in  order  to 
practice  medicine;  and 

Whereas,  physicians  learn  through  trial  and  error 
and  as  a consequence  gain  experience;  and 

Whereas,  “outcomes”  of  treatment  are  subjected  to 
scientific  scrutiny  retrospectively;  and 

Whereas,  patients  do  not  present  themselves  with 
established  diagnoses  or  conditions  but  require  the 
blend  of  the  science  and  art  of  medicine  to  diagnose 
and  treat;  and 

Whereas,  Congress  and  the  Health  Care  Financing 
Administration  have  established  laws  and  regulations 
requiring  compliance  with  the  Medicare  "accepted" 
standard  of  practice;  and 

Whereas,  there  is  no  one  uniform  national  standard 
for  accepted  practice;  and 

Whereas,  in  reality,  standard  of  practice  is  de- 
termined retrospectively  and  with  the  knowledge  of  the 
outcome;  and 

Whereas,  there  may  be  many  approaches  to  the 
diagnosis  and  treatment  within  the  realm  of  following 
a scientific  approach;  and 

Whereas,  medical  experts  or  peers  are  used  to  de- 
termine the  standard  as  perceived  by  them  retro- 
spectively; and 

Whereas,  the  practice  of  medicine  ultimately  will 
require  a scientific  basis  for  a uniform  standard  not 
based  on  retrospective  detennination  but  on  the  fol- 


Substitute Resolution  *30E,  Version  2 

Whereas,  the  educational  process  of  a physician  is 
a lifetime  endeavor;  and 

Whereas,  it  is  recognized  by  the  medical  profession 
that  the  art  of  medicine  is  distinct  from  the  science 
of  medicine;  and 

Whereas,  the  art  of  medicine  deals  with  “uncertain- 
ty” and  recognizes  that  patients  may  not  respond  uni- 
formly when  treated  by  physicians;  and 

Whereas,  the  scientific  aspect  is  used  as  the  basis 
for  medical  knowledge;  and 

Whereas,  the  physician  is  required  to  demonstrate 
successfully  scientific  medical  knowledge  in  order  to 
practice  medicine;  and 

Whereas,  physicians  learn  through  trial  and  error 
and  as  a consequence  gain  experience;  and 

Whereas,  “outcomes"  of  treatment  are  subjected  to 
scientific  scrutiny  retrospectively;  and 

Whereas,  patients  do  not  present  themselves  with 


lowing  of  a recognized  uniform  national  standard  by 
the  medical  profession;  and 

Whereas,  medical  practice  at  the  present  time  is  not 
standardized  but  varies  from  physician  to  physician 
and  from  day  to  day  by  the  same  physician;  and 
Whereas,  cognitive  care  may  be  more  difficult  to 
clinically  evaluate  and  to  document;  and 

Whereas,  cognitive  care  may  not  be  readily  standard- 
ized; and 

Whereas,  a procedural  care  may  be  more  easily  stan- 
dardized; now  therefore  be  it 

Resolved,  that  physicians,  when  performing  peer 
review  for  the  purpose  of  determining  the  quality  of 
cognitive  and  procedural  care  being  rendered  to  a pa- 
tient, recognize  the  art  of  medicine  and  the  variability 
and  flexibility  that  may  enter  into  the  care  and  treat- 
ment rendered  in  addition  to  scientific  knowledge  that 
makes  use  of  standard  management  protocols  for  deal- 
ing with  specific  patient  care  problems;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
urge  the  American  Medical  Association  to  educate  the 
public  that  there  is  no  one  recognized  standard  of 
cognitive  care  that  is  clearly  defined  in  medical  cur- 
ricula, journals,  texts,  or  licensing  examinations,  and 
that  the  determination  of  deviation  from  accepted 
practice  or  standards  of  care  are  determined  retro- 
spectively with  hindsight  and  with  outcome  aware- 
ness. Such  determination  should  take  into  account  the 
lack  of  certainty  as  to  outcome  resulting  from  a specific 
course  of  treatment  and  that  conversely  procedural 
care  may  be  more  readily  standardized;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
urge  the  American  Medical  Association  to  form  a 
liaison  committee  consisting  of  medical  educators, 
specialty  boards,  and  other  interested  professional  or- 
ganizations that  would  adopt  and  publish  uniform 
standards  of  care  when  such  standards  had  been  wide- 
ly accepted  by  the  medical  community. 


established  diagnoses  or  conditions  but  require  the 
blend  of  the  science  and  art  of  medicine  to  diagnose 
and  treat;  and 

Whereas,  Congress  and  the  Health  Care  Financing 
Administration  have  established  laws  and  regulations 
requiring  compliance  with  the  Medicare  “accepted” 
standard  of  practice;  and 

Whereas,  there  is  no  one  uniform  national  standard 
for  accepted  practice;  and 

Whereas,  in  reality,  standard  of  practice  is  de- 
termined retrospectively  and  with  the  knowledge  of  the 
outcome;  and 

Whereas,  there  may  be  many  approaches  to  the 
diagnosis  and  treatment  within  the  realm  of  following 
a scientific  approach:  and 

Whereas,  medical  experts  or  peers  are  used  to  de- 
termine the  standard  as  perceived  by  them  retro- 
spectively; and 

Whereas,  the  practice  of  medicine  ultimately  will 
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require  a scientific  basis  for  a uniform  standard  not 
based  on  retrospective  determination  but  on  the  fol- 
lowing of  a recognized  unifonn  national  standard  by 
the  medical  profession:  and 

Whereas,  medical  practice  at  the  present  time  is  not 
standardized  but  varies  from  physician  to  physician 
and  from  day  to  day  by  the  same  physician;  and 
Whereas,  cognitive  care  may  be  more  difficult  to 
clinically  evaluate  and  to  document:  and 

Whereas,  cognitive  care  may  not  be  readily  standard- 
ized; and 

Whereas,  a procedural  care  may  be  more  easily  stan- 
dardized; now  therefore  be  it 

Resolved,  that  physicians,  when  performing  peer 
review  for  the  purpose  of  determining  the  quality  of 
cognitive  and  procedural  care  being  rendered  to  a pa- 
tient, recognize  the  art  of  medicine  and  the  variability 
and  flexibility  that  may  enter  into  the  care  and  treat- 
ment rendered  in  addition  to  scientific  knowledge  that 
makes  use  of  standard  management  protocols  for  deal- 
ing with  specific  patient  care  problems;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
urge  the  American  Medical  Association  to  educate  the 
public  as  follows: 

( 1 )  There  is  no  one  recognized  standard  of  cognitive 
care  that  is  clearly  defined  in  the  medical  curricula 


journals,  texts,  or  licensing  examinations. 

(2)  Often  the  determination  of  deviation  from  ac- 
cepted practice  or  standards  of  care  is  determined 
retrospectively  with  hindsight  and  with  outcome 
awareness. 

(3)  Such  determination  may  fail  to  take  into  ac- 
count the  lack  of  certainty  as  to  outcome  resulting 
from  a specific  course  of  treatment  in  contra-distinc- 
tion to  procedural  care  which  may  be  more  readily 
standardized;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  New  Jersey 
urge  the  American  Medical  Association  to  form  a 
liaison  committee  consisting  of  medical  educators, 
specialty  boards,  and  other  interested  professional  or- 
ganizations that  would  adopt  and  publish  uniform 
standards  of  care  when  such  standards  had  been  wide- 
ly accepted  by  the  medical  community. 

Although  the  Reference  Committee  received  an 
original  and  two  lengthy  Substitute  Resolutions  from 
the  sponsor,  none  of  the  Resolutions  clearly  ad- 
dressed the  serious  problem  that  was  presented. 

The  Reference  Committee  recommends  that  orig- 
inal Resolution  #30E,  and  the  two  substitute  ver- 
sions be  referred  to  the  Board  of  Trustees  for  study. 

HOUSE  ACTION:  Adopted.  Resolution  #30E  and 
the  two  substitute  versions  were  referred  to  the  Board 
of  Trustees  for  study. 
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Reports: 

COUNCIL  ON  MENTAL  HEALTH 
COUNCIL  ON  PUBLIC  HEALTH 
RESOLUTIONS  *5,  *6,  *8,  *12 
*15,  *18,  *21 


Members: 

Joseph  W.  Bitsack,  M.D.,  Chairman,  Bergen 
F.  Sterling  Brown,  M.D.,  Atlantic 
William  J.  DFlia,  M.D.,  Monmouth 
Charles  Harris,  M.D.,  Ocean 
Irving  Weiss,  M.D.,  Passaic 

RoseP.  Prystowsky,  M.D.,  Alternate  Member,  Essex 


Council  on  Mental  Health 


William  H.  Bristow,  jr.,  m.d.,  chairman 
(Reference  Committee  “E”) 

1.  Insanity  Defense.  The  1985  Resolution  of  the 
New  Jersey  Academy  of  Family  Physicians  regarding 
the  insanity  defense  in  New  Jersey  was  reviewed  by  the 
Council.  The  Board  of  Trustees  approved  the  Council's 
recommendation  that  the  New  Jersey  Academy  of  Fam- 
ily Physicians  be  advised  that  their  resolution  dealing 
with  the  insanity  defense  in  New  Jersey  is  not  in  con- 
cert with  the  views  subsequently  developed  and  ap- 
proved by  the  AMA  the  American  Psychiatric  Associa- 
tion. and  the  New  Jersey  Psychiatric  Association,  and, 
therefore,  should  be  reconsidered. 


2.  Current  Developments  in  Psychiatric  Field.  The 

Council  has  been  concerned  about  the  status  of  the 
adolescent  psychiatric  unit  at  Trenton  State  Hospital, 
the  proposed  revision  of  the  commitment  statute,  and 
the  proposed  certificate  of  need  standards  for  inter- 
mediate care  beds.  Activity  in  each  of  these  areas  is 
being  monitored  carefully. 

The  Reference  Committee  recommends  that  the 
report  be  filed, 

HOUSE  ACTION:  Filed. 


Council  on  Public  Health 


Charles  J.  Moloney,  m.d.,  chairman,  moorestown 
(Reference  Committee  “E”) 

1.  AIDS  (Acquired  Immunodeficiency  Syndrome). 

The  Ad  Hoc  Committee  on  AIDS  was  organized  by  the 
Council  on  Public  Health  to  review  Union  County 
Medical  Society’s  resolutions  regarding  AIDS  and  to 
develop  policy  recommendations  on  the  issue.  The 
Board  of  Trustees  approved  the  following  points,  de- 
veloped and  submitted  by  that  Committee,  as  an  of- 
ficial policy  statement  of  the  Medical  Society  of  New 
Jersey  on  acquired  immunodeficiency  syndrome 
(AIDS): 

a.  Publicize  the  many  services  available  through  the 
AMA  for  physicians  and  for  the  general  public. 

b.  Support  the  American  Academy  of  Pediatrics' 
guidelines  for  the  education  of  children  affected  with 
AIDS. 

c.  Restate  the  belief  that  those  considered  at  high 
risk  for  developing  AIDS  should  not  donate  blood, 
blood  products,  sperm,  organs,  and  milk. 

d.  Those  with  AIDS  or  AIDS-related  conditions 
should  notify  their  physicians,  dentists,  and  sexual 
partners  to  ensure  proper  measures  to  help  prevent 
the  disease  from  spreading. 


e.  Those  with  a positive  HTLV-III  antibody  test 
should  act  as  if  they  are  contagious,  and  inform  all  of 
their  known  sexual  partners. 

f.  Counseling  should  be  made  available  for  these 
patients  and  their  contacts. 

g.  A comprehensive  statewide  policy  on  AIDS  should 
be  developed. 

h.  Support  proper  epidemiologic  studies  that  will 
define  specific  risks  in  groups  with  potentially  high 
exposure. 

i.  That  the  Medical  Society  of  New  Jersey  should 
seek  legislation  whereby  a physician  who,  in  his  or  her 
medical  judgment,  deems  it  necessary  to  advise  the 
spouse  or  sexual  partner  of  a known  AIDS  patient  of 
that  fact  shall  be  granted  legal  immunity  for  making 
such  a disclosure. 

The  Board  also  directed  that  the  State  Department 
of  Health  be  urged  to  recognize  AIDS  as  a com- 
municable disease  and  petition  the  Legislature  for  the 
funds  needed  to  conduct  proper  epidemiologic  studies. 

2.  1986  Resolution  *44E,  Bedside  Reagent  Strip 
Blood  Glucose  Determination.  Resolution  *44E, 
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adopted  by  the  1986  House  of  Delegates,  was  referred 
to  the  Council  on  Public  Health  for  study  and  rec- 
ommendation. The  Council  is  in  the  process  of  review- 
ing all  material  in  connection  with  this  issue  and  will 
submit  a report  to  the  Board  of  Trustees  when  its 
study  is  complete. 

3.  S- 1801— Irradiation  of  Foods.  Upon  the  request 
of  the  Board  of  Trustees,  the  Council  reviewed  S-1801 
which  requires  food  processors  and  public  eating 
places  to  provide  written  notice  regarding  irradiated 
foods.  Upon  receipt  of  the  Council’s  report,  the  Board 
of  Trustees  agreed  to  take  the  position  of  active  opposi- 
tion on  this  bill. 

4.  Comprehensive  Cancer  Center  for  New  Jersey. 

The  Board  of  Trustees  approved  the  council  rec- 
ommendation that  the  Medical  Society  of  New  Jersey 
endorse  the  concept  of  a comprehensive  cancer  center 
for  New  Jersey,  under  the  auspices  of  the  University 
of  Medicine  and  Dentistry  of  New  Jersey,  to  be  de- 
veloped in  consultation  with  the  major  existing  or- 
ganizations that  are  concerned  with  cancer  control. 
Such  organizations  include  the  Committee  on  Cancer 
Control  of  the  Medical  Society  of  New  Jersey,  New  Jer- 
sey State  Commission  on  Cancer  Research,  the  Ameri- 
can Cancer  Society,  the  Oncology  Society  of  New  Jer- 


sey, the  New  Jersey  Department  of  Health,  and  other 
responsible  groups. 

5.  Ocean  Pollution.  The  Committee  on  Environ- 
mental Health  has  met  with  representatives  of  the  New 
Jersey  Department  of  Environmental  Protection,  the 
New  Jersey  Department  of  Health,  and  Save  Our 
Shores.  As  a result  of  these  deliberations,  the  Commit- 
tee submitted  and  the  Board  of  Trustees  approved  a 
recommendation  that  the  Medical  Society  of  New  Jer- 
sey reaffirm  its  position  of  opposition  to  ocean  dump- 
ing, and  continue  to  pass  these  views  on  to  the  ap- 
propriate state  and  federal  legislators.  Epidemiological 
research  on  the  health  effects  of  ocean  pollution  also 
will  be  encouraged. 

6.  Eye  Health  Screening  Program.  The  Eye  Health 
Screening  Program,  sponsored  by  MSNJ,  and  coordi- 
nated by  the  Committee  on  Conservation  of  Vision, 
was  held  during  the  week  of  September  26,  1986.  The 
vision  of  5,903  persons  was  screened  and  a total  of  352 
glaucoma  suspects  were  found.  The  Program  cel- 
ebrated its  30th  anniversary  in  1986. 

The  Reference  Committee  recommends  that  the 
report  be  filed. 

HOUSE  ACTION:  Filed. 


Supplemental  Report  #1: 
Council  on  Public  Health 


Charles  J.  Moloney,  m.d.,  chairman,  moores town 
(Reference  Committee  “E”) 

The  Board  of  Trustees,  at  its  meeting  on  Sunday, 
April  12,  1987,  approved  the  following  recommen- 
dations submitted  by  the  Council  on  Public  Health: 

1.  1986  Resolution  #44E — Bedside  Reagent  Strip 
Determination.  Resolution  #44E,  Bedside  Reagent 
Strip  Blood  Glucose  Determination,  adopted  by  the 
1986  House  of  Delegates,  was  referred  to  the  Council 
on  Public  Health  for  study  and  recommendation. 

Upon  careful  consideration  of  all  issues  related  to 
this  matter,  the  Council  recommended  that  Resolution 
#44E  be  supported  with  the  condition  that  personnel 
performing  the  test  be  required  to  meet  standards  of 
quality  control.  It  was  also  recommended  that  the  De- 
partment of  Health  be  urged  to  distribute  to  all  New 
Jersey  hospitals  a letter  clarifying  its  position  that  the 
use  of  bedside  reagent  strip  blood  glucose  determina- 
tions is  not  prohibited  when  administered  by  trained 
personnel. 

2.  Limited  Drivers’  Licenses  for  Visually  Handi- 
capped Persons.  The  Council's  Committee  on  Con- 
servation of  Vision  recommended  that  the  Recommen- 
dations approved  by  the  Board  of  Trustees  at  its  meet- 
ing on  July  21,  1985,  as  follows,  be  reaffirmed  and 
brought  to  the  attention  of  the  New  Jersey  Department 
of  Motor  Vehicles  and  the  state  legislature  for  im- 
plementation: 

• That  the  Medical  Society  of  New  Jersey  endorse 
the  concept  that  the  Division  of  Motor  Vehicles  be 


encouraged  to  perform  vision  screenings  at  its  loca- 
tion, with  the  proviso  that  licensed  drivers  should  have 
the  right  to  have  the  screening  done  in  the  office  of 
an  ophthalmologist  or  optometrist  of  their  choice. 

• That  all  licensed  drivers  under  age  70  should  be 
screened  every  ten  years,  and  all  licensed  drivers  over 
70  should  be  screened  every  five  years. 

• That  the  Medical  Society  of  New  Jersey  endorse 
the  visual  requirements  for  operating  a not-for-hire 
motor  vehicle  recommended  by  the  New  Jersey  Acad- 
emy of  Ophthalmology  and  Otolaryngology. 

The  Committee  also  recommended  that  the  Medical 
Society  support  the  development  of  criteria  and  nec- 
essary legislation  to  permit  limited  licensure  of  visually 
handicapped  persons. 

3.  1987  Eye  Health  Screening  Program.  The 

Council's  Committee  on  Conservation  of  Vision  is  re- 
sponsible for  the  Eye  Health  Screening  Program,  spon- 
sored by  the  Medical  Society  of  New  Jersey,  and  held 
annually.  In  1986,  5,903  persons  were  screened  and 
352  glaucoma  suspects  were  detected.  Over  80  oph- 
thalmologists contributed  their  time  to  make  this  pro- 
gram possible.  In  preparation  for  the  next  program,  the 
Committee  recommended  that  the  program  be  held  the 
week  of  October  5,  1987. 

The  Reference  Committee  recommends  that  the 
Supplemental  Report  be  filed. 

HOUSE  ACTION:  Filed. 
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Resolution  #5 


Introduced  by: 
Subject: 
Referred  to: 


Charles  Harris,  M.D.,  Delegate,  Ocean  County 
Doctors’  Responsibility  for  Prescriptions 
Reference  Committee  “E” 


Whereas,  state  law  makes  doctors  responsible  and 
potentially  liable  for  the  consequences  of  every 
prescription:  and 

Whereas,  generic  medications  are  not  controlled  by 
the  same  internal  and  external  standards  that  regulate 
the  brand-name  medications:  and 
Whereas,  the  gap  in  costs  between  brand  name  and 
generics  is  so  great  that  patients  too  often  no  longer 
can  afford  brand  names:  and 
Whereas,  because  of  prescription  plans,  Medicaid, 
and  other  intervening  forces,  doctors  no  longer  can 
control  what  is  dispensed  to  their  patients;  now  there- 
fore be  it 


Resolved,  that  the  Medical  Society  of  New -Jersey- 
assert  its  influence  to  nlter-Hir  lmxrsrTthat  the  doctor 
•ie-norTiTTSe^^  for  generic  substitution. 

The  Reference  Committee  recommends  that  Res- 
olution #5  be  adopted. 

Amended  by  the  House  to  read 

Resolved,  that  the  Medical  Society  of  New  Jersey 
assert  its  influence  to  alter  the  law  so  that  the  doctor 
is  not  to  be  responsible  for  complications  which  befall 
a patient  as  a result  of  generic  substitution  without 
his  authorization. 

HOUSE  ACTION:  Adopted  as  amended  by  the 
House. 


Resolution  #6 

Introduced  by:  Charles  Harris,  M.D.,  Delegate,  Ocean  County 


Subject:  Glucose  Strip  Testing 

Referred  to:  Reference  Committee  “E" 

Whereas,  the  Medical  Society  of  New  Jersey  is  con- 
secrated to  the  highest  standards  of  medical  practice: 
and 

Whereas,  the  House  of  Delegates  in  1986  rec- 
ommended that  glucose  strip  testing  by  instrumenta- 
tion be  authorized  in  hospital  units  throughout  the 
state;  and 

Whereas,  this  recommendation  was  made  with  no 
prior  study  of  the  nature  of  the  instrument  and  the 
pitfalls  that  will  be  encountered  with  three  shifts  of 
nurses  performing  these  tests;  and 

Whereas,  using  a strip-spectrophotometer  to 
measure  glucose  is  extremely  technique-dependent, 
fraught  with  the  possibilities  of  error,  and  thus 
dangerous  and  unreliable  in  the  hands  of  the  un- 
trained: and 

Whereas,  strip  glucose  testing  by  instrumentation 
will  be  performed  for  the  purpose  of  prescribing  in- 
sulin for  sick  diabetics  in  intensive  care  units:  and 


Whereas,  the  attending  physician  will  not  be  able  to 
supervise  these  tests,  and  since  they  will  be  done 
outside  of  the  laboratory,  there  will  be  no  peer  review; 
and 

Whereas,  under  the  conditions  stated  above,  the  test 
imposed  on  sick  patients  in  hospital  units  does  not 
preserve  high  standards  of  medical  practice;  in  fact, 
the  test  lowers  standards;  now  therefore  be  it 
Resolved,  that  the  House  of  PH^rat^  withdraw  it^ 
-approval  and  promotion  of  this  dangerous  practice. 

The  Reference  Committee  recommends  that  the 
following  Substitute  Resolution  be  adopted: 

Resolved,  that  glucose  strip  testing  by  in- 
strumentation be  permitted  in  hospitals  only  when 
peiformed  by  qualified  personnel  trained  in  ac- 
cordance with  regulations  of  the  State  Department 
of  Health,  and  on  instruments  properly  inspected 
and  calibrated 

HOUSE  ACTION:  Adopted. 


THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


Tr  41 


Resolution  #8 

Introduced  by:  Anthony  J.  DiCroce,  M.D.,  Delegate,  Ocean  County 
Subject:  Physician  Representation  on  Governmental  Committees 

Referred  to:  Reference  Committee  “E” 


Whereas,  it  appears  that  advisory  committees  in  all 
shapes  and  forms  in  the  fields  of  engineering,  law,  etc., 
always  hire  or  appoint  appropriate  experts  in  those 
fields  to  guide  and  advise  them;  and 
Whereas,  there  has  been  a notable  lack  of  physicians 
on  advisory,  research,  and  planning  committees  at  all 
levels  of  government  and  industry;  and 
Whereas,  this  has  caused  innumerable  laws  and 
regulations  which  are  not  well-founded  on  basic  medi- 
cal concepts:  and 

Whereas,  it  appears  logical  that  appropriate  pro- 
fessional consultants  in  their  respective  fields  should 
be  used  to  advise  and  guide  the  various  commissions 
and  committees  at  all  levels  of  government;  now  there- 
fore be  it 

Resolved,  that  the  Medical  Society  of  New 
seek  ways  and  means  tn-havc  -rrjTfTvsIelan  placed  on 
aay-^eveTrrrnHftaTcommittee  having  to  do  with  health 


problems  in  the.  state  of  New  Jersey. 

The  Reference  Committee  recommends  that  Res- 
olution # 8 be  adopted,  with  the  following  editorial 
changes: 

Resolved,  that  the  Medical  Society  of  New  Jersey, 
continue  to  seek  ways  and  means  toJuyje-et-prTictic- 
ing  physician  placed  ongjjy-goverajnental  commit- 
tee havingtg^d^-nrtfFThealth  problems  in  the  state 
£f-NeW^fersey. 

Amended  by  the  House  to  read 

Resolved,  that  the  Medical  Society  of  New  Jersey 
continue  to  seek  ways  and  means  to  have  phy- 
sicians placed  on  any  governmental  committee 
having  to  do  with  health  problems  and  policies  in 
the  state  of  New  Jersey. 

HOUSE  ACTION:  Adopted  as  amended  by  the 
House. 


Resolution  #12 

Introduced  by:  Essex  County  Medical  Society 

Subject:  First  Aid  Station  in  New  Jersey  Legislature 

Referred  to:  Reference  Committee  “E" 


Whereas,  the  real  action  in  the  legislature  affecting 
health  care  has  moved  from  the  national  to  the  state 
level;  and 

Whereas,  there  currently  are  no  first  aid  stations 
available  to  New  Jersey  legislators  for  medical  emer- 
gencies and  problems  during  sessions  of  the  Senate 
and  Assembly;  and 

Whereas,  such  needed  medical  coverage  would  be 
appreciated;  and 

Whereas,  it  is  an  advantage  to  have  physicians  close- 
ly available  to  the  legislators  to  advise  on  procedures 
and  wording  pertinent  to  medicine  and  the  views  of 
physicians:  and 

Whereas,  other  states,  such  as  Kansas  and  Maryland, 
have  successful  programs  involving  physicians  pres- 
ent on  a rotational  basis  in  first  aid  stations  at  all 
sessions  of  both  houses;  and 

Whereas,  this  involves  approximately  100  physi- 
cians, each  donating  one  day  a year;  and 

Whereas,  such  a program  would  provide  us  with  rep- 


resentation as  needed  since  a physician  would  be  there 
to  assist  in  questions  on  bills  and  learn  of  developing 
situations  affecting  health  care;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  ofNe^i^Jeese? 
offer  both  houses  of  the  Newjeisey-tegl^  a rota- 
tional voluntegj^staffirT^  aid  station  for  legis- 

The  Reference  Committee  was  of  the  opinion  that 
the  fourth  " Whereas ” was  not  appropriate  and  sug- 
gested that  it  be  deleted 

The  Reference  Committee  recommends  that  the 
Resolved  be  amended  to  read  as  follows: 

Resolved,  that  the  Medical  Society  of  New  Jersey 
investigate  the  feasibility  of  offering  to  both  houses 
of  the  New  Jersey  legislature  a rotational  volunteer 
staffing  of  a first  aid  station  for  legislators. 

The  Reference  Committee  recommends  that  Res- 
olution #12  be  adopted  as  amended 

HOUSE  ACTION:  Adopted  as  amended  by  the  Ref- 
erence Committee. 
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Resolution  #15 

Introduced  by:  Bergen  County  Medical  Society 
Subject:  Infusaid  Pump  Recognition 

Referred  to:  Reference  Committee  “E” 

Whereas,  the  implantation  of  a chronic  pump  for  the 
infusion  of  morphine  has  been  approved  by  the  federal 
government  for  the  treatment  of  chronic  pain  in 
cancer  patients;  and 

Whereas,  because  of  the  failure  of  national  insurance 
companies  to  recognize  this  procedure,  this  system  is 
not  available  for  New  Jersey  patients;  and 

Whereas,  because  of  the  insurance  carriers'  denial, 
patients  from  Bergen  County  hospitals  and  other  hos- 
pitals in  New  Jersey  must  go  to  New  York  or  Penn- 
sylvania for  treatment;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
urge  the  State  Department  of  Health  to  do  all  in  its 
power  to  make  the  use  of  Infusaid  pump  available  to 
New  Jersey  residents  for  the  treatment  of  chronic 
cancer;  and  be  it  further 

Resolved,  that  a pilot  project  be  initiated  to  monitor 
the  costs  of  this  therapy. 

The  Reference  Committee  noted  that  the  sponsor 
of  Resolution  **15  was  not  present.  Questions  of  fact 
were  raised  which  could  not  be  verified. 

The  Reference  Committee  recommends  that  Res- 
olution **15  be  rejected. 


Resolution  #18 

Introduced  by:  Daniel  N.  Burbank,  M.D.,  Delegate, 
Subject:  Plastic  Pollution 

Referred  to:  Reference  Committee  “E” 

Whereas,  oceangoing  ships  dump  plastics  and  other 
trash  immediately  off  the  New  Jersey  shore;  and 
Whereas,  garbage,  including  hospital  waste,  plastic 
containers,  and  contaminated  syringes,  too  often  is 
washed  up  on  New  Jersey  shores;  and 
Whereas,  some  Department  of  Environmental 
Protection  officials  demand  a high  "coli  count"  before 
they  recognize  or  do  anything  about  pollution;  and 
Whereas,  plastic  pollution  can  kill  wildlife,  make 
beaches  unfit  for  recreational  activities,  ruin  the  econ- 
omy of  shore  municipalities,  and  create  health  haz- 
ards; and 

Whereas,  surf  water  refuse  indicates  freighter  and 


Substitute  Resolution 

Whereas,  the  use  of  implantable  infusion  pump 
(i.e.  Infusaid)  for  certain  chemotherapy  treatments 
has  had  acceptance  by  the  medical  community,  as 
well  as  approval  and  payment  by  third-party  in- 
surers; and 

Whereas,  the  use  of  such  pumps  for  the  control 
of  pain  utilizing  morphine  infusion  has  been  shown 
to  be  of  benefit  for  the  treatment  of  chronic  pain; 
now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  New  Jersey 
urge  the  State  Department  of  Insurance  to  do  all  in 
its  power  to  make  the  use  of  implantable  infusion 
pumps  available  to  New  Jersey  residents  for  in- 
trathecal or  epidural  administration  of  morphine 
for  the  treatment  of  intractable  pain  due  to  cancer; 
and  be  it  further 

Resolved,  that  a pilot  project  be  initiated  to 
monitor  the  costs  of  this  therapy. 

HOUSE  ACTION:  Not  adopted.  Resolution  #15  and 
Substitute  Resolution  #15  were  referred  to  the  Board 
of  Trustees. 


County 


tanker  trash  is  being  discharged  within  12  miles  of  the 
New  Jersey  coast;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  New  Jersey,  in 
the  interest  of  upgrading  shore  water  quality,  petition 
the  Department  of  Environmental  Protection  to  crack 
down  on  plastic  pollution,  including  waste  products, 
floatables,  plastic  containers,  and  contaminated  sy- 
ringes, instead  of  merely  directing  their  interest  to 
"coli  counts." 

The  Reference  Committee  recommends  that  Res- 
olution **18  be  adopted. 

HOUSE  ACTION:  Adopted. 
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Resolution  #21 

Introduced  by:  Passaic  County  Medical  Society 

Subject:  Mandatory  AIDS  Testing  for  Hospital  Admissions  AIDS  Testing  for  Hospital  Admissions  and 

other  High-Risk  Populations 
Referred  to:  Reference  Committee  “E” 


Whereas,  the  incidence  of  AIDS  in  all  segments  of  the 
population  is  increasing  at  epidemic  proportions:  and 
Whereas,  physicians  and  other  hospital  personnel 
are  at  risk  for  infection  by  seropositive  patients  who 
present  themselves  for  care:  now  therefore  be  it 
Resolved,  that  all  persons  admitted  to  a hospitaler 
New  Jersey,  whether  an  elective  or  emergpar'fad- 
mission,  be  tested  for  HIV  infection;  an<J-b€it  further 
Resolved,  that  an  HIV  seroposjjiv^finding  promi- 
nently, though  cryptically,  be^sTiown  on  the  patient’s 
chart:  and  be  it  furthgr^^ 

Resolved,  thaMfie  Medical  Society  of  New  Jersey 
elicit  su{mp?r^from  the  New  Jersey  Hospital  Assoeia- 
tion^ttdother  hospital-related  associations  in  seeking 
adoption  of  this  position  by  appropriate  state  agencies. 

The  Reference  Committee  recommends  that  the 
following  Substitute  Resolution  be  adopted: 

Mandatory  AIDS  Testing  for  Hospital  AdmiyyiAne 
and  Othei  Tuiyet  Populations 


Resolved,  that  all  persons  admitted  to  a hospifaJL 
in  New  Jersey,  whether  an  elective  orjarn&rgency 
admission,  and  certain  oth^JaTget  populations, 
such  as  pregnantwQjneTlfpersons  applying  for  mar- 
riage IweTisesTcmd.  known  IV  drug  users,  be  tested 
JorlTftfjhuman  immunodeficiency  virus)  infections. 

Amended  by  the  House  to  read : 

AIDS  Testing  for  Hospital  Admissions  and  other 
High-Risk  Populations 

Resolved,  that  all  persons  admitted  to  a hospital 
in  New  Jersey,  whether  an  elective  or  emergency 
admission,  and  certain  other  high-risk  populations, 
such  as  pregnant  women  persons  applying  for  mar- 
riage licenses,  and  known  IV  drug  users,  be  rou- 
tinely tested,  within  physician  judgment,  for  HIV 
(human  immunodeficiency  virus)  infections  and 
that  all  data  be  submitted  to  the  State  Department 
of  Health  to  form  a data  base. 

HOUSE  ACTION:  Adopted  as  amended  by  the 
House. 
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1987  Reference  Committees 
Constitution  and  Bylaws 


Reports:  Members: 

COMMITTEE  ON  REVISION  OF  Victor  H.  Boogdanian,  M.D.,  Chairman,  Middlesex 

CONSTITUTION  AND  BYLAWS  MarcJ.  Crilly,  M.D.,  Bergen 

Richard  B.  Einaugler,  M.D.,  Morris 
Winston  H.  Johnson,  M.D.,  Sussex 
Nicholas  E.  Marchione,  M.D.,  Cumberland 
Thomas  E.  Desmond,  M.D.,  Alternate  Member, 
Middlesex 


Committee  on  Revision  of  Constitution 
and  Bylaws 


John  H.  Lifland,  m.d..  Chairman,  Bridgewater 
(Reference  Committee  on  Constitution  and  Bylaws) 

PROPOSED  AMENDMENT  TO  THE  BYLAWS 
Chapter  III — Board  of  Trustees 

Last  year  the  Committee  on  Long-Range  Planning  and 
Development  recommended  and  the  House  approved 
that  the  election  of  Trustees  by  the  House  of  Delegates 
be  discontinued.  A change  in  the  present  election  pro- 


cess would  afford  a more  democratic  procedure  of  elec- 
tion and  provide  representation  of  the  county  societies 
on  the  Board  of  Trustees.  The  proposal  before  you 
allows  each  county  to  elect  a Trustee  to  the  Board. 
Counties  with  more  than  750  members  would  be  al- 
lowed two  Trustees.  This  proposal  is  before  you  for 
final  adoption. 


Bylaws 

Chapter  III — Board  of  Trustees 

Current  Proposed 


(a)  Composition  and  Apportionment 

The  Board  of  Trustees  shall  be  the  executive  body,  and 
shall  be  composed  of  the  Immediate  Past-President, 
President.  President-Elect,  two  (2)  Vice-Presidents, 
Secretary,  and  Treasurer  (by  virtue  of  their  offices),  and 
elected  Trustees — at  least  two  (2)  from  each  judicial 
district  for  a membership  up  to  one  thousand  (1,000): 
each  judicial  district  shall  be  entitled  to  one  (1)  ad- 
ditional Trustee  for  each  additional  one  thousand 
(1,000)  members,  or  major  fraction  thereof,  computed 
as  of  December  31. 


(a)  Composition  and  Apportionment 

The  Board  of  Trustees  shall  be  the  executive  body,  and 
shall  be  composed  of  the  Immediate  Past-President, 
President  President-Elect,  two  (2)  Vice-Presidents, 
Secretary,  and  Treasurer  (by  virtue  of  their  offices),  and 
elected  Trustees. 

For  the  purposes  of  this  section  and  these  Bylaws,  an 
“elected  trustee”  is  one  that  has  been  elected  or  ap- 
pointed by  a county  medical  society.  Each  county 
medical  society  shall  designate  one  Trustee.  Those 
counties  with  more  than  750  active  members  on  De- 
cember 31  shall  be  entided  to  one  additional  Trustee. 
Terms  shall  be  for  three  years. 

Every  Trustee  designated  by  a county  society  shall 
automatically  be  a member  of  that  county's  executive 
board. 


The  Reference  Committee  was  unanimous  in  its  opinion  that  a change  in  the  present  election  process  would 
afford  a more  democratic  procedure  of  election,  and  provide  representation  of  the  county  societies  on  the  Board 
of  Trustees. 

The  Reference  Committee  recommends  that  the  proposed  amendment  to  the  Bylaws  be  adopted. 

HOUSE  ACTION:  Not  adopted. 
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Report  of  Nominating  Committee 


Officers 

President-Elect 

1 year 

Palma  E.  Formica,  M.D.,  Middlesex 

1 st  Vice-President 

1 year 

Paul  J.  Hirsch,  M.D.,  Somerset 

2nd  Vice-President 

1 year 

Douglas  M.  Costabile,  M.D.,  Union 

Treasurer 

2 years* 

Joseph  N.  Micale.  M.D.,  Hudson” 

Trustees 

1st  District 

3 years 

Herman  M.  Robinson,  M.D.,  Essex 

1st  District 

3 years 

R Gregory  Sachs,  M.D.,  Union 

2nd  District 

3 years 

Carl  Restivo,  Jr„  M.D.,  Hudson 

2nd  District 

3 years 

Gerald  H.  Rozan,  M.D.,  Passaic 

3rd  District 

3 years 

Michael  M.  Heeg,  M.D.,  Mercer 

3rd  District 

3 years 

Joseph  P.  Zawadsky,  M.D.,  Middlesex 

4th  District 

3 years 

George  L.  Triebenbacher,  M.D.,  Ocean 

Judicial  Councilors 

1st  District 

3 years 

Edward  M.  Coe,  M.D.,  Union 

4th  District 

3 years 

George  T.  Hare,  M.D.,  Camden 

AMA  Delegates 

2 years+ 

Edward  A Sehauer,  M.D.,  Monmouth 

2 years 

William  J.  D’Elia  M.D.,  Monmouth 

2 years 

Myles  C.  Morrison,  Jr„  M.D.,  Morris 

2 years 

Frank  Y.  Watson,  M.D.,  Essex 

AMA  Alternate  Delegates 

1 year* 

Robert  J.  Weierman,  M.D.,  Essex” 

2 years 

Robert  J.  Weierman,  M.D.,  Essex” 

2 years! 

Ralph  J.  Fioretti,  M.D.,  Bergen 

2 years 

S.  Thomas  Carter,  Jr.,  M.D.,  Camden 

2 years 

William  E.  Ryan,  M.D.,  Mercer 

Administrative  Councils 

2 years 

James  H.  Spillane,  M.D.,  Warren 

Legislation 

5th  District 

2 years 

L.  Willis  Allen,  M.D.,  Cumberland 

6th  Member 

2 years 

Howard  H.  Lehr,  M.D.,  Union 

Medical  Services 

5th  District 

2 years 

John  R Pastore,  M.D.,  Cumberland 

6th  Member 
Mental  Health 

2 years 

Robert  C.  Emery,  M.D.,  Warren 

3rd  District 

2 years 

Douglas  H.  Robinson,  M.D.,  Mercer 

6th  Member 
Public  Health 

2 years 

William  R Nadel,  M.D.,  Union 

5th  District 

2 years 

Gerald  S.  Packman,  M.D.,  Cumberland' 

6th  Member 
Public  Relations 

2 years 

Glenn  P.  Lambert,  M.D.,  Hunterdon 

2nd  District 

2 years 

Joseph  W.  Bitsack,  M.D.,  Bergen 

5th  District 
Standing  Committees 

2 years 

John  J.  Pastore,  M.D.,  Cumberland 

Annual  Meeting 

2 years 

Thomas  J.  Connolly,  Jr.,  M.D.,  Hudson 

Auxiliary  Advisory 

2 years 

Robert  L.  Wegryn,  M.D.,  Union 

Finance  and  Budget 

2 years 

Matis  A.  Fermaglich,  M.D.,  Bergen 

Medical  Education 

2 years 

Sherman  Garrison,  M.D.,  Cumberland 

Membership  Services 

2 years 

John  H.  Sprowls,  M.D.,  Union 

Publication 

2 years 

Clement  H.  Kreider,  Jr.,  M.D.,  Monmouth 

’Unexpired  term  in  the  event  Doctor  Costabile  is  elected  2nd  Vice-President. 

’’Contingent  candidate. 

+Additional  delegate  allocation  per  AMA  (1987). 

* Unexpired  term  in  the  event  Doctor  Sehauer  is  elected  AMA  Delegate. 

• Nominated  from  the  floor. 
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Official  Attendance  Report 


County 

Delegates 

Members 

Total 

Atlantic  

6 

2 

8 

Bergen  

29 

6 

35 

Burlington  

1 1 

2 

13 

Camden  

23 

1 1 

34 

Cape  May  

2 

- 

2 

Cumberland  

4 

1 

5 

Essex  

30 

11 

41 

Gloucester  

2 

3 

5 

Hudson  

9 

5 

14 

Hunterdon  

1 

_ 

1 

Mercer  

17 

2 

19 

Middlesex  

19 

2 

21 

Monmouth  

7 

4 

1 1 

Morris  

12 

4 

16 

Ocean  

7 

- 

7 

Passaic  

21 

3 

24 

Salem  

2 

1 

3 

Somerset  

2 

1 

3 

Sussex  

2 

1 

3 

Union  

29 

1 

30 

Warren  

1 

- 

1 

Fellows  and  Officers  

14 

- 

14 

250 

60 

310 

Delegates  Specialty  Societies  

5 

5 

Delegate  MSNJ  Student  Association  

1 

1 

Delegate  MSNJ  Resident  Association  

1 

257 

1 

Physician  Guests  

9 

Total  Physician  Registration  

326 

Auxiliary  

137 

Medical  Students  

1 

Visitors  

81 

Exhibitors  

64 

Total  Registration  

609 

Three-Year  Comparative  Registration  Figures 


Year 

Physicians 

Others 

Total 

1987 

326 

283 

609 

1986 

349 

310 

659 

1985 

432 

443 

875 
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RISK  MANAGEMENT 
COORDINATOR 


At  Monmouth  Medical  Center,  we  offer  the  professional 
candidate  the  challenge  of  coordinating  all  aspects  of  risk 
identification,  evaluation  and  assessment  with  the  hospi- 
tal and  insuring  compliance  with  state  and  joint  com- 
mission regulations.  A Bachelor’s  degree  and  2 years 
experience  in  hospital  operations  is  required. 

We  offer  competitive  salaries  and  a comprehensive 
benefits  package.  Please  send  resume  to:  Greg  Bailey, 
Personnel  Services  Dept. 


300  Second  Avenue 
Long  Branch,  NJ  07740 

Equal  Opportunity  Employer  M/F 


Monmouth 

Medical  Center 


Health  Care  Personnel 
Consulting,  Inc. 

a division  of  The  Health  Care  Group 

specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the  following 
specialty  areas: 

ALLERGY,  DERMATOLOGY,  FAMILY  PRACTICE, 
INTERNAL  MEDICINE,  OPHTHALMOLOGY, 
PEDIATRICS,  PSYCHIATRY,  PSYCHOLOGY, 
RADIOLOGY  AND 
URGENT  CARE. 

For  more  information  regarding 
selling  or  buying  a medical  practice, 
contact  our  brokerage  division 
at  The  Health  Care  Group, 

400  GSB  Bldg.,  Bala  Cynwyd,  PA  19004 
or  call  (215)667-8630. 


YOU  CAN  KEEP  THEM 
IN  BALANCE- 
Y0UR  FAMILY  LIFE 
AND  YOUR 
MEDICAL  PRACTICE. 

We'd  like  to  help  you  spend  more  time  with  your  family  yet 
receive  professional  satisfaction  from  your  medical  practice. 
As  a member  of  the  Air  Force  health  care  team,  you'll  be  able 
to  participate  in  our  group  practice  concept  which  will  free  you 
of  most  administrative  duties. 

Air  Force  benefits  are  also  very  attractive.  You  and  your  family 
will  enjoy  30  days  of  vacation  with  pay  each  year  plus  many 
more  Air  Force  advantages.  Call 


SSgt.  Jim  Campbell 
609-667-9208  collect 
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EMERGENCY  MEDICINE  POSITIONS 

Full/part  time  emergency  medicine  physicians  sought 
by  multi  state  professional  association  for  openings  in 
metropolitan  NY,  PA,  MD,  DC,  FL,  New  England  and 
throughout  U.S.  Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Ste.  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


Liberty 

Healthcare 

Corporatio  n_ 


399  Market  Street,  Suite  400  • Philadelphia,  PA  19106 

RECRUITER 


Energetic,  persuasive  Professional  Healthcare  Admin- 
istrator sought  for  high  demand,  high  reward  position 
in  Physician/Health  Personnel  recruiting  for  National 
Healthcare  firm  headquartered  in  Phila.  Send  letter  or 
resume  to:  Liberty  Healthcare  Corporation,  399  Market 
Street,  Suite  400,  Philadelphia,  PA  19106.  No  calls 
please. 


GYNECOLOGIST 

University  of  Medicine  and  Dentistry  of  New  Jersey-New  Jersey  Medical 
School  seeks  a board  certified  physician-gynecologist  for  our  full  time 
academic  faculty.  The  predominant  responsibility  will  be  to  function  as 
a member  of  the  gynecologic  team.  The  clinical  aspects  of  this  require- 
ment include  attending  in  Outpatient  Clinic  supervising  residents  and 
medical  students  as  well  as  inpatient  coverage  performing  same  function. 

The  Department  of  Obstetrics  and  Gynecology  is  staffed  both  with 
generalists  as  well  as  subspecialists  in  Maternal-Fetal  Medicine, 
Reproductive  Endocrinology  and  Oncology.  As  a full  time  academic 
member  of  the  University,  the  appointee  will  receive  full  health  care 
benefits,  life  insurance,  disability  insurance,  paid  sick  leave  and  four 
weeks  vacation  a year  after  the  first  year.  Although  basic  and  clinical 
research  interests  are  encouraged,  it  is  not  a prerequisite  for  the 
position.  A sincere  interest  in  the  care  of  patients  and  helping  young 
physicians  learn  is  a prerequisite.  Compensation  is  determined  by 
experience  and  rank. 

Please  send  inquiries  to:  Gerson  Weiss,  M.D.,  Professorand 
Chairman,  UMDN  J-New  Jersey  Medical  School,  Depart- 
ment OB/GYN,  185  South  Orange  Ave.,  Newark,  NJ 
07103-2757. 


Equal  Opportunity/Affirmative  Action 
Employer  M/F/H/V 


NEW  | E R S E Y 


PRIMARY  CARE  PHYSICIANS 

Multi-state  practice  association  seeks  BE/BC  primary 
care  physicians  for  unique  opportunities  in  PA,  NJ,  New 
England,  MD,  FL,  and  other  areas  of  the  U.S.  Most 
positions  offer  Monday-Friday  8 AM  to  5 PM  schedules 
with  up  to  five  weeks  paid  time  off.  Paid  malpractice. 
Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


PHYSICIAN 

Board  certified  or  eligible  Physician  needed  to 
provide  primary  care  to  clients  with  developmen- 
tal disabilities.  Contact:  Medical  Director,  (201) 
735-4031,  ext  181.  HUNTERDON  DEVELOPMEN- 
TAL CENTER,  PO  Box  4220,  Clinton,  NJ 
08809-4220.  Equal  Opportunity  Employer. 


THE  AMBIANCE 

. . . is  extraordinary  ...  the  architecture  is  unique  ...  the 
opportunities  are  limitless  with  this  wonderful  Victorian 
home  in  Summit.  Perfect  for  the  professional  person  in 
need  of  home  and  office  space,  it  offers  a complete  1st 
floor  office  suite,  7/8  bedrooms,  3 full/2  half  baths,  8 
fireplaces  . . . plus  a circular  drive  and  ample  parking. 
$699,000. 

MURRAY  HILL 

5 Mountain  Avenue 
Top  of  Diamond  Hill 
464-2100 

Offices  in  Basking  Ridge,  Chatham,  Fanwood,  Livingston, 
Maplewood,  Mendham,  Morristown,  Murray  Hill,  New  Providence, 
Pittstown,  Short  Hills,  Stockton,  Summit,  Tewksbury,  Warren  and 
Westfield. 
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Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  of 
preceding  month;  Payment 
in  advance;  $5.00 first  25 
words,  1 04  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word,  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as  five  words. 


NEED  WEEKEND  COVERAGE?— Radi 
ologist.  Rising  PGY-4  radiology  resident 
wants  part-time  work.  NJ  license,  Ameri- 
can trained,  National  Boards,  ACLS, 
CT/US,  fluoro,  pediatrics.  Contact  Box 
No.  238,  NEW  JERSEY  MEDICINE. 

NEEDED— Internist  and/or  Subspeeial- 
ists  in  Internal  Medicine:  Board  certified. 
Board  eligible  to  join  senior  internist  in 
northern  New  Jersey.  Opportunities  and 
benefits  offered.  Near  major  teaching 
hospitals.  Opening  available  now.  Please 
contact  Arthur  J.  Perelman,  MD,  2027 
Morris  Avenue,  Union,  NJ  07083-6013. 
1-201-688-2480. 

NEEDED— Dermatologist— Sought  by 
Inter  referral  group  in  Ocean  County  New 
Jersey.  Please  reply  to  Box  No.  245,  NEW 
JERSEY  MEDICINE. 

NEEDED— Internal  Medicine,  South 
Hudson  County.  Good  salary,  partner- 
ship in  future.  Please  call  201-339-481 1. 


NEEDED— Family  Practitioner  for  Bucks 
County  area  in  Pennsylvania  Two  offices 
run  by  one  physician.  Great  opportunity 
for  Board  Certified/Board  Eligible  in- 
terested in  eventual  partnership.  Com- 
petitive benefits  offered.  Write  Box  227, 
NEW  JERSEY  MEDICINE. 


NEEDED— Oncologist— Sought  by  Inter 
referral  group  in  Ocean  County  New  Jer- 
sey. Please  reply  to  Box  No.  247,  NEW 
JERSEY  MEDICINE. 


NEEDED— Physicians.  Large  compensa- 
tion practice  seeking  physicians  with  ex- 
perience in  compensation,  liability  evalu- 
ations and  court  testimony.  Excellent 
benefits  & working  conditions.  Please 
send  CV  to  Box  No.  244,  NEW  JERSEY 
MEDICINE. 

NEEDED— Physicians  for  successful  well 
known  walk-in  medical  office  center  in 
Central,  NJ.  Full  and  part-time.  Skilled 
and  personable.  American  trained  MDs. 
Send  CV  to  Dr.  E.V.  McGinley,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812.  201-968-8900. 


NEEDED— Rheumatologist.  Sought  by 
Inter  referral  group  in  Ocean  County. 
Please  respond  to  Box  No.  246,  NEW 
JERSEY  MEDICINE. 

PRACTICE  WANTED— Internist  is  seek- 
ing to  purchase  an  established  practice 
in  Bergen  or  Essex  County  or  Hanover 
Township.  Able  to  assume  practice  im- 
mediately. Please  write  Box.  No.  208, 
NEW  JERSEY  MEDICINE. 


FOR  SALE — House/Office.  All  brick,  well 
established  medical  practice  near  600- 
bed  hospital  in  Plainfield.  NJ.  Call  after 
5:30  p.m.  201-755-8543  or  anytime 
Wednesday  and  Saturday. 

FOR  SALE — Professional  residential 
home/office.  About  2900  square  feet  liv- 
ing space  and  1300  square  feet  office 
space  (total  4200  square  feet).  Many  ex- 
tras, lovely  neighborhood,  high  growth 
area  close  to  hospitals  and  15  minutes 
to  the  ocean.  For  sale  by  owner.  Call 
201-286-1698  or  201-244-3500. 

PRACTICE  FOR  SALE— Retiring.  Estab- 
lished Family  Practice  in  Caldwell,  (Essex 
County)  NJ.  Ideal  comer  office  and  home. 
Reply  to  Box  No.  248,  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE — Family  Practice 
established  40  years.  Suitable  2 MDs. 
350K  gross.  No  OB  or  Surgery.  Morris 
County  NJ.  One  hour  NYC.  Good  cov- 
erage. Outstanding  schools  and  rec- 
reation. Respond  to  Box  No.  236,  NEW 
JERSEY  MEDICINE. 


PRACTICE  FOR  SALE— Family  Practice 
involving  considerable  psychotherapy. 
Haddonfield.  NJ.  Physician  retiring, 
gross  over  S200, 000/year.  Available  im- 
mediately. Includes  equipment,  furni- 
ture. practice,  records  and  other  ameni- 
ties. Reply  to  Box  No.  230,  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE— Internal  Medi- 
cine/Cardiology. Four  years  old,  grossing 
over  $120,000.  Rapidly  growing  Mid-Jer- 
sey area  Leaving  for  foreign  assignment 
Reply  to  Box  No.  243,  NEW  JERSEY 
MEDICINE. 

EQUIPMENT  WANTED— Setting  up 
practice.  Need  lab  and  p.t.  equipment  1 
Please  call  201-821-1073. 

EQUIPMENT  FOR  SALE— ALOKA  250 
ultrasound  unit  with  both  short  focus 
and  long  focus  5.0  MHZ  transducers.  All 
in  excellent  working  order.  Polaroid  cam- 
era included.  Price  $5,000.  Also,  XEROX 
processor  and  conditioner  No.  125,  in  ex- 
cellent working  order  with  16  good  plates 
in  unit  and  6 brand  new  ones  with  toner 
and  paper.  Price  negotiable.  Call 
201-763-3242. 

EQUIPMENT  FOR  SALE— Cryosurgery 
machine  with  2 platinum  tipped  elec- 
trodes and  2 40  pound  C02  cylinders. 
A.C.M.I.  shortwave  diathermy  machine 
with  numerous  electrodes  and  pads.  Of- 
fice sized  Castle  autoclave,  Sterilizer  16 
inch,  AC.M.I.  observation  and  operating 
cystoscope  with  numerous  ureteral 
catheters  and  bougies.  Decker  cul- 
doscope,  Picker  x-ray  viewer  14x17,  X-ray 
cassettes  with  screens  (3-14x17, 
3-11x14,  4-10x12),  numerous  surgical 
and  gynecological  instruments,  Bausch 
& Lomb  ophthalmoscope  and  otoscope. 
National  transformer  for  lights  and 
cautery,  Case  with  5 different  ano  and 
sigmoidoscopes,  Clay-Adams  centrifuge. 
Hanovia  ultraviolet  lamp,  filing  cabinets 
and  instrument  cabinets.  All  equipment 
in  good  condition  and  working  order. 
Contact  Werner  Steinberg,  MD,  P.O.  Box 
325,  Linden.  NJ  07036  or  201-486-4426. 

BILLING— PRN  Billing.  Computerized 
billing  service  for  small  medical  practice. 
Woodbury,  NJ  Call  609-845-6255. 

OFFICE  SPACE— Share  Expenses.  Office 
in  New  Milford,  NJ.  Fully  equipped.  Call 
Dr.  Rhine,  201-836-7722. 

OFFICE  SPACE— Sublet.  Available.  De- 
sirable new  Toms  River  location  near 
hospital.  Call  201-780-7650. 

OFFICE  SPACE — Lease  in  Bergen  Coun- 
ty, Ridgefield.  NJ.  1 200  square  feet.  Fully 
decorated,  cabinets,  darkroom  equip- 
ment, etc.  201-692-9600. 

OFFICE  SPACE— To  share.  Central 
Somerset  County.  Convenient  location 
within  medical  condominium  complex. 
Walking  distance  to  Somerset  Medical 
Center.  Call  201-231-1770. 
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WEIGHT  LOSS  TUTORIAL— How  to  or 

ganize  a simple  effective,  economical 
weight  loss  program  in  your  office  prac- 
tice. No  fee.  Contact  Allan  Lazar,  MD,  420 
Grand  Avenue,  Englewood,  NJ  07631. 
201-568-3742. 


SKI  COLORADO — Crested  Butte-Eagles 
Nest  Condos— 3 bedrooms,  2 1/2  baths, 
opposite  base  lodge,  December  first  week, 
February  21-28,  April  4-11  and  August 
8-15.  Rent,  $650-8850;  Sale.  $35,000  or 
pro-rated.  201-477-2488  AM.  or  P.M. 


CLASSIFIED  ADVERTISING— Re 

plies/Requests:  Write  to  NEW  JERSEY 
MEDICINE,  Advertising  Office,  370 
Morris  Avenue,  Trenton,  NJ  0861 1 or  call 
609-393-7196  for  availability. 


Office  Condo 

Fully  furnished  and  equipped,  brand  new  office 
condo  available  in  prestigious  office  condo  de- 
velopment for  rent  for  Doctors  on  a sharing  or 
non-sharing  basis.  Easy  access  to  two  Monmouth 
Hospitals,  prime  location  (off  Rte  35)  and  growing 
area  for  a medical  practice. 

In  evenings  call  (201)  566-0475. 

MIDDLESEX  COUNTY 

Medical  Building 

Unit  2,500  lease  space  $12.00. 
6000  Sq.  Ft.  building  for  sale 

Call  Helmsley-Spear,  Inc. 

201-469-9100 

“SELLING  PRACTICES 
IS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment?  Before 
you  buy  or  sell,  call  for  an  appraisal  to  assure  the  best 
financial  and  transfer  terms.  We  are  a full  service  prac- 
tice broker,  not  simply  a listing  service.  Since  1981, 
Countrywide  has  been  instrumental  in  helping  hundreds  of 
doctors  like  yourself  buy  and  sell  their  practices.  We  guide 
you  through  the  entire  sales  process  from  initial  meeting 
to  closing.  Our  offices  serve  New  Jersey,  New  York  and 
New  England. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (617)  232-1075  (203)  869-3666 

$5,000— $60,000 
Unsecured 

For  Residents,  Start-Up  Practitioners 
and  Established  Physicians 

• Unsecured  loan  amounts  $5,000— $60,000 

• No  Points  or  Fees 

• Competitive  rates— level  payments 

• Up  to  six  years  to  repay 

For  Mediversal  information  and  application, 
call  800-331-4952  Dept.  #167 
or  Contact  HOWARD  LANE  at 
AMERICAN  CREDIT  AGENCY 
150  Route  9,  Freehold,  N.J.  07728 
Call  (201)  308-1155 

n ^Health  he. 

Offering  Business  Expertise  to 
Health  Care  Practitioners 

"Your  specialty  is  health  care. 
Ours  is  business. 

Let  us  help  you 
strike  a perfect  balance!" 

7 EAST  MAIN  ST. 
MOORESTOWN,  NJ  08057 
(609)  866-1777 

f 

cWe  cue/  specialists'  in  e^eciwe/  pullio 
relations/  and  marAetin y slraieyies'  for 
the/  medical  profession.  c@aat  impressiue' 
rosier/  ol  satisfied  pAusicians  ka& 
made'  us/  rieut/  <^)erseu'S/  top/  medical 
matneUna/  firm. 

All  interviews  completely  confidential. 

(201)  531-7080 

[pV/  phyllts  kessel  associates 

|“|  West  Park  Avenue,  Oakhurst,  NJ  07755  ^ ^ 
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Elegant  Living  in  a Suburban  Setting 

•luxurious  living  describes  this  stately  English  Tudor  on 
nearly  1 acre  of  private  lakefront  property  in  prestigious  North 
Lake  Riviera,  Brick  Township.  Offering  elegance,  warmth  and 
sophisticated  design  . . . impressive  tile  entry  foyer  with 
"Dynasty"  stairway.  Elegant  formal  dining  room  and  sunken 
living  room.  Gourmet  delight  kitchen  with  center  island  jenn- 
air.  Sunken  family  room  with  vaulted  ceilings,  skylights  and 
brick  fireplace.  Cozy  den  or  office,  5 bedrooms,  jacuzzi,  2/2 
baths,  deck  overlooking  the  lake,  sun  room  and  a sparkling 
20  x 45  in  ground  pool ...  on  a cul-de-sac  in  a professional 
area  and  convenient  to  5 major  hospitals.  Offered  at 
$425,000.00 


REALTORS 


2204  Bridge  Ave„  Pt.  Pleasant,  NJ 
295-9600 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and 
2.5  mg  clidinium  bromide. 


Please  consult  complete  prescribing  information,  a summary 
of  which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  indi- 
cations as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepox- 
ide HCI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 


Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors,  phe- 
nothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions 
reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope 
reported  in  a few  instances.  Also  encountered:  isolated 
instances  of  skin  eruptions,  edema,  minor  menstrual  irregu- 
larities, nausea  and  constipation,  extrapyrarrudal  symptoms, 
increased  and  decreased  libido — all  infrequent,  generally  con- 
trolled with  dosage  reduction;  changes  in  EEC  patterns  may 
appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  pro- 
tracted therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 
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Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


When  brain  and  bowel  conflict.. 

J 

* S/k\  i W ■; 


It’s  time 

for  the  Peacemaker. 


In  irritable  bowel  syndrome*  anxiety  can  aggravate  intestinal  symptoms,  which  may 
further  intensify  anxiety  — a distressing  cycle  of  brain/bowel  conflict.  Librax  intervenes  with 
two  well-known  compounds.  The  Librium®  (chlordiazepoxide  H Cl/Roche)  component 
safely  relieves  anxiety.  And  Quarzan®  (clidinium  bromide/Roche)  provides  antisecretory 
and  antispasmodic  action  to  relieve  discomfort  associated  with  intestinal  hypermotility. 

Dual  action—  for  peace  between  brain  and  bowel.  Because  of  possible  CNS  effects,  caution 
patients  about  engaging  in  activities  requiring  complete  mental  alertness.  Specify  Adjunctive 

LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  bromide 


♦Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  the  irritable  bowel  syndrome. 
Copyright  © 1987  by  Roche  Products  Inc.  All  rights  reserved.  Please  see  summary  of  prescribing  information  on  adjacent  page. 
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E.  & W.  BLANKSTEEN 

E.  & W.  BLANKSTEEN  AGENCY,  INC. 

ADMINISTRATORS 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

ENDORSED  PLANS  OF: 

LONG-TERM  INCOME  PROTECTION  PLAN 
MAJOR  MEDICAL 
OVERHEAD  EXPENSE 
HOSPITAL-MONEY 
HIGH  LIMIT  ACCIDENT 
TERM  LIFE 
KEOGH 

★ ★ ★ 

ALSO  AVAILABLE  ARE 
NON-GROUP  PROGRAMS  OF: 

HOMEOWNER'S 
OFFICE  PACKAGE 
LIFE 
IRA 

PENSION 

75  Montgomery  Street 

Jersey  City,  N.J.  07302 

(201)  333-4340  1 (800)  BLANK  AG 


Soon,  quicker  than  you  can  say 
“extracorporeal  shock  wave  lithotripsy,” 

kidney  stone 
surgery  may 
be  a thing 
of  the  past. 

Today's  newest  technological  advance,  the  non- 
water bath  lithotripter,  will  soon  be  available 
for  your  patients.  Only  at  The  Stone  Center. . . 
a progressive  healthcare  service  offered  by 
UMDNJ's  University  Hospital  and  Saint 

Barnabas  Medical  Center. 

For  further  information  on  this  exciting  new 
healthcare  resource,  please  contact  Arlyn 
Rayfield,  Executive  Director  of  The  Stone 

Center  at  (201)  456-4765. 


Stone 

Center 
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It's  Here  At  Last... 

A Choice  of  Two  Low-Cost 
Practice  Evaluations. 


Basic  Practice  Evaluation 


n 


u 


Provides  a benchmark  for 
your  practice. 


Expanded  Option 
Evaluation 


l 


Provides  15  different  option  categories, 
with  180  evaluations,  under  a variety 
of  conditions. 


Here's  Why  You 
Should  Consider  a 
Pro-Tech  Practice 
Evaluation: 


Analysis  can  be  used  in  buying, 
selling,  merging  or  dissolving  of 
a practice. 

Analysis  can  serve  to  confirm  other 
appraisals. 

Analysis  is  processed  quickly  — 
usually  within  10  days. 


Get  the  hard  facts. 


Phone 


State 


£ 1986  All  Rights  Reserved 


Zip 


240  Cedar  Knolls  Rd.,  Suite  310.  Cedar  Knolls.  NJ  07927-9990 


Exclusive  Marketing  Agents:  Sarantos  A Co.,  Inc. 


UlllLl  HI 

PQB88QDP3Q0K] 

ANY  MAKE/MODEL 

•GUARANTEED 
LOWEST  PRICES 
•FACTORY  CERTIFIED 
TECHNICIANS 
•FREE  PICKUP  & DELIVERY 
•FREE  LOANER  CARS 
•24  HOUR-7  DAY  TOLL  FREE 
EMERGENCY  ROAD  SERVICE 

MERKUR 


LINCOLN 


MERCURY 


1003  ST.  GEORGE  AVE.  AAA  A A A A 

RTS.  27  & 35.  RAHWAY  000“  0044 


If  Your  Practice  is 
Growing  Too  Rapidly, 
Don’t  Read  this  Ad 

But  if  you'd  like  to  grow,  this  newsletter  will  help  you  to  do  it.  PHYLLIS 
KESSEL’S  MEDICAL  MARKETING  NEWSLETTER  is  the  first  and  only 
publication  that  exclusively  addresses  the  timely  topic  of  medical  marketing. 
Published  four  times  a year  by  the  Medical  Marketing  Division  of  PHYLLIS 
KESSEL  ASSOCIATES,  the  largest  medical 
public  relations  firm  in  New  Jersey,  the 
newsletter  will  teach  you  to  use  public 
relations  and  advertising  techniques  tastefully 
and  effectively. 

To  subscribe  to  PHYLLIS  KESSEL'S  MEDICAL 
MARKETING  NEWSLETTER,  just  complete  the 
form  and  take  advantage  of  our  introductory 
offer. 


PHYLLIS  KESSEL  ASSOCIATES 

780  West  Park  Avenue,  Oakhurst,  N.J.  07755 


I would  like  to  receive  PHYLLIS  KESSEL'S  MEDICAL  MARKETING 
NEWSLETTER  at  the  special  introductory  pre  paid  price  of 
$95/year.  (Regular  price:  $125.00) 

□ Enclosed  is  my  check  for  $95. 

□ Please  bill  me  $125.  To  order  by  phone  call  201-531-7082 


NAME 


ADDRESS 
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Your  12™  error  could  be 

NOT  GETTING  THIS  FREE  BROCHURE. 


Get  the  "11  Common  Errors  Of  Investing" 
Learn  the  strategic  thinking  behind  when  to 
cut  losses.  And  when  to  take  profits.  Learn 
when  you're  over  or  under  diversified.  And 
which  economic  indicators  should  alert  you 
to  adjust  your  investments.  All  this,  and 
more,  is  contained  in  the  "11  Common  Errors 
Of  Investing!'  And  if  more 
knowledge  isn't  enough  of 
an  inducement,  we'd  like  to 
remind  you  of  another.  Our 
brochure  is  free.  Because 
we  believe  serious  investors 
should  be  well  informed. 

Minds  Over  Money. 


Shearson 

LEHMAN 

BROTHERS 

An  American  Express  company 


Call:  1-800-992-0039  ext.  32 

Or  write:  Shearson  Lehman  Brothers  Inc 
1 Blue  Hill  Plaza 
Pearl  River,  N Y 10965 

□ YES.  I'd  like  to  receive  the  "11  Common  Errors  Of  Investing!' 

□ I'm  also  interested  in  information  on  how  1 can  receive  a 
free  personal  review  of  my  investments.  Please  send  me  a 
Personal  Review  Outline  (PRO). 


NAME  (please  print) 


ADDRESS 


CITY  STATE  ZIP 


BUSINESS  PHONE  HOME  PHONE 

□ If  you  are  a Shearson  Lehman  Brothers  client 
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The  Tele- 


NIT  Teleradiology  Systems . . . 


Truly  affordable,  high-performance  systems  to 
make  your  professional  life  more  comfortable 
and  more  productive.  You  can  send  and  receive 
high-quality  diagnostic  images  over  standard 


phone  lines,  voice-grade  radio  or  cellular 
phones  with  excellent  image  quality-across 
town  or  across  country.  Teleradiology  is  no 
longer  a luxury. . . 


Tele-Imager  Affordability  Has  Made  It  a Necessity... 


■ Sharply  reduces  travel  time-day 
or  night 

■ Increases  case  throughput 

■ Reduces  patient  evaluation  time 

■ Permits  immediate  radiological 
consultation  with  remote  medical 
facilities 

■ Allows  on-site  or  off-site  networking 
consultations 


■ Provides  greater  mobility  while 
"on  call" 

■ Requires  minimal  training  and  only 
minutes  of  set-up  time 

■ Permits  fast  consultation  with  other 
N IT-equipped  teleradiologists* 

■ Allows  images  to  be  stored  on  audio  or 
video  tape 

■ Plugs  into  phone  outlet 


‘National  Telephone  Directory  of  NIT  Teleradiologists  will  be  available  in  spring  '87. 


NIT  Tele-Imager  Systems  Keep  You  In  Touch 


DIAGNOSTIC 
IMAGING  CENTERS 


SATELLITE  FACILITIES 


HOME 


MOBILE 

DIAGNOSTIC  CLINICS 


IMAGE 


-v: 


\x  System 


UiS  JUi 


LOCAL 

VIEWING 

MONITOR 


PHONE 

JACK 


coast  to  coast 
for  the  price 
of  a phone  call. 


UNITED 
VIDEO  INC. 


CALL  US  IN 
CONFIDENCE 


CLOSED  CIRCUIT  TV  SURVEILLANCE  SYSTEMS 
25  US  Highway  22  East,  Springfield,  N.J.  07081 


(201)  467-4790 
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MEDICAID  CLAIM  SUBMITTAL 

The  division  of  Medical  Assistance  and  Health  Ser- 
vices has  proposed  an  amendment  to  the  regulation 
governing  time  frames  for  Medicaid  claim  submittal. 
The  present  rule  requires  non-institutional  providers 
to  submit  claims  within  90  days  from  the  last  date  of 
service. 

The  proposed  rule  will  allow  non-institutional  pro- 
viders 12  months  from  the  last  date  of  service  to  sub- 
mit a Medicaid  claim  to  the  Medicaid  program  for 
payment.  This  is  the  maximum  time  allowed  by  federal 
regulation. 

The  time  period  for  inquiries  is  being  reduced  from 
180  days  to  90  days.  The  Division's  goal  is  to  require 
providers  to  submit  claims  within  the  federal  required 
one-year  time  period  while  still  allowing  time  for  cor- 
rective action. 

TORT  REFORM  BILLS 

A set  of  bills,  designed  to  reduce  medical  malpractice 
premiums  by  limiting  lump-sum  jury  awards  and  re- 
stricting the  time  for  bringing  a lawsuit,  died  in  the 
Senate  Judiciary  Committee.  The  Committee  an- 
nounced there  was  insufficient  support  for  the  four 
bills  in  the  package  to  send  them  to  the  full  Senate. 
"They're  dead  for  this  session,"  said  Senator  Edward 
O’Connor  (D-Hudson),  the  Committee  chairman. 
“There's  not  six  votes  for  any  version  of  any  of  the 
bills.” 

OPPOSITION  TO  THE  ENACTMENT  OF  ASSEMBLY 
BILL  2511  AND  ASSEMBLY  BILL  3305 

“The  issues  I will  address  concern  all  citizens  of  our 
country. 

“We  all  can  sympathize  with  the  members  of  our 
society,  old  or  young,  who  are  too  embarrassed  to  ask 
that  assignment  be  taken,  or  request  a reduction  be 
made  in  a medical  fee  and  perhaps  would  not  seek 
medical  assistance  because  their  finances  do  not  per- 
mit it. 

“I  have  given  service  without  charge  or  at  reduced 
rates  when  circumstances  warranted.  It  is  difficult  to 
believe  that  doctors  would  refuse  to  treat  a patient  who 
could  not  pay  for  medical  services. 

“Steps  are  being  taken  statewide  to  alleviate  medical 
financial  hardship  for  the  elderly  with  low  incomes. 


The  counties  of  Ocean  and  Union  already  have  estab- 
lished formal  programs  to  assist  those  elderly  who  are 
in  poor  financial  straits.  We  hear  about  senior  citizens 
denying  themselves  care  because  of  their  lack  of 
money.  They  need  not  deny  themselves  care.  Ocean 
County  has  encouraged  senior  citizens  to  call  the 
county  office  for  assistance.  Our  program,  which  has 
been  in  existence  four  months,  has  only  produced  80 
requests  for  help.  Ocean  County  has  a heavy  popu- 
lation of  senior  citizens  and  this  figure  of  only  80  calls 
appears  to  be  a contradiction  to  the  claims  that  senior 
citizens  in  “great  numbers”  are  not  being  treated. 

“This  type  of  legislation  could  cause  the  middle- 
class  population  to  subsidize  the  cost  of  medical  in- 
digent care  by  paying  more  than  their  fair  share  and 
could  decrease  their  ability  to  handle  their  own  medi- 
cal bills.  Additionally  it  would  also  cause  them  to 
subsidize  the  inadequate  fees  of  Medicare. 

“Any  attempt  to  force  physicians  into  a program  of 
mandated  Medicare  assignment  is  establishing  a 
dangerous  precedent  that  endangers  all  groups  of 
citizens.  These  ill-conceived  proposals  would  have 
rendered  a disservice  to  our  senior  citizens  as  well  as 
the  medical  profession. 

‘This  legislative  proposal  would  discourage  new 
doctors  from  entering  the  state  and  impair  the  delivery 
of  quality  health  care. 

"Physicians  in  high  density  senior  citizen  areas  will 
be  unable  to  continue  their  practices.  This  has  started 
to  happen  in  Massachusetts. 

“A-25 1 1 is  a bill  which  does  no  one  any  good  and, 
in  fact  similar  legislation  has  failed  in  Maryland,  New 
Hampshire,  Montana  and  Arkansas.” 

Anthony  J.  Di  Croce,  M.D. 

Former  President  oj 
Ocean  County  Medical  Society 

AIDS  COMMUNITY  CARE  ALTERNATIVES 
PROGRAM 

The  New  Jersey  Medicaid  Program  is  implementing 
an  AIDS  Community  Care  Alternatives  Program 
(ACCAP),  a three-year  renewable  federal  waiver  pro- 
gram which  offers  home  and  community-based  ser- 
vices to  persons  with  acquired  immunodeficiency  syn- 
drome (AIDS)  or  with  AIDS-related  complex  (ARC).  The 
waiver  was  prepared  by  the  Division  of  Medical  As- 
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sistance  and  Health  Services  in  response  to  the  Om- 
nibus Budget  Reconciliation  Act  of  1981  (P.L.  97-35) 
and  the  Omnibus  Budget  Reconciliation  Act  of  1986 
(P.L.  99-509)  which  encourages  the  development  of 
community-based  services.  The  purpose  of  the  pro- 
gram is  to  help  eligible  individuals  to  remain  in  or 
return  to  the  community,  rather  than  be  cared  for  in 
a long-term  care  facility  or  hospital. 

The  program  is  designed  to  serve  a maximum  of  350 
individuals  at  any  one  time  in  the  first  year,  600  per- 
sons in  the  second  year,  and  1,000  persons  in  the  third 
year.  Because  of  the  anticipated  turnover  in  eligible 
individuals,  the  program  has  the  capacity  to  serve  578 
unduplicated  individuals  in  the  first  year,  990  un- 
duplicated individuals  in  the  second  year,  and  1,650 
unduplicated  individuals  in  the  third  year.  The  pro- 
gram is  statewide  with  slots  allocated  to  each  county 
based  upon  the  estimated  number  of  AIDS/ ARC  indi- 
viduals to  be  served. 

The  Division  of  Medical  Assistance  and  Health  Ser- 
vices administers  the  overall  program.  Additionally,  it 
has  the  responsibility  for  assessing  the  individual's 
need  for  care  and  for  determining  which  individuals 
will  be  served  by  the  program. 

Individuals  eligible  for  ACCAP  must  be:  diagnosed 
as  having  AIDS  or  ARC:  in  need  of  institutional  care 
and  meet,  at  a minimum,  the  nursing  home  level  of 
care  criteria  established  by  the  New  Jersey  Medicaid 
Program;  categorically  needy  (Medicare  eligible  while 
living  in  the  community);  or  optionally  categorically 
needy  (eligible  for  Medicare  only  upon  entry  into  an 
institution). 

Optionally  categorically  needy  individuals  are  re- 
quired to  share  in  the  cost  of  the  service  package  when 
the  individual's  income  exceeds  maintenance  needs  as 
defined  by  program  regulation.  This  includes  medical 
and  remedial  care  expenses  not  subject  to  payment  by 
a third  party  payor.  There  will  be  no  deeming  of 
spousal  or  parental  income  in  the  determination  of  the 
individual's  cost-share  liability. 

Except  for  nursing  home  services,  all  services  cur- 
rently provided  under  the  New  Jersey  Medicaid  Pro- 
gram are  available  under  ACCAP  in  accord  with  an 
individualized  plan  of  care.  Additionally,  the  following 
services  will  be  provided  to  the  eligible  individual: 

• Case  Management—  This  is  a process  in  which 
a public  health  nurse  or  social  worker  (MSW)  in  a 
community  agency  is  responsible  for  planning,  locat- 
ing, coordinating,  and  monitoring  a group  of  services 
designed  to  meet  the  individual  needs  of  the  person 
being  served. 

• Private-Duty  Nursing  (PDN)— This  is  care  pro- 
vided by  licensed  practical  or  registered  professional 
nurses.  PDN  is  continuous  rather  than  part-time  or 
intermittent  care.  Nurses  may  be  employed  by  licensed 
home  health  agencies,  voluntary  nonprofit  home- 
maker/home health  aide  agencies,  private  employment 
agencies,  and  temporary-help  service  agencies,  ap- 
proved by  Medicaid  to  provide  PDN  services.  PDN  ser- 
vices may  be  provided  up  to  16  hours  per  day  per 
person,  but  only  when  there  is  a live-in  primary  adult 
caregiver  who  accepts  24-hour  per  day  responsibility 
for  the  health  and  welfare  of  the  individual. 

• Certain  Narcotic  and  Drug  Abuse  Treatments  at 
Home — The  program  allows  drug  treatment  centers, 
approved  as  Medicaid  providers,  to  provide  methadone 


treatment,  individual  psychotherapy,  and  family  ther- 
apy at  home. 

• Personal  Care  Assistant  (PCA)  Services — These 
are  health-related  tasks  performed  in  the  individual's 
home  by  a certified  individual  who  is  under  the  super- 
vision of  a registered  professional  nurse.  These  ser- 
vices must  be  prescribed  by  a physician  and  must  be 
provided  in  accord  with  a written  plan  of  care.  Personal 
care  assistant  services  under  ACCAP  may  exceed  the 
regular  program  limitation  of  25  hours  per  person  per 
week.  Only  Medicaid-approved  PCA  providers  may 
provide  personal  care  assistant  services  under  ACCAP. 

• Medical  Day  Care— This  allows  for  health,  social, 
and  supportive  services  on  an  outpatient  basis,  several 
days  a week  in  an  approved  medical  day  care  center. 

Individuals  may  apply  for  ACCAP  at  the  County  Wel- 
fare Agency/Board  of  Social  Services  located  in  the 
county  where  the  individual  resides.  The  exception  is 
the  Supplemental  Security  Income  (SSI)  recipient  who 
should  make  application  to  the  Institutional  Services 
Section  of  the  Division  of  Medical  Assistance  and 
Health  Services  by  calling  the  following  toll-free 
number:  800-523-0593. 

For  further  information,  please  call  609-588-2620. 

THE  TROUBLED  CHILD 

Paul  Graffagnino,  a child  psychiatrist  from  West 
Hartfort,  Connecticut,  collaborated  on  a fact  sheet  pub- 
lished by  the  American  Academy  of  Child  and  Adoles- 
cent Psychiatiy  listing  signs  of  trouble  in  children. 

In  younger  children,  some  of  the  signs  are: 

• Marked  change  in  school  performance. 

• Poor  grades  in  school  despite  trying  very  hard. 

• Worry  or  anxiety,  as  shown  by  refusing  to  go  to 
school  or  to  sleep  and/or  to  take  part  in  activities. 

• Hyperactivity,  fidgeting,  and  constant  movement 
beyond  regular  playing. 

• Persistent  nightmares. 

• Persistent  disobedience  or  aggression. 

In  preadolescents  and  adolescents,  some  things  to 
watch  for  include: 

• Marked  change  in  school  performance. 

• Abuse  of  alcohol  or  drugs. 

• Inability  to  cope  with  problems  and  daily  ac- 
tivities. 

• Marked  changes  in  sleeping  or  eating  habits. 

• Many  complaints  of  ailments. 

• Consistent  violation  of  others’  rights. 

NATIONAL  AUTOLOGOUS  BLOOD  RESOURCE 
CENTER 

The  American  Association  of  Blood  Banks  (AABB) 
has  established  a National  Autologous  Blood  Resource 
Center.  The  Center's  purpose  is  to  promote  the  use  of 
the  preoperative  deposit  of  autologous  blood  and  the 
intraoperative  and  postoperative  salvage  of  shed  blood. 
Further  information  concerning  the  AABB  National 
Autologous  Blood  Resource  Center  can  be  obtained  by 
writing  or  calling  Mrs.  Lieta  Maffei,  AABB  National 
Office,  1117  N.  19th  Street,  Suite  600,  Arlington.  VA 
22209,  703-528-8200. 

FINI 

"Part  of  the  happiness  of  life  is  not  of  fighting 
battles,  but  in  avoiding  them.  A masterly  retreat  in 
itself  is  a victory.” 
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Professional  Liability 
Commentary* 

The  Need  for 
Good  Communication 


Careful  Recordkeeping; 
Radiology  Reports: 
Reducing  Frustration 


RECORD  OF  CAT  SCAN  OFFER  KEY  TO 
DEFENDANTS’  VICTORY 

One  of  the  more  often  repeated  admonitions  by 
malpractice  defense  attorneys  is  that  careful  record- 
keeping is  essential.  An  ironic  consequence  of  the  rise 
of  informed  consent  is  that  as  patients  learn  more 
about  the  risks  of  various  diagnostic  procedures,  they 
are  more  likely  to  refuse  them.  Then  the  physician  is 
forced  to  exercise  a judgment  with  less  data  than  he 
would  like.  When  this  occurs  it  is  important  to  docu- 
ment that  a key  test  was  offered  and  refused,  as  a 
recent  Minnesota  case  illustrates. 

In  December  1975.  a female  patient  consulted  a neu- 
rologist at  the  Mayo  Clinic  for  her  complaint  of  severe 
headaches  during  the  prior  month.  After  conducting 
a history  and  physical  examination,  and  reviewing  the 
results  of  an  electroencephalogram  and  skull  x-rays, 
the  neurologist  found  nothing  abnormal.  He  advised 
her  that  she  probably  was  suffering  from  tension  head- 
aches, that  a brain  tumor  was  extremely  unlikely,  but 
that  the  diagnosis  would  be  more  certain  if  she  would 
undergo  a CAT  scan.  After  learning  about  the  risks 
associated  with  this  test  (a  reaction  to  the  dye  and  the 
general  risk  of  radiation),  the  patient  declined  the  CAT 
scan.  The  neurologist  noted  his  offer  of  that  test  in  her 
record. 

The  patient  was  not  bothered  by  headaches  again 
until  1980.  In  March  1981,  she  complained  of  visual 


disturbances  and  sought  evaluation  for  sinus  disease. 
None  was  found.  In  June,  a medical  resident  evaluated 
her  for  headaches.  He  diagnosed  tension  headaches, 
offered  her  a CAT  scan  which  she  again  refused,  and 
referred  her  to  the  neurologist  who  had  seen  her  in 
1975.  The  resident  did  not  document  the  offer  of  the 
CAT  scan.  When  the  neurologist  saw  her  a few  days 
later  he  again  conducted  a history  and  physical  and 
arranged  for  an  electroencephalogram  and  skull  films. 
All  the  tests  were  normal.  Although  he  felt  that  a five- 
year  hiatus  in  the  headache  problem  strongly  argued 
against  a brain  tumor,  the  neurologist  again  offered 
her  a CAT  scan  for  a more  definitive  diagnosis.  She 
again  refused  the  offer  and  refusal  was  not  recorded 
in  the  record.  In  March  1982,  she  was  found  un- 
conscious. An  emergency  CAT  scan  revealed  a large 
meningioma  It  was  surgically  removed,  but  she  was 
left  with  severe  neurological  deficits. 

Her  husband  and  guardian  sued,  alleging  negligence 
in  failing  to  obtain  a CAT  scan  and  in  rendering  a 
diagnosis  without  one.  At  trial  the  defendants  were 
able  to  document  one  offer  of  a CAT  scan  in  the  records 
and  the  physicians  testified  of  their  oral  advice  on  later 
occasions.  The  jury  ultimately  found  in  favor  of  the 
defendants. 

On  appeal  the  plaintiff  launched  a multifaceted  at- 
tack. But  the  central  concern  of  the  appellate  court  was 
whether  or  not  the  jury  had  been  presented  with  suffi- 
cient evidence  to  justify  its  verdict.  Noting  that  expert 
witnesses  had  stated  that  the  standard  of  care  called 
for  the  defendants  to  offer  a CAT  scan,  that  the  scan 
was  offered  on  several  occasions,  and  that  a final 
diagnosis  could  be  made  without  a CAT  scan  report, 
the  reviewing  court  held  that  thejuiy’s  finding  was  not 
clearly  against  the  evidence  and  therefore  must  stand. 
(Philip  Reilly,  J.D.,  M.D.,  Medical  Liability  Monitor,  Vol- 
ume 12,  Number  3,  March  27,  1987) 

RADIOLOGY  REPORTS:  REDUCING 
FRUSTRATION— OPTIMIZING  DIAGNOSTIC  VALUE 

A radiologic  consultation  should  be  a smooth  and 
efficient  process  for  all  concerned,  whether  the  exam- 
ination is  a routine  chest  x-ray  or  a cerebral  angio- 
gram. However,  it  can  become  a frustrating  experience 
for  the  referring  physician,  the  radiologist,  and — ulti- 
mately—the  patient,  if  good  communication  is  not 
present  between  the  physicians  involved.  The  following 
tips  for  both  referring  physicians  and  radiologists  can 
help  reduce  these  frustrations  and  maximize  the 
diagnostic  value  of  the  radiology  consult. 

For  Referring  Physicians.  1.  When  ordering  a radio- 
logic  or  imaging  examination  on  your  patient,  always 
include  the  appropriate  clinical  information  on  the 
patient.  The  JCAH  Accreditation  Manual  for  Hospi- 
tals, 1987  specifically  requires  that  “requests/ referrals 
for  diagnostic  and/or  monitoring  and/or  therapeutic 
invasive  procedures  (in  the  radiology  department)  in- 
clude the  study  or  studies  requested  and  appropriate 
clinical  data  to  aid  in  the  performance  of  the  procedure 


"This  item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and 
A Ronald  Rouse,  who  are  the  Director  of  the  Department  and 
the  Director  of  Special  Projects,  respectively. 
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requested."  Additionally,  this  clinical  information  will 
assist  the  radiologists  in  providing  the  best  possible 
imaging  procedure  for  you  and  your  patient  and  will 
optimize  the  diagnostic  value  of  the  consultation. 

2.  Briefly  describe  the  radiologic  procedure  you  are 
ordering  to  your  patient  before  sending  him/her  to  the 
radiology  department.  When  the  patient  has  some 
understanding  of  the  mechanics  of  the  examination, 
its  purpose,  and  what  you  hope  to  learn  from  it,  the 
examination  process  will  be  easier  for  all  involved  and 
patient  anxiety  will  be  reduced.  Also,  if  a "prep”  is 
necessary  for  a radiologic  procedure,  make  sure  your 
patient  understands  the  importance  of  following  the 
prep  instructions  precisely.  "Just  a cup  of  coffee”  after 
"NPO”  orders  can  mean  added  inconvenience  for  all 
concerned,  a repeat  prep  and  examination  for  the  pa- 
tient, and  a possible  delay  in  diagnosis. 

3.  Communicate  with  your  radiologist!  They're  more 
than  willing  to  consult  with  you  on  problem  cases. 
They  can  provide  expertise  and  guidance  on  what 
studies  or  special  views  would  be  most  diagnostic  in 
a particular  case  or  the  optimum  sequence  in  which 
these  studies  should  be  performed.  After  completion  of 
the  examination,  if  you  have  any  problems  under- 
standing the  radiologist’s  report  or  don’t  concur  with 
his/her  impression  or  recommendations,  consider 
going  over  the  report  and  your  concerns  with  the  radi- 
ologist. 

4.  Remember  that  a radiology  report  should  be 
treated  the  same  as  a report  from  any  other  consultant. 
While  you  are  not  required  to  follow  the  consultant’s 
recommendations,  it  is  your  duty  to  consider  these 
suggestions  and  to  followup  on  them.  If,  for  whatever 
reason,  you  elect  not  to  follow  a consultant’s  rec- 
ommended course  of  action,  you  should  thoroughly 
document  this  decision  and  the  medical  rationale  be- 
hind it  in  the  patient’s  medical  record. 

5.  Understand  that  there  are  limitations  to  all  imag- 
ing modalities.  Nothing  is  100  percent  accurate  or  100 
percent  reliable.  At  times,  radiologists  must  give  equiv- 
ocal reports  or  differential  diagnoses.  For  example,  a 
negative  mammogram  should  not  delay  biopsy  if  a 
dominant  mass  or  clinically  suspicious  area  is  present. 
Accepting  a negative  mammogram  as  evidence  of  no 
malignancy,  even  in  the  presence  of  a palpable  mass, 
is  seen  much  too  frequently  as  the  basis  of  PMSLIC 
claims  and  suits  alleging  failure  to  diagnose  or  delayed 
diagnosis  of  breast  cancer.  Radiographic  examinations 
are  only  one  part  of  the  overall  diagnostic  process; 
know  their  limitations. 

For  Radiologists.  1.  No  radiologic  examination 
should  be  performed  without  appropriate  clinical  in- 
formation. The  JCAH  Accreditation  Manual  for  Hospi- 
tals, 1987  section  on  diagnostic  radiology  services 
specifies  that  “requests/ referrals  for  diagnostic  and/or 
monitoring  and/or  therapeutic  invasive  procedures  in- 
clude the  study  or  studies  requested  and  appropriate 
clinical  data  to  aid  in  the  performance  of  the  procedure 
requested.”  It  is  the  responsibility  of  the  radiologist  to 
insure  that  this  information  is  present  at  the  time  of 
the  x-ray  request  in  order  to  provide  a truly  com- 
prehensive radiologic  consultation.  If  such  infor- 
mation is  not  included  with  the  request,  the  radi- 
ologist should  take  steps  to  obtain  the  necessary 
data  before  proceeding  with  the  examination. 


2.  If  other  problems  exist  with  the  x-ray  request,  or 
if  you  believe  another  radiologic  procedure  or  ad- 
ditional views  would  be  more  diagnostic  or  should  be 
performed  first,  call  the  referring  physician  and  dis- 
cuss this  with  him/her. 

3.  Failure  to  communicate  appropriate  information 
in  a radiology  report  or  directly  to  the  referring  phy- 
sician has  resulted  in  frequent  malpractice  actions 
against  radiologists,  as  well  as  patient  harm.  In  prepar- 
ing a report,  the  radiologist  should  be  aware  of  the 
following  suggestions  from  the  American  College  of 
Radiology  Malpractice  Awareness  Committee’s  Patient 
Injury  Prevention  Program  in  order  to  produce  reports 
that  are  clear  and  concise,  and  of  optimal  diagnostic 
value  to  the  referring  physician: 

• The  diagnostic  radiologist  is  obliged  to  proceed 
with  the  logical  method  of  medical  decision  analysis 
leading  to  recommendations  for  clinical  and  radiologic 
work-up  in  a particular  sequence  which  will  be  most 
effective  in  providing  information  for  the  benefit  of  the 
patient.  It  is  unsatisfactory  for  the  radiologist  to  de- 
scribe an  abnormality  without  providing  an  ap- 
propriate differential  diagnosis  and  the  probability 
diagnosis  under  a given  set  of  circumstances. 

• Radiologic  reports  should  convey  an  accurate  re- 
flection of  the  examination  and  the  observations  made 
by  the  radiologist.  These  should  be  clearly  defined  in 
correct  terminology.  Attention  must  be  given  to  avoid- 
ing a flawed  report.  Reports  should  be  prompt  in- 
asmuch as  a delayed  report  can  have  ominous  conse- 
quences. Similarly,  an  inconclusive  report  is  of  limited 
or  no  value  to  the  patient  or  their  referring  physician. 

• When  phrasing  radiologic  reports,  the  language 
should  be  precise  with  correct  anatomical  and  patho- 
logic description  of  the  radiologic  findings.  The  dif- 
ferential diagnosis  should  be  limited,  including  the 
most  likely  probability  in  the  differential  diagnosis. 
Recommendations  for  followup  examinations  should 
be  specific  with  regard  to  other  imaging  studies  and 
intervals  for  followup. 

• In  situations  where  an  emergency  decision  may 
be  required  or  an  unexpected  finding  encountered,  the 
radiologist  should  be  aware  of  the  fact  that  reports  can 
sometimes  be  lost  and  important  information  never 
reach  the  referring  physician.  Although  this  cannot  be 
eliminated,  direct  contact  with  referring  physicians 
especially  in  cases  with  very  significant  findings  can 
diminish  this  problem.  The  importance  of  direct  im- 
mediate verbal  communication  is  vital  in  emergency, 
life-threatening  situations. 

• It  also  is  advisable  for  immediate  verbal  com- 
munication with  significant  positive  imaging  studies 
such  as  cancer  of  the  lung,  colon,  and  breast  in  order 
to  avoid  delay  and  communication.  This  is  particularly 
true  where  delay  or  loss  of  reports  may  prevent  the 
referring  physician  from  being  aware  of  a potentially 
significant  positive  radiologic  report. 

Please  note  that  the  ACR  Malpractice  Awareness 
Committee  has  developed  its  Patient  Injury  Prevention 
Program  as  a guide  to  ACR  members  in  the  day-to-day 
practice  of  radiology.  The  above  are  only  recommen- 
dations and  do  not  represent  formal  ACR  policy  or 
standards  of  care.  ( Patient  Rx  Newsletter,  May  1987, 
Volume  9,  Number  3,  Pennsylvania  Medical  Society 
Liability  Insurance  Company) 
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AN  EDUCATIONAL  APPROACH  TO 
MAXIMIZE  PREVENTION 


Osteoporosis  is  a condition  which 
faces  the  family  physician  in 
many  ways  on  a daily  basis.  Lit- 
tle is  known  about  the  underlying  causes  of  this  dis- 
ease or  the  early,  accurate  identification  of  the  popu- 
lation at  risk.  Osteoporosis  is  a disease  with  immense 
medical  and  economic  implications  which  has  been 
ignored  in  lay  and  medical  circles.12  Unfortunately, 
given  the  size  and  nature  of  this  problem,  there  has 
been  a lack  of  emphasis  on  approaches  to  prevention. 

Osteoporosis  is  the  most  common  bone  disease  en- 
countered in  clinical  practice.34  There  are  1.9  million 
fractures  occurring  in  the  United  States  among 
women  over  age  45,  including  200,000  hip  fractures, 
70  percent  of  which  are  attributed  to  osteoporosis.57 
Hip  fracture  carries  a mortality  of  16  percent  in  the 
first  three  months  following  fracture8  and  the  mor- 
tality in  the  first  year  following  fracture  approaches  20 
percent.  The  estimated  annual  cost  of  osteoporosis  and 
all  of  its  complications  in  the  United  States  is  $3.8 
billion,  $1  billion  in  direct  treatment  of  hip  fracture 
alone.9  With  the  increase  in  the  percentage  of  our 
population  over  65  and  the  gradually  increasing  life 
span,  this  problem  will  grow. 

DIAGNOSIS 

All  too  frequently,  the  first  symptom  or  mani- 
festation of  osteoporosis  is  a pathologic  fracture,  and 
diagnosis  at  this  far  advanced  stage  of  the  disease  is 
not  very  helpful.  However,  the  diagnosis  of  this  disease 
at  an  early  stage  is  uncertain,  unreliable,  expensive, 
and  not  easily  available  in  the  community  hospital 
setting.  Plain  x-ray  films  are  unreliable  and  insensitive 
for  early  diagnosis  as  it  is  necessary  to  have  20  to  30 
percent  of  bone  loss  before  the  deficiency  becomes  no- 
ticeable on  x-ray.9  The  Singh  index  has  been  developed 
to  identify  early  osteoporosis  based  upon  loss  of  tra- 
becular lines  in  proximal  femur  on  routine  x-rays.610 
However,  this  is  difficult  to  quantitate  with  broad  over- 
lap; it  is  subject  to  variation  in  interpretation,  and  is 
not  considered  reliable  by  many  community  radiol- 
ogists.11 

Radiogrammetry  is  simple  and  relatively  inexpen- 
sive but  measures  width  of  medullary  and  cortical 


bones  only,  and  cannot  adequately  evaluate  trabecular 
bone  loss  or  accurately  predict  fracture.36  It  also  is  not 
commonly  available  in  the  community  setting.  Whole 
body  counting  for  total  body  calcium  is  expensive  and 
only  available  in  three  or  four  medical  centers;  it  does 
not  lend  itself  for  screening.6  Computerized  tomog- 
raphy with  comparison  of  vertebral  bone  density  to 
various  “phantom"  devices  is  expensive  for  screening, 
not  commonly  available,  and  lends  to  excessive  radi- 
ation exposure  for  a screening  procedure.  Single  and 
dual  photon  absorptiometry  have  been  proposed,  but 
they  are  not  readily  available  and  certainly  are  not 
practical  for  early  diagnosis  in  the  typical  community 
setting.  Transiliac  bone  biopsy  is  a most  reliable 
procedure  but  obviously  does  not  lend  itself  for  screen- 
ing.11 

TREATMENT 

Treatment  of  established  osteoporosis  also  is  far 
from  satisfactory.  It  has  been  demonstrated  repeatedly 
that  calcium  deficiency  plays  a major  role  in  causation 
and  that  such  deficiency  is  frequent  in  females.  It  has 
been  shown  in  several  surveys,  that  after  the  age  of 
35,  up  to  75  percent  of  females  ingest  less  than  the 
recommended  daily  allowance  (RDA)  of  calcium.71213 
Furthermore,  metabolic  studies  have  suggested  that 
the  calcium  RDA  is  set  far  too  low  at  800  mg/day.  A 
more  realistic  figure  for  postmenopausal  females,  es- 
pecially following  the  increased  demands  of  pregnancy 
and  lactation,  is  1,400  to  1,500  mg/day.379  Consider- 
able evidence  suggests  that  bone  mass  peaks  at  about 
age  35  and  that  after  this  age  negative  calcium  balance 
occurs  in  the  majority  of  men  and  women.  Calcium 
therapy,  once  the  diagnosis  of  osteoporosis  is  estab- 
lished, has  limited  efficacy.311  Increasing  calcium  in- 
take well  before  the  menopause  or  the  development  of 
symptomatic  osteoporosis  is  more  effective.79 

Lack  of  estrogen  appears  to  be  the  most  important 

’From  the  Warren  Hospital  Family  Practice  Residency  Pro- 
gram where  Dr.  Brogan  is  Director,  Dr.  Roscher  is  an  Instruc- 
tor, and  Dr.  DeFranco  is  a Resident.  Correspondence  may  be 
addressed  to  Dr.  Brogan,  Warren  Hospital  Family  Practice 
Residency  Program,  Coventiy  Centre,  Pavilion  D-l.  Red 
School  Lane,  Phillipsburg,  NJ  08865. 
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factor  in  progression  of  postmenopausal  osteoporosis. 
Conversely,  estrogen  therapy  carries  the  greatest  im- 
pact in  preventing  or  modifying  the  condition.14 16 
Estrogen  therapy  reduces  calcium  loss  as  well  as  the 
number  of  fractures  in  estrogen  deficient  women,  but 
has  only  been  dramatically  effective  when  instituted 
preventively  in  the  perimenopausal  period.3911 1617 
Therapeutic  and  especially  preventive  estrogen  ther- 
apy fell  into  disrepute  in  the  mid-1970s  with  reports 
of  association  with  endometrial  cancer.1819  However, 
these  reports  involved  only  unopposed  estrogen  ther- 
apy. There  has  been  much  recent  evidence  to  suggest 
that,  if  used  in  a cyclical  manner,  with  addition  of 
progesterone  at  the  end  of  the  cycle,  fears  of  increased 
endometrial  carcinoma  are  unfounded.  The  cyclical 
regimen,  with  the  addition  of  progesterone,  may  even 
be  protective  against  endometrial  cancer.1620  2325 
Earlier  fears  with  regard  to  breast  cancer  also  seem  to 
have  been  refuted.2427  Even  if  there  were  slight  uncer- 
tainty about  risk  of  endometrial  cancer,  the  frequency, 
mortality,  and  overall  cost  of  osteoporosis  and  related 
fractures  far  outweigh  that  of  carcinoma  of  the  en- 
dometrium.81620 

Other  less  frequendy  used  modalities  of  therapy  are 
vitamin  D,  fluoride,  calcitonin,  androgens,  and  diphos- 
phonates.  None  of  these  have  shown  documented  con- 
sistent efficacy  and  they  all  have  significant  potential 
side  effects.3  11  2829 

It  would  seem  appropriate,  given  the  current  gaps 
in  our  state  of  knowledge  about  early  diagnosis  and 
treatment  of  osteoporosis,  to  take  an  aggressive  pre- 

Preventive  Plan Table  1 

• Known  Dietary  Deficiency  of  Calcium* 

• Premature  or  Surgical  Menopause 

• Family  History  of  Osteoporosis 

• Chronic  or  Excess  Ingestion  of  Certain  Medications  or 
Drugs: 

1.  Steroids 

2.  Aluminum-containing  antacids 

3.  Dilantin 

4.  Thyroid  preparations 

5.  Diuretics 

6.  Alcohol 

7.  Caffeine 

8.  Nicotine 

9.  Methitrexate 

• Thin  Body  Habitus,  Small  Bones.  Low  Weight 

• Sedentary  Lifestyle  or  Immobilized 

• White  Female 

• Background  Characteristics 

1.  History  of  scoliosis 

2.  Northwestern  European  background 

3.  Blond  or  red  hair,  freckles 

4.  Sparse  body  hair 

• Other  Conditions  Associated  with  Osteoporosis 

1.  Hyperparathyroidism 

2.  Hyperthyroidism 

3.  Growth  hormone  deficiency 

4.  Renal  tubular  acidosis 

5.  Rheumatoid  arthritis 

‘Can  be  presumed  in  most  women  in  the  United  States. 


ventive  approach.  The  risk  factors  for  osteoporosis  are 
well  known  (Table  1).  Identifying  those  patients  at  high 
or  medium  risk  who  could  benefit  from  such  an  ag- 
gressive preventive  approach  should  cany  a high  pri- 
ority. No  physician  is  more  properly  positioned  to  deal 
with  the  issues  of  identifying  these  patients  and  ag- 
gressively promoting  prevention  than  today’s  family 
practitioner. 


Osteoporosis  Index  Table  2 

High  Impact 

Premature  or  surgical  menopause 
Prolonged,  known  calcium  dietary  deficiency 
Chronic  ingestion  of  steroids 
Any  postmenopausal  loss  of  height 

Moderate  Impact 

Family  history  of  osteoporosis 
Small  boned  or  thin 

Sedentary  or  prolonged  immobilization 

Female 

White 

Excess:  alcohol,  caffeine, 
and  nicotine 
Chronic  use  of  one  or 
more  other  known 
osteoporosis  producing  drug 

High  Risk  Group 

One  or  more  high  impact  factor  or  three  or  more 
moderate  impact  factors 


OSTEOPOROSIS  INDEX 

An  osteoporosis  index  was  developed  as  a teaching 
tool  for  family  practice  residents  and  for  patient  educa- 
tion. The  known  risk  factors  were  segregated  into 
categories  with  high  and  moderate  impact  upon  the 
future  risk  of  osteoporosis.  One  critically  important 
sign  for  osteoporosis  was  added.  Postmenopausal  loss 
of  height  may  be  the  only  physical  finding  to  suggest 
early  osteoporosis  and  frequently  occurs  without  any 
symptoms.  Careful  annual  measurement  of  height 
after  menopause  should  be  performed.  Any  loss  of 
height  suggests  early  asymptomatic  osteoporosis.  This 
is  a cause  for  further  evaluation  and  places  the  patient 
in  a high-risk  category  for  future  potentially  rapidly 
advancing  osteoporosis. 

Using  this  osteoporosis  index  (Table  2),  an  aggres- 
sive preventive  approach  to  osteoporosis  is  rec- 
ommended and  a program  is  individualized  for  each 
patient.  Any  patient  with  one  high  impact  factor  or 
three  or  more  moderate  impact  factors  is  considered 
at  “high  risk"  for  osteoporosis. 

PREVENTION 

The  preventive  plan  includes  several  general  factors 
for  all  women  (Table  3),  including  calcium  supplemen- 
tation to  1,500  mg/day  after  the  age  of  about  30  to  35 
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and  limitation  to  abstinence  of  alcohol,  caffeine,  and 
nicotine.  Although  it  could  be  argued  that  all  post- 
menopausal women  should  be  considered  for  cyclical 
estrogen  therapy,  it  is  certainly  true  in  this  high-risk 
group.  The  osteoporosis  index  is  used  to  identify  these 
patients  and  impress  them  with  their  degree  of  future 
risk  for  osteoporosis  and  its  complications. 

A preliminary  evaluation  of  women  in  whom  pre- 
ventive cyclical  estrogen  therapy  is  recommended 
should  include  an  endometrial  biopsy.  This  procedure 
now  is  a relatively  simple  one.3  This  should  be  repeated 
if  any  irregular  intermenstrual  bleeding  develops  and 
at  regular  intervals  during  cyclical  estrogen  therapy. 

These  women  should  be  informed  of  the  probable 
continuation  or  resumption  of  menstrual  flow.  Reluc- 
tance to  accept  this  can  be  overcome  by  the  use  of  the 
osteoporosis  index  as  a patient  education  tool.  A frank 
discussion  of  the  pros  and  cons  of  estrogen  replace- 
ment therapy  is  indicated  at  the  time  of  menopause.8 

SUMMARY 

With  the  "greying"  of  America  the  potential  increase 
in  osteoporosis  (particularly  among  white  women)  and 
the  complications  thereof  predictably  will  cause  an  im- 
mense increase  in  the  medical  and  economic  impact 


of  this  disease.  Given  the  present  inadequate  state  of 
early  diagnosis  and  the  unsatisfactory  late  treatment, 
an  early  aggressive  preventive  approach  on  the  part  of 
the  family  physician  is  required.  In  spite  of  all  of  the 
problems  of  faulty  patient  information,  noncom- 
pliance, and  fear,  the  present  state  of  our  knowledge 
dictates  this  avenue  of  approach. 


Preventive  Plan  Table  3 


• Increase  calcium  intake  in  all  women  after  age  30  to 
35 

1.  Approximate  1,500  mg/dav 

2.  Diet 

3.  Calcium  supplements 

• Decrease  alcohol,  caffeine,  and  nicotine  usage 

• Increase  exercise,  especially  weight-bearing  exercise 

High-Risk  Group 

1.  Continue  all  above. 

2.  Add  cyclic  estrogen  therapy. 

3.  Consider  pretherapy  and  endometrial  biopsies. 

4.  Use  cyclically  with  progesterone. 
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Philo’s  Interpretation  of  Dreams 


Leon  D.  Hankoff,  m.d.,  Elizabeth* 


Philo , in  the  1st  century , and  Freud , in  the  19th  century,  enjoyed 
the  mystery  of  inner  experience  and  explored  the  multiplicity  of 
interpretations  possible  in  a single  dream  element  They  shared 
a dream  interpretation  as  being  pursued  by  a minute  analysis  of 
detail,  illuminated  by  symbolic  meaning,  and  reflected  back  on 
the  dreamers  character  and  day’s  experience. 


The  ancient  world  gave  serious 
considerations  to  dreams  and 
both  scientific  and  humanistic 
explanations  of  dreaming  are  to  be  found  throughout 
the  civilizations  of  the  ancient  world.  Every  ancient 
philosopher  took  cognizance  of  the  importance  of 
dreams  in  the  human  experience.  When  Freud  offered 
The  Interpretation  of  Dreams  for  publication  in  1899 
he  fully  acknowledged  his  debt  to  the  ancients  as  well 
as  the  19th  century  thinkers  who  had  written  on  the 
subject.  Freud  mentioned  Aristotle,  Herodotus,  Lucre- 
tius, Artemidorus,  Flavius  Josephus,  Macrobius,  Ploti- 
nus, and  Cicero  in  relation  to  dream  formulations  in 
the  ancient  world.  Nowhere  in  his  historical  com- 
ments, however,  is  the  work  of  Philo  which  had  been 
devoted  specifically  to  dreams  and  must  have  been  well 
known  to  classic  scholars  in  his  age.  Freud  was  thor- 
oughly conversant  with  the  Greek  and  Latin  classics 
and  opened  his  Interpretation  with  a provocative  quo- 
tation from  the  AeneicL  The  omission  of  reference  by 
Freud  to  Philo's  work  is  not  in  itself  especially  puzzling 
since  Freud  made  no  pretense  at  a comprehensive  his- 
tory of  dream  theory  in  the  ancient  world.  Freud,  how- 
ever, might  have  been  stimulated  to  find  that  his  ur- 
bane co-religionist  presented  some  ideas  on  this  sub- 
ject which  are  very  similar  to  those  found  in  Freud's 
master  work. 

Philo  of  Alexandria  died  in  50  c.E.  He  was  about  70 


and  had  lived  through  an  era  of  mounting  conflict 
between  Judaism  and  Greco-Roman  culture  and  pow- 
er. Philo  was  a representative  of  the  Jewish  Diaspora 
experience  under  the  full  influence  of  Hellenistic  cul- 
ture and  society.  In  the  time  of  Philo,  the  city  of  Alexan- 
dria was  a great  world  capital  with  its  famous  library, 
museum,  and  palaces.  Its  Jewish  community  was  large 
and  flourishing  although  not  always  at  peace  with  the 
majority  population.  The  family  of  Philo  was  among 
the  wealthiest  and  most  influential  of  the  Alexandrian 
Jewish  community.  Polished  and  highly  educated, 
speaking  and  writing  in  Greek  as  his  preferred  lan- 
guage, Philo  encountered  in  his  extensive  written 
works  nearly  every  issue  of  comparative  religion 
evoked  by  the  practice  of  Judaism  in  a Diaspora  which 
esteemed  the  classical  heritage  and  enjoyed  the  luxury 
and  diversion  of  pagan  polytheism.  Philo's  Greek  learn- 
ing exceeded  his  Jewish  and  he  had  little  contact  with 
the  oral  law  so  basic  to  Palestinian  Jewry.1  His  facility 
in  Hebrew  and  his  use  of  biblical  texts  was  limited.2 

Philo  gave  to  himself  the  task  of  integrating  the 
theology  of  his  religion  with  classical  philosophy.1-3  His 
response  to  the  encounter  of  values  which  greatly 


'This  paper  was  presented  to  the  Medical  Society  of  New 
Jersey  on  October  22,  1986.  Correspondence  may  be  ad- 
dressed to  Dr.  Hankoff,  Elizabeth  General  Medical  Center,  925 
East  Jersey  Street,  Elizabeth,  NJ  07201. 
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Figure— Tetractys  of  the  Decad. 


troubled  many  of  his  co-religionists  was  to  demon- 
strate that  Plato's  First  Cause  and  Judaism's  God  were 
one.  His  approach  to  the  subject  was  to  seek  the  level 
of  abstraction  provided  by  the  interpretation  of  sym- 
bolism and  the  use  of  allegory  in  explaining  scripture 
and  classical  writings.  The  interest  of  Philo  in  dreams 
was  from  this  religious  perspective  and  focused  on  the 
content  of  dreams  set  in  the  Patriarchal  era  of  Genesis. 
His  writings  pertaining  to  dreams  are  consistent  with 
efforts  to  explain  the  seemingly  nonrational  aspects  of 
Jewish  scriptures  to  a Hellenistic  culture  which  turned 
on  logic  and  allegory.  His  basic  assumption  was  that 
the  scriptural  dreams  were  prophetic. 

Dream  interpretation  for  Philo  was  not  an  easy  ex- 
ercise in  imagination  or  intuition  but  rather  a dis- 
ciplined undertaking  requiring  scientific  skill  in  dis- 
cerning its  meaning.  A Pythagorean  thread  appears  in 
Philo’s  method  in  the  form  of  a worshipful  attitude 
toward  numbers.  As  will  be  seen,  this  has  relevance  for 
Philo's  work  on  dreams.  The  presocratic  Pythagoreans 
combined  religion  and  mathematics  in  a cosmology 
based  on  geometry  and  a theory  of  numbers.  Taking 
numbers  as  matter,  the  Pythagoreans  equated  num- 
bers 1,  2,  3,  and  4 as  the  embodiment  of  point,  line, 
surface,  and  solid,  respectively.  Numbers  were  the 
basis  for  all  structures.  Furthermore,  these  same  first 
four  integers  totaled  10,  in  their  view,  a sacred  and 
omnipotent  number.  Placing  dots  for  the  first  four 
integers  in  a triangle  (Figure)  formed  the  famous 
Tetractys  of  the  Decad  upon  which  the  Pythagoreans 
swore  their  most  solemn  vows.4 

In  his  Allegorical  Interpretation  of  Genesis,  Philo 
explained  God’s  creation  of  the  world  in  six  days  as  a 
purely  symbolic  expression,  “foolish"  to  be  taken  liter- 
ally. Philo  explained  that  six  is  “a  perfect  number,"  the 
first  number  to  be  produced  by  two  unequal  factors, 
these  numbers  two  and  three  having  “left  behind  the 
incorporeal  character  that  belongs  to  one,"  and  the 
number  indicating  the  six  directions  which  an  animal 
with  limbs  is  capable  of  moving. 

An  interesting  element  in  the  writing  of  Philo  is  his 
introspection  and  self-disclosure.  His  heavily  mystic 
philosophy  naturally  involved  him  in  contemplation 
and  meditation.  Unique  for  his  time,  however,  were 
Philo’s  explicit  references  to  his  nonrational  experi- 
ence. Misch  studying  the  development  of  autobiogra- 
phy in  the  ancient  world  cites  Philo  as  the  first  to  his 
knowledge  to  describe  his  moods  in  work  as  a writer.5 
A description  of  his  state  of  inspiration  is  to  be  found 
in  On  the  Migration  oj  Abraham  which  reviews  God's 
gifts  to  Abraham  in  their  allegorical  and  symbolic 
meaning.  In  this  context,  Philo  described  how  the  gift 
of  divine  inspiration  sometimes  came  to  him.  Ap- 


proaching his  philosophical  work  in  an  empty  state, 
devoid  of  ideas,  poor  in  understanding,  and  filled  with 
self-depreciation,  he  suddenly  felt  “full,  the  ideas  falling 
in  a shower  from  above  and  being  sown  invisibly.” 
Philo  described  this  as  an  experience  which  had  hap- 
pened to  him  “a  thousand  times"  but  needs  to  preface 
the  introspective  statement  by  declaring  “I  feel  no 
shame  in  recording  my  own  experience.”  His  readers 
were  not  accustomed  to  the  open  display  of  one’s  inner 
feelings  in  the  course  of  a religious  or  philosophical 
work.  Philo  makes  it  very  clear  that  his  inspiration 
comes  from  God  and  that  the  flow  of  ideas  in  his  daily 
work  depends  on  an  impulse  from  the  divine  source. 

Self-disclosure  was  a significant  aspect  of  Freud’s 
writing  on  dreams.  In  The  Interpretation  oj  Dreams, 
he  presented  to  his  readers  47  of  his  dreams  together 
with  his  free  associations  and  interpretations.  The 
book  contained  many  humorous  allusions  to  Viennese 
life  at  the  turn  of  the  century  as  well  as  disclosures 
about  the  author’s  private  life.  By  Freud's  own  ad- 
mission, it  bore  insight  that  comes  “but  once  in  a 
lifetime.”6  The  deliberately  provocative  nature  of  the 
work  is  keynoted  by  the  quotation  from  Virgil  on  the 
title  page,  “Flectere  si  nequeo  superos,  Acheronta 
movebo."  (If  the  gods  above  cannot  be  swayed,  then  Hell 
I will  move.)  Apparently,  Freud  thought  about  higher 
powers  in  his  work  also.  The  Interpretation  of  Dreams 
has  been  called  with  good  reason  "an  autobiography 
in  disguise.”7 

Approximately  2,500  pages  have  been  preserved  of 
Philo’s  writings.  Along  with  passing  references  to 
dreams  there  is  preserved  the  large  work  entitled  On 
Dreams.  Philo  appears  to  have  written  three  separate 
sections,  each  dealing  with  a category  of  dreams  within 
a tripartite  classification.  The  treatise  pertaining  to 
the  first  category  is  lost,  but  Philo  refers  to  it  elsewhere 
as  a work  dealing  with  those  “heaven  sent  dreams” 
which  are  essentially  oracles  or  prophetic  visions  com- 
ing directly  from  the  Deity  in  our  sleep.  The  extant 
work.  On  Dreams  that  They  Are  God-Sent,  discusses 
the  other  two  categories  of  his  three  types  of  dreams. 
His  second  category  of  dreams  are  those  in  which  the 
mind  of  the  universe  influences  the  sleeper’s  mind  and 
gives  the  dreamer  a suggestion  or  “taste  of  things  to 
come."  The  dreamer’s  understanding  is  suffused  “with 
divinely  induced  madness  which  foretells  the  future.” 
An  example  of  this  second  dream  category  which  Philo 
discusses  in  considerable  detail  is  that  of  the  stairway 
(usually  spoken  of  as  a ladder)  leading  up  to  Heaven 
envisioned  by  the  patriarch  Jacob.  Another  example  is 
that  of  Jacob’s  vision  concerning  the  flocks  whose 
markings  varied. 

The  third  category  of  dreams  are  those  in  which  a 
frenzy  grips  the  sleeping  soul  and  allows  it  to  acquire 
powers  of  prescience.  These  powers,  however,  are  of  a 
nature  requiring  “scientific  skill  in  discerning”  the 
meaning  of  the  dreams.  The  frenzy  gripping  the 
dreamer  is  of  a deep  and  impenetrable  nature.  In  this 
category  are  the  dreams  involving  the  biblical  Joseph. 
Philo  presents  six  dreams  in  this  category,  the  two 
dreams  of  Joseph  himself  which  were  interpreted  as 
his  relationship  to  his  parents  and  siblings,  the 
dreams  of  the  butler  and  baker  with  whom  Joseph 
shared  a prison,  and  the  two  dreams  that  Pharaoh  had 
interpreted  by  Joseph. 
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Philo’s  tripartite  classification  of  dreams  follows 
closely  that  of  the  Stoic  philosopher  Posidonius 
(c.135 — c.50  b.c.e.).  In  his  classification  Posidonius  at- 
tributes dreams  to  divine  impulse  which  gives  clair- 
voyance through  three  mechanisms:  the  soul’s  natural 
kinship  with  the  gods;  the  contact  of  the  dreamer’s 
soul  with  many  immortal  souls;  and  direct  conversa- 
tion with  the  gods  by  the  dreamer.  Posidonius’s  orig- 
inal work  has  been  lost  but  his  view  on  dreams  was 
preserved  in  the  essay  On  Divination  by  his  student 
and  friend  Marcus  Tullius  Cicero. 

Philo  proceeds  to  analyze  the  dreams  in  careful  and 
exegetical  fashion.  His  basic  premise  that  dreams  are 
sent  by  Clod  is  alloyed  with  a consideration  of  the 
influence  of  the  character  of  the  dreamer  on  the  final 
dream  formation.  When  Joseph  offers  his  dream  of  the 
sheaves  which  were  bound  and  bowed  down  to  him, 
Philo  notes,  his  first  words  were  "I  thought.”  To  Philo 
this  indicates  the  hesitating  quality  of  Joseph,  words 
similar  to  the  opening  ones  of  Pharaoh  in  his  descrip- 
tion of  his  dreams,  “I  thought  I stood.”  It  will  be  recalled 
that  in  the  dream  Joseph  represented  his  entire  family 
doing  obeisance  to  him,  a wish  or  fantasy  on  the  part 
of  Joseph  easily  interpreted  as  revealing  his  vain  and 
inconsiderate  nature. 

The  stairway  dream  of  Jacob  presents  an  entirely 
different  kind  of  personality  at  work  in  the  view  of 
Philo.  Jacob  (Philo’s  clear  favorite  in  these  matters) 
dreams  while  sleeping  on  the  ground  with  a stone  for 
a pillow.  Philo  approvingly  described  Jacob  as  an 
ascetic  or  “athlete  of  noble  pursuits”  whose  soul  was 
“at  war  with  every  man  that  is  effeminate  and  emascu- 
lated.” Philo  also  notes  that  in  the  same  dream,  God 
opens  the  encounter  by  addressing  Jacob  directly  by 
name,  in  the  manner  that  a friend  might  call  out  and 
similar  to  the  calls  from  God  to  Abraham  and  Moses. 

While  Philo  had  little  interest  in  the  interpretation 
of  the  everyday  dreams  of  everyday  people  he  does  ven- 
ture to  generalize  on  the  meaningfulness  of  dreams 
beyond  the  direct  interpretations  of  their  scriptural 
accounts.  He  viewed  dreams  as  an  extension  of  the 
waking  experience  reflective  of  the  dreamer's  charac- 
ter, particularly  his  moral  condition.  In  describing  his 
third  category  of  dreams,  those  derived  from  a soul 
“agitated  of  its  own  accord,”  Philo  comments  that  the 
dreams  of  “the  morally  beautiful”  are  clear  and  pure 
just  as  their  daily  actions  are  more  worthy.  When  men 
are  blessed  with  “profound  inward  peace,”  he  notes, 
both  their  dreams  and  waking  thoughts  are  free  of 
expressions  of  greed  or  lasciviousness.  Elsewhere 
when  Philo  gave  his  description  of  the  Therapeutae, 
the  monastic  Jewish  sect  akin  to  the  Essenees,  he 
describes  their  reverential  attitude  toward  God  as  such 
that  “even  in  their  dreams"  they  may  think  of  God  and 
utter  His  praises. 

Along  with  the  character  of  the  dreamer,  Philo  con- 
sidered the  condition  of  the  sleeper,  e.g.  the  drunk- 
enness of  the  butler,  as  an  aspect  of  the  dream  as  well. 
Philo  notes  that  the  chief  butler  of  the  Pharaoh  in- 
troduces his  dream  with  the  words  "in  my  sleep  there 
was  a vine  over  against  me,”  interpreted  as  indicating 
that  he  was  lying  prostrate  with  intoxication  from 
wine.  The  dreamer's  experience  before  the  dream  was 
recognized  by  Philo  and  Freud  as  a significant  stimu- 
lus requiring  understanding.  Freud’s  words  on  the 


subject  could  well  have  been  written  by  Philo:  “The 
day's  residues  which  instigate  dreams  are  left  over 
from  powerful  interests  in  waking  life.”  Philo  thus 
presents  dream  formation  as  the  complex  result  of 
God’s  influence,  the  basic  personality  of  the  individual, 
and  the  sleeper’s  life  situation  and  immediate  con- 
dition. 

The  most  distinctive  aspect  of  Philo’s  approach  to 
dreams  is  his  technique  of  regarding  every  phrase, 
idea  or  even  single  word  as  a focus  for  study  and 
interpretation.  In  this  respect,  he  does  precisely  what 
Freud  recommended  in  1899  regarding  dream  analy- 
sis, namely,  a focusing  on  highly  specific  and  separate 
portions  of  the  dream.  Freud  cautions  the  student  of 
psychoanalysis  to  avoid  global  approaches  to  the 
dream  and  in  his  many  sample  analyses  in  The  Inter- 
pretation oj  Dreams  presents  such  Philonic  phrase  by 
phrase  examination.6 

The  Biblical  account  of  Jacob’s  dream  of  the  angel 
trod  stairway  is  introduced  by  a description  of  Jacob 
halting  his  journey  and  arranging  a stony  pillow  at 
sunset.  This  stark  preface  to  the  stairway  dream  is  the 
basis  for  the  lengthy  analysis  by  Philo.  With  the  same 
intense  scrutiny  that  Freud  applied  to  the  introductory 
statements  to  dreams  made  by  analysands,  Philo  ana- 
lyzed the  introductory  details  of  the  dream  as  a means 
to  its  understanding.  Jacob’s  journey  takes  him  first 
from  Beer-Sheva  (Well  of  the  Oath),  a name  which  Philo 
interprets  as  a symbol  of  deep  knowledge.  The  Well  of 
the  Oath  was  the  fourth  well  dug  by  Abraham  and 
Isaac  in  their  wanderings.  The  series  of  four  wells  is 
explained  as  allegorically  representing  the  four  constit- 
uents of  the  universe:  earth,  water,  air,  and  heaven. 
It  is  this  fourth  constituent  which  is  “beyond  our  com- 
prehension” and  is  represented  by  the  well  named 
Oath  to  indicate  the  endless  and  baffling  quest  for 
understanding  heaven.  Just  as  the  universe  has  four 
constituents,  so  in  humans  the  elements  “of  highest 
significance  are  four,  body,  sense-perception,  speech, 
and  mind.”  It  is  this  fourth  element,  mind,*  that  is  also 
beyond  comprehension  as  “in  every  case  it  is  the 
fourth  of  the  series  that  is  beyond  comprehension.” 
Philo  goes  on  to  give  other  examples  from  the  Pen- 
tateuch where  the  fourth  in  a series  was  of  particular 
consequence.  In  relation  to  the  detail  of  Jacob's  halt 
at  sunset,  Philo  offers  four  different  interpretations. 
The  sun  represents  the  human  mind,  the  general  per- 
ceptions of  the  senses  through  the  illuminating  light, 
the  divine  world,  and  the  Ruler  of  the  Universe  who 
exposed  all  sins. 

The  other  technical  approach  of  Philo  which  Freud 
exuberantly  explored  was  the  use  of  symbolic  inter- 
pretation of  specific  dream  items  and  objects.  Freud 
even  acknowledged  that  he  was  apt  to  be  accused  of 
an  “unnecessary  amount  of  ingenuity”  in  his  use  of 
symbolism.6  At  a distance  of  some  1900  years,  Philo’s 
symbolism  often  strains  our  credulity.  The  symbolic 
probings  of  Philo  were  elaborate  and  almost  always 


*Philo  takes  a paragraph  to  expand  on  the  relationship  of 
mind  to  body  in  a first  century  statement  of  the  body-mind 
problem.  Acknowledging  the  incomprehensible  fourth  of  a 
series  he  offers  an  evocative  analogy:  “In  the  universe  it  is  the 
heaven  in  contrast  with  the  nature  of  air  and  earth  and  water; 
in  man  it  is  mind  over  against  the  body  and  sense-perception, 
and  the  speech  which  gives  expression  to  thought" 
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involved  multiple  symbolic  interpretations  of  a single 
dream  item,  an  approach  to  be  compared  with  Freud’s 
concept  of  over-determination.*  For  example,  Philo  de- 
lighted in  the  symbolic  meaning  of  the  stairway  in 
Jacob’s  dream.  It  is  first  of  all  the  air  whose  foot  is  on 
the  earth  and  head  in  heaven.  Next,  it  represents  the 
soul  through  whose  state  the  words  of  God  move  up 
and  down  as  on  a stairway.  Thirdly,  he  compared  it  to 
the  life  of  Jacob  who  practicing  in  his  efforts  at  self- 
improvement  moved  to  heights  and  then  moved  back- 
ward “until  God,  umpire  of  this  strife,  decides”  on  his 
dwelling  in  “the  heavenly  region  of  Olympus.”  Fourthly, 
it  symbolized  the  affairs  of  men  and  their  uneven 
course  which  continually  go  up  and  down  as  in  a shift- 
ing road  “their  uneven  tenor  manifestly  laid  bare  by 
time’s  unerring  test."  Freud  wrote,  “(E)ach  of  the  ele- 
ments of  the  dream’s  content  turns  out  to  have  been 
‘overdetermined’ — to  have  been  represented  in  the 
dream  thoughts  many  times  over.’’6  Philo  would  have 
agreed.  + 

In  his  allegorical  interpretations,  Philo  did  not  hesi- 
tate to  be  in  conflict  with  the  ostensible  Biblical  mean- 
ing of  a dream.  This  was  particularly  the  case  with  his 
third  category  of  dreams  which  being  “more  obscure” 
because  of  the  “nature  of  the  riddle  involved  in  them, 
demanded  a scientific  skill  in  discerning  the  mean- 
ing.” His  first  examples  of  such  dreams  are  the  two 
recounted  by  the  17-year-old  Joseph  to  his  family,  one 
in  which  he  and  his  brother  are  binding  sheaves  in 
the  field  and  the  second  in  which  the  sun,  moon,  and 
1 1 stars  bow  down  to  him.  His  relatives  are  naturally 
offended  by  this  apparent  portrayal  of  Joseph’s  superi- 
ority. Philo  turns  from  this  interpretation  to  a com- 
plicated allegory  in  which  Joseph  “represents  opinion 
with  its  vast  medley  of  ingredients,”  and  his  ten 
brothers  represent  various  qualities  of  action.  The  sun 
represents  the  practiser  of  wisdom  and  the  moon  rep- 
resents wise  instruction.  Philo  interprets  the  dream  as 
a rebuke  of  vanity  and  the  means  for  the  soul  to  be 
influenced  by  positive  forces  as  illustrated  by  the  later 
career  of  Joseph.  It  is  interesting  to  note  that  in  this 
interpretation  Philo  has  posed  still  another  symbolic 
meaning  for  the  sun  than  that  presented  elsewhere. 

Philo’s  practice  of  allegorical  interpretation  was  not 
his  unique  invention  or  pursuit.  He  makes  reference 
to  other  scholars  who  made  allegorical  interpretations 

‘Philo  takes  a paragraph  to  expand  on  the  relationship  of 
mind  to  body  in  a first  century  statement  of  the  body-mind 
problem.  Acknowledging  the  incomprehensible  fourth  of  a 
series  he  offers  an  evocative  analogy:  “In  the  universe  it  is  the 
heaven  in  contrast  with  the  nature  of  air  and  earth  and  water; 
in  man  it  is  mind  over  against  the  body  and  sense-perception, 
and  the  speech  which  gives  expression  to  thought." 

t As  mentioned,  I can  find  no  acknowledgment  by  Freud  of  a 
reading  of  Philo  despite  their  shared  concepts  of  minute 
analysis  of  dream  elements,  symbolic  interpretation,  and 
overdetermination  with  regard  to  dream  interpretation. 
Curiously,  the  index  of  E.  Jones,  The  Life  and  Works  oj 
Stgnmund  Freud,  lists  three  pages  under  “Philo,  Judaeus" 
which  are  apparently  in  error  since  no  mention  of  Philo  is 
found  at  these  pages. 


and  he  was  probably  indebted  to  a school  of  allegorists 
who  preceded  him.9  The  field  of  allegorical  inter- 
pretation of  scriptures  was  highly  developed  although 
he  remains  as  the  exemplar.  In  interpreting  dreams  of 
scriptural  origin,  Philo  distinguished  his  task  from 
that  of  dream  interpretation  as  a secular  practice.  : 
Philo  rejected  with  scorn  dream  interpretation  “as  a 
pretext  for  making  money.”  He  viewed  the  task  of  inter-  ; 
pretation  in  broad  terms  as  a means  of  benefitting 
mankind.  In  his  treatise,  On  Joseph,  he  explains  that 
life  itself  is  a dream  requiring  interpretation:  ‘The 
visions  and  imaginations  of  our  waking  hours  re- 
semble dreams  . . . they  come,  they  go;  they  fly  off  before  ; 
we  can  securely  grasp  them.”  The  stages  of  life,  from 
infancy  to  old  age,  are  the  evidences  of  our  transitory 
existence.  Similarly  our  fading  physical  attributes,  "are 
they  not  dreams?”  In  response,  Philo  calls  upon  the 
statesman  to  “come  forward  and  interpret  the  daytime 
visions  and  phantoms  of  those  who  think  themselves 
awake.” 

Philo  speaks  with  great  confidence  on  the  three 
forms  of  dreams  in  the  mind  of  the  sleeper  and  uses 
examples  with  considerable  detail  and  a framework  of 
general  consistency.  His  explorations  and  inter- 
pretations of  dreams,  however,  are  all  set  in  an  ancient 
past.  All  of  his  examples,  indeed,  are  confined  entirely 
to  the  oldest  book  of  the  Pentateuch,  Genesis.  There 
is  only  one  small  reference  to  the  book  of  Samuel  and 
this  does  not  involve  dreams  and  the  many  dream 
references  in  the  post-Pentateuchal  scriptures  are 
totally  ignored.  There  is  no  mention  of  contemporary 
dreams  or  dream  experience.  Thus,  Philo  has  applied 
his  theory  of  dream  interpretation  entirely  to  a bygone 
era  His  remarks  about  the  influence  of  character  on 
dreaming  point  up  his  psychological  interests  but  his 
lack  of  contemporary  examples  of  dreams  speaks  for 
a first  centuiy  mentality  that  did  not  expect  the  God- 
sent  gifts  of  prophetic  dreams  in  the  same  manner  as 
the  Biblical  forefathers. 
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poxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablets,  blue,  film-coated,  each  contamm 
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Update  on  Child  Abuse 

Christian  M.  Hansen,  m.d.,  m.p.h.,  trenton* 


Child  abuse  and  neglect  affect  many  children  in  New  Jersey. 
Reported  cases  are  increasing.  Physicians  play  an  important  role 
in  the  early  diagnosis  and  referral  of  abuse. 


Child  abuse  and  neglect  continue 
to  be  problems  of  considerable 
importance  to  the  health  and 
well-being  of  many  children  in  New  Jersey.  In  1985,  the 
last  year  for  which  figures  are  available,  there  were 
47,126  suspected  cases  of  abuse  and  neglect  reported 
to  the  Division  of  Youth  and  Family  Services  (DYFS). 
Of  this  number,  38  percent  were  substantiated;  of  the 
substantiated  reports,  42  percent  were  for  physical 
abuse  and  48  percent  were  for  neglect.  Sexual  abuse 
occurred  in  10  percent  of  the  substantiated  cases. 
These  figures  indicate  that  a significant  number  of 
instances  in  which  abuse  or  neglect  was  suspected 
were  not  proved.  This  discrepancy  may  be  partially 
explained  by  the  fact  that  in  some  cases  it  was  difficult 
and  even  impossible  to  obtain  supporting  evidence  for 
abuse  or  neglect.  For  example,  a child  may  be  reported 
to  DYFS  because  of  injuries  that  appear  to  have  been 
inflicted.  The  examining  physician  may  be  unable  to 
determine  whether  the  injuries  were  inflicted  or  ac- 
cidental. The  case  may  be  closed.  However,  this  same 
child  may  be  reinjured  the  following  year  and  the  in- 
juries are  clearly  abusive.  This  often  happens  because 
of  the  chronic  nature  of  abuse. 

The  number  of  cases  reported  to  DYFS  has  more 
than  doubled  over  the  past  three  years.  This  probably 
is  due  to  better  reporting  and  improved  professional 
and  lay  awareness  of  the  problem.  It  may  be  that  this 


increase  also  is  due  to  a worsening  of  the  problem 
including:  increasing  numbers  of  homeless  families 
with  children,  increasing  numbers  of  families  in  which 
violence  is  present,  increasing  numbers  of  parents  af- 
fected by  substance  abuse,  and  increasing  numbers  of 
teenage  pregnancies. 

The  number  of  reported  cases  of  child  sexual  abuse 
in  New  Jersey  continues  to  increase.  It  is  more  wide- 
spread than  the  10  percent  figure  above  indicates. 
Krugman  reports  that  the  recognition  of  child  sexual 
abuse  in  the  United  States  has  increased  dramatically 
in  the  past  five  years.  Reported  cases  in  some  areas 
account  for  approximately  25  percent  of  all  abuse  and 
neglect  reports.1 

A higher  percentage  of  cases  reported  by  physicians 
are  substantiated.  This  indicates  the  greater  accuracy 
with  which  cases  of  abuse  are  reported  when  seen  by 
physicians.  It  also  emphasizes  the  important  role  phy- 
sicians play  in  the  early  recognition  and  referral  of 
cases  of  abuse  and  neglect. 

Some  physicians  hesitate  to  report  when  they  are 
faced  with  a child  whom  they  suspect  may  have  been 
abused.  Morris  looked  at  factors  that  influenced  re- 


*Dr.  Hansen  is  a Pediatric  Consultant,  Division  of  Youth  and 
Family  Services,  Department  of  Human  Services,  Trenton. 
Correspondence  may  be  addressed  to  Dr.  Hansen,  Depart- 
ment of  Human  Services,  1 South  Montgomery  Street,  CN 
717,  Trenton,  NJ  08625. 
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porting  of  child  abuse;  when  physicians  were  pre- 
sented with  real  examples  of  children  who  were 
abused,  they  were  influenced  by  a number  of  different 
factors  including  their  own  attitudes  towards  physical 
discipline,  the  seriousness  of  the  injury,  the  presence 
of  other  injuries,  whether  or  not  they  knew  the  family, 
how  appropriate  they  felt  the  parent’s  concern  was, 
and  the  child’s  behavior.2  The  physicians  also  were 
asked  why  they  felt  that  some  of  their  physician  col- 
leagues were  reluctant  to  report  cases  of  obvious 
abuse.  They  said  that  this  was  partly  because  some 
physicians  think  that  child  abuse  and  neglect  are  not 
seen  veiy  often  in  the  private  office.  They  also  are  afraid 
that  if  they  report  they  will  lose  patients;  often  they  are 
uncertain  about  the  diagnosis  of  abuse.  Finally,  they 
often  lack  confidence  in  the  ability  of  child  protective 
agencies  to  be  effective  in  their  work. 

This  last  view  of  physicians  about  child  protective 
agencies  warrants  some  comment.  Child  welfare  agen- 
cies are  under  increasing  pressure  nationwide  because 
of  rising  case  loads  and  limited  funds.  These  agencies 
struggle  to  continue  to  meet  their  responsibility — 
protecting  children  at  risk  and  tiying  to  help  abusive 
parents.  Protective  service  workers,  like  all  pro- 
fessionals who  care  about  children,  constantly  need  to 
improve  their  efforts  to  protect  children.  At  the  same 
time,  it  is  important  for  physicians  to  recognize  how 
complex  the  problems  of  high-risk  families  are.  They 
also  have  to  appreciate  the  constraints  of  what  agen- 
cies can  do  to  solve  long-standing  problems  in  troubled 
families. 

The  Division  of  Youth  and  Family  Services  (DYFS) 
is  the  New  Jersey  State  Child  Protective  Agency.  As 


such,  it  is  responsible  for  the  protection  of  children 
who  have  been  abused  or  neglected  by  their  families. 
DYFS  is  required  by  law  to  respond  to  allegations  of 
physical  abuse  and  neglect.  Any  person  aware  of  a child 
whom  they  believe  has  been  maltreated  should  report 
the  suspected  case  to  DYFS.  Physicians  and  others  are 
protected  from  libel  when  they  report  a suspected  case 
in  good  faith,  even  if  it  later  turns  out  not  to  be  abuse. 
Physicians  generally  are  aware  of  this  protection,  but 
this  awareness  has  not  significantly  increased  the 
number  of  cases  of  abuse  or  neglect  reported  from 
physicians  private  offices.  There  also  is  a law  in  New 
Jersey  which  makes  it  a misdemeanor  not  to  report, 
but  this  has  not  encouraged  physicians  and  others  to 
report. 

DYFS  depends  upon  physicians — pediatricians  es- 
pecially— to  report  suspected  cases  of  abuse  and 
neglect.  The  physician  does  not  have  to  be  100  percent 
certain  that  an  inflicted  injury  has  happened  to  the 
child.  He/she  only  has  to  have  a reasonable  suspicion 
that  abuse  or  neglect  has  occurred.  Once  the  referral 
is  made,  DYFS  protection  service  workers  and  others 
become  involved  in  the  diagnosis,  management,  and 
follow-up  of  the  case.  All  of  these  professionals  work 
together  to  try  to  insure  the  protection  of  the  child 
from  further  injury.  They  also  try  to  help  parents  with 
the  problems  that  led  to  the  abuse  in  the  first  place. 
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NEW  JERSEY  MEDICINE 


COMMENTARY:  PRESCRIPTION  ADDICTION 


Thomas  S.  Baker,  m.div.,  summit* 


Addiction  to  various  prescription  drugs — legally  obtained  from 
physicians — remains  a significant,  if  hidden,  problem.  Knowing 
what  to  look  for  can  help  the  physician  diagnose  this  covert 
condition  and  refer for  proper  treatment. 


Efforts  at  control  notwithstand- 
ing, abuse  of  prescription  medi- 
cation remains  a serious  prob- 
lem in  this  country.  Data  are  hard  to  come  by,  and  the 
numbers  probably  do  not  approach  those  for  cocaine 
and  marijuana  abuse.  Nonetheless,  the  problem  does 
exist. 

While  much  of  this  behavior  sounds  sociopathic,  it 
probably  is  best  seen  as  otherwise.  It  is  an  incon- 
trovertible fact  that  persons  of  the  highest  moral 
character  will  become  essentially  amoral  when  in  the 
throes  of  addiction.  Morality  aside,  the  addict  will  do 
whatever  it  takes  to  maintain  his  or  her  addiction.  We 
hope,  as  more  physicians  become  aware  of  both  the 
disease  concept  of  addiction  and  the  various  schemes 
their  patients  may  use  to  get  drugs,  two  things  may 
happen.  First,  physicians  will  be  less  likely  to  be  indig- 
nant and  offended  when  they  discover  they  have  been 
"had"  by  a seemingly  respectable  patient.  Next,  phy- 
sicians may  spot  ruses  and  “blow  the  whistle"  in  a way 
which  may  lead  to  therapeutic  intervention  and  a re- 
turn to  drug-free,  sober  life  for  their  patients. 

FACTITIOUS  DISORDERS 

The  DSM-III  refers  to  factitious  disorders  and  makes 
passing  acknowledgements  that  some  persons  inten- 
tionally and  consciously  invent  symptoms  as  a means 
to  obtain  mood-changing  medications.  We  believe  this 
happens  more  often  than  the  writers  of  the  DSM-III 


might  think.  We  believe  that  symptom  invention 
usually  is  not  a sign  of  any  underlying  psycho- 
pathology but  a rather  “normal"  behavior  pattern 
aimed  at  getting  drugs. 

Prescription  drug  abusers — whatever  the  etiology  of 
their  addiction— tend  to  be  quite  knowledgeable  about 
things  of  a medical  nature.  Many  have  read  various 
diagnostic  manuals  and  are  familiar  with  diseases 
whose  treatment  requires  analgesic  or  sedative  medi- 
cation. Typically,  they  will  focus  on  diseases  or  con- 
ditions with  no  overt,  physical  signs  such  as  migraine 
and  cluster  headaches,  myositis,  and  back  pain.  While 
modem  pharmacology  has  produced  a host  of  non- 
narcotic, nonaddicting  medications  for  migraine  and 
cluster  headaches,  for  instance,  prescription  drug 
abusers  know  if  they  complain  long  and  loud  enough, 
it  is  not  hard  to  convince  the  attending  physician  to 
order  an  injection  of  Demerol®  and  a prescription  for 
Percodan.  We  know  of  individuals  who  would  visit 
three  or  four  emergency  rooms  a day  with  accounts  of 
pain. 

Adverse  publicity  about  benzodiazepines  notwith- 
standing, prescription  drug  abusers  find  these  sub- 


*Mr.  Baker  is  Manager,  Clinical  Services,  REACH  (Resources 
in  Employee  Assistance  and  Corporate  Health),  a service  of 
Fair  Oaks  Hospital,  Summit.  Correspondence  may  be  ad- 
dressed to  Mr.  Baker,  REACH,  P.O.  Box  100,  Summit,  NJ 
07901. 
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stances  relatively  easy  to  obtain.  This  also  is  true  be- 
cause these  substances  frequently  are  used  to  amelio- 
rate symptoms  of  conditions  which  usually  are  present 
with  little  or  no  physical  signs.  Stress  and  anxiety  are 
almost  fashionable  accoutrements  of  the  successful 
lifestyle.  Thus,  requests  for  tranquilizers  and  sedatives 
by  “respectable"  patients  often  are  honored  without  a 
great  deal  of  consideration  or  investigation.  Obviously, 
people  who  abuse  large  quantities  of  these  substances 
find  it  helpful  to  “work”  several  physicians  at  one  time. 
We  know  of  a middle-aged  executive  who  routinely  con- 
sumed 120  mg  of  diazepam  daily  for  1 1 years  with  the 
unsuspecting  assistance  of  several  of  his  town’s  finest 
physicians. 

Similarly,  while  sleep  disorder  clinics  which  seek  to 
provide  nonpharmacological  relief  for  chronic  insom- 
niacs are  growing  in  number,  complaints  of  insomnia 
still  are  initially  treated  with  prescriptions  for 
Dalmane®,  Restoril®,  Halcion®,  or  other  related 
substances. 

Gastrointestinal  complaints  also  are  used  by  addicts 
to  get  their  drugs.  Prescription  drug  abusers  know 
that  opiates  reduce  intestinal  motility  and  relieve  pain. 
Thus,  complaints  of  “stomach  cramps”  and  diarrhea 
(not  otherwise  attributable  to  bacterial  or  viral  infec- 
tion) usually  can  produce  a prescription  for  a narcotic. 
And,  if  symptoms  are  questioned,  it  is  not  that  hard 
to  produce  "proof.”  We  know  a college  professor  who 
routinely  ingested  cathartics  in  service  of  his  reliance 
upon  paregoric.  “Irritable  bowel  syndrome”  and 
“spastic  colon"  are  conditions  for  which  a drug-depen- 
dent patient  reasonably  can  expect  to  get  what  he 
wants. 

Most  prescription  drug  abusers  are  unable  to  get 
a consistent  supply  of  drugs.  Thus,  their  lives  are 
marked  by  alternating  periods  of  intoxication  and 
withdrawal.  This  pattern  frequently  serves  to  further 
the  addiction  by  producing  overt  symptoms  which 
mimic  genuine  disease  states.  A benzodiazepine-de- 
pendent  person,  deprived  of  drugs,  will  have  no  dif- 
ficulty convincing  his  doctor  that  he  is  anxious  and 
in  need  of  something  to  calm  him.  Similarly,  an  opiate- 
dependent  individual  in  withdrawal  will  produce 
symptoms  of  “intestinal  flu"  calling  for  a narcotic  rem- 
edy. 

As  their  addiction  progresses,  some  persons  will  de- 
velop more  overt  and  aggressive  strategies  for  obtain- 
ing drugs.  Feigning  a “kidney  stone  attack”  (complete 
with  blood  in  the  urine)  is  not  terribly  difficult.  It  is 
the  rare  physician  who  will  challenge  a patient  who  is 
writhing  in  pain  particularly  if  he  has  been  able  to 
induce  some  blood  into  his  urine  and  presents  with 
a well-rehearsed  history  of  kidney  stones.  Still  others 
will  undergo  unnecessary  surgery  or  intentionally 
break  bones  in  order  to  get  narcotics. 

CON  GAMES  OR  PSYCHOPATHOLOGY? 

We  do  not  see  these  scams  and  con  games  as  signs 
of  underlying  psychopathology.  Rather,  given  the 
nature  of  addiction,  such  schemes  are  practical  and 
effective  ways  of  gaining  ongoing  access  to  drugs.  It  is 
our  clinical  impression— informed  by  nine  years  of 
case  work— that  most  prescription  drug  abusers  do 
not  concomitantly  abuse  illegal  “street  drugs.”  This 
may  be  due  to  the  etiology  of  their  addiction  or  other 


factors.  Whatever  the  reasons,  such  persons  feel  safer 
when  obtaining  their  drugs  from  reputable  physicians. 
A minister  we  worked  with  put  it  this  way:  “I  knew  I’d 
last  about  five  minutes  in  Harlem  so  I never  considered 
trying.  It  was  easier  and  safer  to  get  my  Demerol®  and 
Percodan®  from  various  doctors  in  town.  Because  I was 
a respected  clergyman,  no  one  ever  questioned  my  use 
of  these  drugs  and  apparently  none  of  the  physicians 
ever  compared  notes.  I got  drugs  of  known  potency  in 
a safe  manner.”  His  story  is  not  atypical. 

We  view  addiction  as  a progressive,  potentially  fatal 
disease.  Whether  the  substance  is  alcohol,  cocaine,  or 
Percodan®  makes  no  difference  and  with  few  vari- 
ations, the  progression  is  always  the  same  unless  in- 
terrupted. Similarly,  the  etiology  is  of  relatively  little 
significance.  Whether  the  addict  began  his  addiction 
to  heroin  in  Vietnam  or  decided  life  was  more  pleasant 
on  Demerol®  after  minor  surgery,  the  results  are  pre- 
dictable and  similar.  Addiction  is  an  "equal  opportuni- 
ty disease"  which  erases  differences  of  age,  race,  educa- 
tion, or  "social  standing.”  Many  in  the  treatment  field 
hold  the  addict  responsible  for  ongoing  abstinence  and 
recovery;  yet,  it  is  the  rare  addict  who  initially  seeks 
help  without  some  kind  of  strong  external  inter- 
vention. 

It  is  our  hope  that,  as  more  physicians  come  to 
understand  addiction  as  a genuine  disease  state  which 
can  be  arrested  once  identified,  they  will  take  various 
steps  to  deal  more  effectively  with  this  widespread, 
covert  condition.  Such  steps  might  include  rethinking 
prescription  writing  practices,  e.g.  (we  wonder  about 
the  need  or  medical  efficacy  of  giving  multiple  refills 
for  schedule  III-V  drugs).  Such  steps  also  might  require 
being  a bit  more  on  the  lookout  for  more  obvious 
“cons."  Of  perhaps  greater  importance,  a real  element 
of  courage  is  involved.  It  is  not  easy  to  confront — gently 
or  otherwise— a respected,  longtime  patient  with  your 
growing  suspicion  that  she  or  he  is  dependent  on  the 
drugs  you  have  been  prescribing.  Such  news  rarely  is 
well  received,  and  addicts  have  a unique  talent  for 
inducing  guilt  in  those  who  confront  them.  Nonethe- 
less, as  a physician  usually  would  not  withhold  the 
diagnosis  of  some  other  potentially  fatal  illness,  so  the 
diagnosis  of  chemical  dependence  needs  to  be  made 
and  acted  upon. 

Addicts  suffer  from  a covert,  insidious  illness  which 
is  progressive  and  fatal  if  untreated.  Addiction  to 
prescription  medications  sometimes  unwittingly  is 
fostered  by  physicians  who  are  too  busy,  too  trusting, 
and  perhaps  untrained  in  diagnosing  this  malady.  In 
addition,  the  physician’s  personal  attitudes  about  ad- 
diction are  significant.  If  the  doctor  views  the  addict 
as  a sociopathic  hedonist  who  is  wasting  his  valuable 
time  trying  to  get  drugs,  a therapeutic  intervention  is 
unlikely.  If,  on  the  other  hand,  the  chemically  depen- 
dent person  is  seen  as  being  in  the  uncontrollable 
grasp  of  a compulsion  to  use  drugs,  a more  productive 
approach  is  likely. 

CONCLUSION 

In  no  way  does  the  prescribing  physician  cause  the 
addiction  (we  strongly  question  the  concept  of  so- 
called  iatrogenic  addictions)  but  he  or  she  can  ex- 
perience the  genuine  professional  and  personal  satis- 
faction of  aiding  a sick  person. 
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$5,000— $60,000 
Unsecured 

For  Residents,  Start-Up  Practitioners 
and  Established  Physicians 

• Unsecured  loan  amounts  $5,000— $60,000 

• No  Points  or  Fees 

• Competitive  rates— level  payments 
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For  Mediversal  information  and  application, 
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scheduling,  tracking,  word 
processing  and  more — leaving 
more  time  to  spend  with 
patients. 

So  if  you  want  to  find  out  what 
Health  Care  Professionals 
should  know  about  using 
Business  Computer  Systems — 


PUT  MDBASE  TO  WORK!!!!!!!!! 

Special  Introductory 

offer  $595 

JHJ 

SOFTWARE  INC. 

250  West  57th  Street  Suite  521 
New  York,  N Y.  10107 


Call  Us  For  A FREE  DEMONSTRATION  AT  YOUR  LOCATION 
For  Further  Information: 

(212)  265-5977  Ask  For  Jay  (201)  499-0587  Ask  For  Jay  Shah 


rnn££ie«tiiswai 

MARKETING 
MEDICAL 
SERVICES 
REQUIRES 
A SPECIALIST. 


A PROVEN 
TRACK  RECORD  OF 
SUCCESSFUL  MARKETING  FOR 
SOLO  AND  GROUP  PRACTICES, 
SINGLE  AND  MULTISPECIALTY 
GROUPS,  IMMEDIATE  CARE 
CENTERS,  AND  AMBULATORY 
SURGICAL  CENTERS. 

MARKET  ANALYSIS 
DIRECT  MAIL  • NEWSLETTERS 
BROCHURES  • ADVERTISING  • PUBLIC  RELATIONS 


Creative  Public  Relations 

211  Essex  Street 
Suite  405 

Hackensack,  New  Jersey  07601 

Call  for  a free  consultation  (201)342-9111 


VOL  84— NUMBER  8— AUGUST  1987 


567 


(broZZZD  the  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 


r^#i 

REFER  TO 


PDR 


J^ndnoid5  10  25 

Methyltestosterone  U.S.P  Tablets 

Androidvf 

Fluoxymesterone  U.S.R  Tablets,  10m9 


Opinion:  The  More  it  Changes, 
the  More  it  Stays  the  Same 


Arthur  Bernstein,  m.d.,  south  orange 


We  need  a learning  period  for  educating  the  physician  and 
the  patient . This  can  be  accomplished  through  organized 
medicine  by  analysis  of  the  past  and  discussion  of  our  needs 
and  expectations. 


Dr.  Woods  Hutchinson  wrote  an 
article  that  appeared  in  the 
Journal  oj  the  American  Medi- 
cal Association  in  1886  (7:477-480)  with  the  title 
“Health  Insurance,  or  Our  Financial  Relations  to  the 
Public.”  In  the  article,  he  makes  a plea  for  annual 
capitation  (in  our  present  context)  for  the  family  phy- 
sician. He  proposed  this  to  alleviate:  "What  is  the  most 
annoying  and  unpleasant  feature  of  our  professional 
work,  from  what  source  springs  our  most  harassing, 
though  comparatively  petty  cares  and  our  most 
provoking  disappointments?  I think  . . . that  what  we 
may  call  the  financial  questions  in  medicine  enjoys 
that  ‘bad  eminence'  more  generally  than  any  other.” 
How  true  even  today!  No  one  likes  to  be  made  to  pay 
for  being  sick.  Health  care  is  a right  and  the  physician 
should  not  benefit  as  the  result  of  an  act  of  God  (even 
though  smoking  may  be  the  etiologic  factor). 

Our  problem  is  not  HMOs,  PPOs,  IPAs,  DRGs,  Medi- 
care. Medicaid,  and  other  “cost-reducing”  ideas,  but 
government  interference  brought  on  by  the  fact  that 
people  resent  paying  for  medical  care.  Just  as  rent 
control  was  instituted  because  people  felt  that  any 
rental  charge  was  exorbitant,  so  all  these  financial  gim- 
micks were  instituted  under  one  name  or  another  in 
order  to  overcome  the  reluctance  of  the  employer  or  the 
patient  to  pay  for  legitimate  and  excellent  medical  care. 
The  alphabet  soup  is  not  the  problem,  it  is  the  result. 


All  were  spawned  because  no  one  wants  to  pay  for 
medical  care  for  an  illness  he  or  she  believes  they 
should  not  have  developed  in  the  first  place. 

Should  we  again  make  house  calls — a logistic  night- 
mare? Should  we  all  visit  patients  in  nursing  homes 
and  add  new  dimensions  to  an  already  traumatic  situ- 
ation? I do  not  believe  these  are  the  answers.  The 
situation  is  much  too  complex  to  be  corrected  by 
simple  solutions. 

We  now  have  "Independent  Doctors  of  America,"  the 
Libertarians,  "Physicians  Who  Care,”  unions,  and 
every  physician  who  feels  violated  and  deprived  of  his 
inalienable  right  to  charge  the  fee  of  his  choice,  grap- 
pling with  this  problem  of  fees  while  at  the  same  time 
trying  to  recognize  the  rights  of  the  patient. 

Into  this  boiling  cauldron  comes  our  federal  govern- 
ment as  well  as  our  state  government  with  fee  freezes, 
attacks  on  licensure  related  to  fees  for  physicians, 
while  at  the  same  time  promoting  free  enterprise  with 
no  restrictions  on  anyone  else,  all  done  in  the  name 
of  the  public  good.  As  the  King  of  Siam  said  in  the 
“King  and  I” — “It  is  a puzzlement!” 

Do  I have  a quick  fix?  Of  course  not!  We  need  a long 
skw  learning  period  ending  in  education  of  the  phy- 


*Dr.  Bernstein  is  an  internist.  Correspondence  may  be  ad- 
dressed to  Dr.  Bernstein,  514  Longview  Road,  South  Orange, 
NJ  07079. 
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sician  and  the  patient.  This  can  only  be  accomplished 
through  organized  medicine  in  the  open  forum  of  the 
AMA  by  careful  analysis  of  past  experience,  present 


Only  in  unity  is  there  strength.  So  let 
us  withdraw  from  the  public  forum, 
determine  the  path  we  want  to  follow, 
and  face  patients  and  the  government 
with  a workable  and  acceptable  plan. 


legal  obstacles,  expectations  of  our  patients,  and  true 
needs  of  the  physician  and  the  patient  in  our  present 
milieu. 


Once  we  have  arrived  at  a diagnosis,  based  on  the 
above  signs,  symptoms,  and  physical  findings,  we  will 
be  in  a position  to  elicit  a cure  for  our  long-standing 
dilemma 

Forming  unions,  or  other  new  divisive  entities,  will 
serve  no  useful  purpose.  Only  in  unity  is  there 
strength.  So  let  us  withdraw  from  the  public  forum, 
determine  the  path  we  want  to  follow  by  our  own  de- 
liberations, in  one  united  body,  and  then  face  our  pa- 
tients and  our  government  with  a workable  and  mutu- 
ally acceptable  plan. 

Edmund  Burke  said:  “Those  who  carry  on  great  pub- 
lic schemes  must  be  proof  against  the  most  fatiguing 
delays,  the  most  mortifying  disappointments,  the  most 
shocking  insults,  and  what  is  worst  of  all,  the  pre- 
sumptuous judgments  of  the  ignorant.” 

“Verbum  sapienti  sat.” 
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HIV  Positive  Confirmed. 
Then  What? 


AIDS  is  tough  to  treat.  Ruthless  to 
an  increasing  patient  population, 
it  challenges  physicians  and 
nurses  as  never  before  in  their 
commitment  to  quality  care. 

The  Spellman  Center  for  HIV- 
Related  Disease  at  St.  Clare’s  Hos- 
pital and  Health  Center  in  New 
York  City,  accepts  the  challenge 
posed  by  AIDS  and  HIV  infection. 
The  first  facility  in  the  tri-state  re- 
gion to  devote  its  resources  solely 
to  the  care  of  AIDS  patients,  the 
Spellman  Center  designates  its 
highest  priority  as  compassionate 
patient  care.  A dedicated  staff  pro- 
vides comprehensive  medical, 
nursing,  psychosocial,  and  dental 
treatment  in  an  atmosphere  that 
is  warm  and  understanding. 


The  Spellman  Center— a 60-bed 
Acute  Care  Unit,  Emergency 
Service,  Outpatient,  Ambulatory 
Infusion  and  Dental  Clinics— 
accepts  referrals  of  patients  with 
CDC-confirmed  AIDS  or  ARC 
(AIDS-related  complex),  and  those 
who  are  seropositive  for  HIV. 
Spellman  also  reaches  out  to  offer 
testing,  counseling  and  treatment 
to  persons  at  risk  for  AIDS. 

If  you  need  consultation  con- 
cerning your  patients,  or  more 
information,  please  call  Dr.  Debra 
Spicehandler,  the  Medical  Direc- 
tor, at  (212)307-1161. 

The  Spellman  Center  also  main- 
tains an  information  hotline  for 
patients  with  questions  about 
AIDS:  1-800-433-AIDS. 


The  Spellman  Center 
for  HIV- Related  Disease 
A Designated  AIDS  Treatment  Facility 
St.  Clare’s  Hospital  and  Health  Center 


An  Affiliate  of  New  York  Medical  College 
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• The  fine  medical  care  you  give  your  patients  is  greatly 
enhanced  by  a well  run  office  system. 

MARY  ANN  HAMBURGER,  a specialist  in  medi- 
cal office  management,  provides  sound  consul- 
tation in  every  facet  of  office  operations. 

• Your  Medical  Practice  is  both  a service  and  a business. 

MARY  ANN  HAMBURGER  will  work  with  you, 
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success. 

• Whether  your  are  establishing  a new  office — or  re- 
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MARY  ANN  HAMBURGER  ASSOCIATES  can 
offer  the  most  comprehensive  management 
direction,  backed  by  years  of  experience. 


FOR  A ONE-TIME  CONSULTATION  OR 
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MARY  ANN  HAMBURGER 
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Celiac  Plexus  Blocks  Provide  Pain  Relief  for 
Malignant  and  Benign  Visceral  Pain 


Cesia  Hupert,  m.d.,  Norman  Zeig,  m.d.,  Linda  Sieglen-Fortunato,  m.d., 
Robert  C.  Ciolino,  m.d.,  livtngston* 


Neurolytic  celiac  plexus  blocks  provide  effective  palliative 
therapy  for  cancer  pain  arising  from  the  pancreas  and  other 
upper  abdominal  viscera.  The  accuracy  and  safety  of  this 
procedure  can  be  enhanced  greatly  by  the  use  of  CAT  scan 
guidance.  We  recommend  more  frequent  utilization  of  this 
treatment  method. 


The  incidence  of  cancer  of  the 
pancreas  is  rising  and  the  dis- 
ease is  gaining  importance  as  a 
cause  of  cancer- related  mortality  and  morbidity  in  this 
country.1  This  highly  lethal  disease  usually  is  dis- 
seminated at  the  time  of  diagnosis  and,  therefore, 
symptom  control  assumes  a high  priority  in  its  man- 
agement. Although  painless  jaundice  traditionally  has 
been  considered  an  important  manifestation  of  pan- 
creatic cancer,  it  now  is  recognized  that  pain  is  the 
single  most  important  symptom. 

The  usual  mainstay  of  therapy,  systemic  adminis- 
tration of  opiates,  while  effective  initially,  is  not 
without  problems:  progression  of  the  disease,  escalat- 
ing pain,  and  development  of  tolerance  eventually 
abolish  the  analgesic  effectiveness  of  opiates.3 
Furthermore,  increasingly  higher  doses  are  associated 
with  more  frequent  and  more  severe  side  effects.  Since 
the  most  distressing  side  effects  such  as  anorexia 
nausea  and  vomiting  already  are  present  as  part  of  the 
underlying  disease,  their  intensification  by  the  medi- 
cation eventually  becomes  intolerable.  Many  patients 
forego  pain  relief  entirely  rather  than  accept  additional 
side  effects  caused  by  oral  or  systemic  medication. 

Experience  with  celiac  plexus  blocks  has  shown  that 
such  desperate  choices  are  not  necessary  because  ef- 
fective alternative  therapy  is  available.  Neurolytic  celiac 
plexus  blocks  are  excellent  for  relieving  the  severe  pain 


primarily  of  pancreatic  cancer.4  Their  importance  and 
effectiveness  reach  beyond  pancreatic  pain  alone,  how- 
ever, to  include  malignant  pain  of  all  upper  abdominal 
viscera  i.e.  1 1 percent  of  all  cancer  pains.5 

anatomy  and  technique 

The  success  of  these  procedures  is  largely  due  to  the 
anatomical  configuration  of  the  afferent  (sensory)  vis- 
ceral nerve  supply  that  makes  it  uniquely  accessible 
to  percutaneously  introduced  blocking  solutions. 
Specifically,  it  is  the  location,  distribution,  fiber  size, 
and  separation  from  the  somatic  nerve  supply  that 
render  access  to  this  system  so  easy  and  free  of  com- 
plications. Daniel  Moore,  the  foremost  practitioner  of 
this  method,  refers  to  celiac  plexus  blocks  as  “the  most 
effective  and  least  hazardous  means  of  palliative  ther- 
apy for  pancreatic  and  other  visceral  malignancies.”6 

The  visceral  afferent  fibers  accompany  the  auto- 
nomic sympathetic  fibers  along  the  splanchnic  nerves 
into  the  retroperitoneal  space.  There  they  divide  and 
intertwine  to  form  large  dense  ganglionated  fiber  nets 
in  the  preaortic  space.  Although  designated  as  sub- 
diaphragmatic,  celiac  and  mesenteric  plexuses  actually 

’From  the  Department  of  Anesthesiology,  St.  Barnabas  Medi- 
cal Center  where  Dr.  Hupert  is  Staff  Anesthesiologist,  Dr.  Zeig 
is  Chairman,  and  Drs.  Sieglen-Fortunato  and  Ciolino  are 
Residents.  Correspondence  may  be  addressed  to  Dr.  Hupert, 
425  West  Saddle  River  Road,  Upper  Saddle  River,  NJ  07458. 
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form  one  continuous  neural  mass,  i.e.  the  preaortic 
plexus  from  which  subsidiary  plexuses  derive  to  sup- 
ply all  abdominal  viscera7  This  large  pre-aortic  plexus 
is  the  most  dense  around  the  celiac  axis  or  between 
this  vessel  and  the  superior  mesenteric  artery;  it  is 
easily  reached  at  this  level  by  needles  introduced  per- 
cutaneously  from  the  back  and  advanced  past  the  ver- 
tebral bodies  and  past  the  aorta  as  described  by  Kappis 
seven  decades  ago  (Figure).8  It  is  not  necessary  to  find 
and  locate  any  discrete  structures,  e.g.  ganglia  since 
these  already  are  incorporated  into  the  extensive  net; 
therefore,  pinpoint  precision  in  the  placement  of  the 
needles  is  not  necessary.  A high  percentage  of  success- 
ful blocks  will  reliably  ensue,  provided  that  the  needles 
approach  the  preaortic  plane  and  that  a sufficient  vol- 
ume of  the  blocking  solution  is  injected  there  to  bathe 
the  entire  neural  mass.  Furthermore,  since  all  subsid- 
iary plexuses  to  the  abdominal  viscera  derive  from  the 
preaortic  plexus  as  described,  it  follows  that  a solution 
placed  at  the  level  of  the  celiac  axis  in  the  preaortic 
plane  will  not  only  relieve  pancreatic  pain,  but  also 
pain  deriving  from  the  stomach,  duodenum,  liver, 
gallbladder,  and  adrenal  (Figure).6 

SAFETY  OF  THE  PROCEDURE 

The  technique  of  the  celiac  plexus  block  has  been 
described.4  6 8 Several  points  bear  re-emphasizing. 
Firstly,  it  is  absolutely  necessary  to  perform  at  least  one 
or  more  preliminary  diagnostic  anesthetic  blocks 
before  proceeding  to  the  definite  neurolytic  procedure. 
It  is  necessary  to  obtain  unequivocable  results  with  the 
anesthetic  blocks  before  a neurolytic  procedure  can  be 
justified.  Secondly,  it  is  important  to  prehydrate  the 
patients  because  the  massive  sympathetic  denervation 
that  follows  a celiac  plexus  block  can  lead  to  dramatic 
hypotension,  especially  in  depleted  patients  with  far 
advanced  cancer.  We  now  prehydrate  all  patients  with 
colloid  solutions  with  excellent  results.  Thirdly,  heavy 
sedation  is  not  useful  nor  is  it  required.  If  the  needle 
tract  is  thoroughly  infiltrated,  it  is  possible  to  perform 
the  procedure  with  relatively  little  pain.  The  patient 
who  is  only  lightly  sedated  retains  the  important  abili- 
ty to  communicate  during  the  procedure.  The  last,  and 
probably  most  important,  point  refers  to  the  con- 
troversy that  exists  in  the  literature  about  the  ad- 
visability of  using  CAT  scan  control  in  performing  neu- 
rolytic celiac  plexus  blocks.  We  found  CAT  scan  control 


extremely  useful.  It  is  the  only  way  to  directly  observe 
the  position  of  the  needle  in  relation  to  viscera  to 
direct  it  clear  of  the  viscera  and  blood  vessels,  and  to 
avoid  injection  of  sclerosing  neurolytic  solutions  into 
these  structures,  a practice  which  could  lead  to  serious 
complications.  Only  under  CAT  scan  guidance  can  one 
ascertain  that  the  needle  rests  transcrurally,  i.e.  an- 
teriorly and  below  the  diaphragmatic  crura  (Figure), 
and  that  the  neurolytic  solution  spreads  around  the 
celiac  plexus  proper  rather  than  spreading  laterally 
towards  the  somatic  or  intrathecal  space.  Without 
CAT  scan  control,  the  needle  rests  frequently  in  the 
retrocrural  space  and  such  a lateral  spread  is  possible. 
Serious  complications  resulting  from  this  have  been 
described.19  We  feel,  therefore,  that  the  minor  incon- 
veniences introduced  by  the  use  of  CAT  scan  control, 
i.e.  prolongation  of  the  procedure  and  the  somewhat 
higher  costs,  are  more  than  justified  by  the  more  effec- 
tive and  less  complicated  outcome. 

Only  low  concentrations  of  the  blocking  solutions 
are  needed  to  block  the  small  diameter  fibers,  and  it 
is  possible  to  introduce  the  required  large  volume  (ap- 
proximately 50  ml)  without  causing  systemic  toxicity. 
Thompson  found  that  the  maximum  blood  level  of  al- 
cohol following  the  usual  injection  of  50  ml  of  50  per- 
cent alcohol  was  only  0.021  gm/dl.  This  is  only  one- 
fifth  of  the  legal  standard  for  intoxication.4  The  same 
applies  for  anesthetic  blocks  where  only  a concentra- 
tion of  0. 1 25  to  0.25  percent  of  bupivacaine  is  needed 
to  achieve  a complete  block  of  afferent  fibers. 

Another  feature  contributing  to  the  safety  of  the 
procedure  is  the  fact  that  the  afferent  visceral  fibers 
accompany  the  autonomic  nervous  system  and  thus 
are  topically  separated  from  the  corresponding  nerves 
supplying  the  body  soma  This  allows  the  introduction 
of  sclerosing  neurolytic  solutions  with  little  danger  of 
affecting,  e.g.  paralyzing,  somatic  structures. 

This  Mst  statement  is  true  only  when  care  is  taken 
to  perform  the  block  anteriorly  and  below  the 
diaphragmatic  crura  i.e.  when  the  block  is  done  as  a 
true  transcrural  celiac  plexus  block  as  opposed  to  a 
retrocrural  splanchnic  nerve  block.9  13 

The  extent  to  which  this  favorable  anatomical  con- 
stellation enables  favorable  treatment  outcomes  is 
clearly  evident  in  the  Table. 

RESULTS 

The  Table  consists  of  data  collated  from  several  pub- 
lished reports  to  which  our  unpublished  results  were 
added  in  the  last  line.  The  most  remarkable  findings 
are  contained  in  Column  A which  shows  the  con- 
sistently high  success  rate  reported  by  all  authors 
using  celiac  plexus  neurolysis  for  treatment  of  visceral 
cancer  pain.  The  rate  of  satisfactory  outcomes  ranged 
from  70  to  94  percent,  which  is  higher  than  that 
claimed  for  most  or  all  other  therapeutic  options. 
These  high  success  rates  are  made  even  more  re- 
markable by  the  fact  that  in  most  instances  celiac 
blocks  were  used  as  treatment  of  the  last  resort  on 
patients  in  late  stages  of  their  disease,  who  had  be- 
come resistant  to  other  treatment  methods.  Equally 
remarkable  is  the  fact  that  these  results  largely  were 
achieved  without  serious  complications,  especially 
when  the  definite  neurolytic  procedures  were  done 
under  direct  CAT  scan  guidance. 
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TABLE 

Results  of  Celiac  Plexus  Block  on  Malignant  and  Benign  Abdominal  Visceral  Pain 


Column  A Column  B Column  C 


Author/Year 

Patients  with 
CA 

% Successfully 
Treated 

Patients  with 
Benign  Disease 

% Successfully 
Treated 

Total 

Treated 

Black,  1973 
Australia 

53 

70 

15 

16 

68 

Jones,  1977 
United  Kingdom 

100 

91 

N.T. 

N.T. 

100 

Thompson,  1977 
United  States 

97 

94 

3 

0 

100 

Hegedus,  1979 
Denmark 

36 

88 

9 

0 

45 

Moore,  1979 
United  States 

168 

94 

N.T. 

N.T. 

168 

Buy,  1982 
United  States 

5 

60 

6 

0 

11 

Filshie.  1983 
United  Kingdom 

9 

90 

3 

30 

12 

Leung,  1983 
United  Kingdom 

13 

85 

23 

52 

36 

Ischia,  1983 
Italy 

22 

93 

6 

N.R 

28 

Bell,  1980 
United  Kingdom 

N.T. 

N.T. 

16 

81 

16 

Hupert* 

7 

71 

4 

25 

11 

‘Unpublished  data 

N.T.  = Not  Treated;  N.R  = Not  Reported. 


Celiac  plexus  blocks  also  have  been  used  in  the  treat- 
ment of  chronic  nonmalignant  pain,  primarily  that  of 
chronic  pancreatitis.  Column  B of  the  Table  shows 
that  the  results  obtained  with  pain  of  nonmalignant 
origin  were  not  as  spectacular  as  pain  caused  by  malig- 
nant disease.  In  the  face  of  the  identical  technique 
leading  to  the  interruption  of  identical  pathways,  the 
differences  in  the  outcome  seem  at  first  surprising. 
Several  explanations  were  advanced  for  this  discrepan- 
cy: longer  survival  time,14  inflammatory  fibrosis,  and 
alcohol  and  drug  dependence  in  patients  with  chronic 
pancreatitis.15,16  However,  none  of  these  seems  to  ac- 
count entirely  for  the  lesser  effectiveness  of  celiac  de- 
nervation of  pain  of  benign  disease.  Many  of  the  factors 
advanced  to  explain  the  differences  also  are  present  in 
cancer  patients  who  nevertheless  obtain  satisfactory 
pain  relief.  It  appears  that  the  complex  psy- 
chophysiologic  processes  which  make  the  treatment  of 
chronic  benign  pain  so  difficult  in  general  also  are 
operative  in  chronic  visceral  pain.  Furthermore,  the 
longer  the  pain  persists,  the  stronger  these  influences 
become  and  the  more  resistant  the  pain  becomes  to 
purely  physical  maneuvers  aimed  at  the  interruption 
of  the  nociceptive  input.  Also,  the  longer  the  pain  per- 
sists, the  less  clear  become  the  distinctions  between 
its  organic  and  functional  facets. 

These  factors  undoubtedly  were  responsible  for  the 
poor  results  obtained  with  our  patients  with  chronic 
benign  pain  whose  pain  had  lasted  from  4 to  22  years 
and  who  had  possibly  passed  beyond  the  stage  in 
which  simple  physical  means  could  provide  the  needed 


control.  Thus,  the  main  reason  for  the  different  out- 
come in  chronic  benign  pain  appears  to  be  poor  pa- 
tient selection  and  long  delay  in  treatment.  On  the 
other  hand,  some  encouraging  results  were  reported 
recently  with  steroids  injected  into  the  celiac  plex- 
us.17 It  is  possible,  therefore,  that  with  the  use  of  ste- 
roids, early  treatment,  and  elimination  of  purely  func- 
tional pain,  the  overall  results  of  celiac  neurolysis  in 
chronic  benign  pain  will  be  improved  further.  This 
appears  very  important  because  it  would  spare  pa- 
tients more  aggressive  and  more  destructive  treat- 
ments such  as  major  surgeiy  and  drug  addiction. 

Column  C of  the  Table  provides  important  data 
pertaining  to  the  total  number  of  patients  treated. 
Cancer  statistics  from  1986  show  the  estimated  in- 
cidence of  pancreatic  cancer  to  be  25,000  in  the  United 
States  and  900  in  New  Jersey.18  If  one  adds  to  this  the 
gastric  cancers,  which  also  amount  to  about  25,000, 
as  well  as  hepatic  biliary  cancer,  hepatic  metastases, 
and  other  conditions  which  could  benefit  from  celiac 
neurolysis,  it  appears  that  many  thousands  of  patients 
could  benefit  from  this  treatment.  The  Table  shows 
that  only  a few  hundred  patients  overall  are  treated 
and  reported.  Thus,  it  is  obvious  that  we  have  available 
an  excellent  treatment  method  which,  alas,  is  very 
much  underutilized. 

OUR  EXPERIENCE 

Our  experience  correlates  very  well  with  that  re- 
ported in  the  literature.  Of  the  seven  patients  with 
malignant  pain  whom  we  had  treated,  five  derived  ex- 
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cellent  and  long-lasting  pain  relief.  Only  one  patient 
required  a second  block  after  which  he  remained  free 
of  pain  for  the  remaining  six  months  of  his  life.  Judg- 
ing from  the  reports  in  the  literature,  it  is  not  unusual 
to  require  a repeat  block  within  days,  weeks,  or  months 
after  the  first  procedure  to  obtain  the  optimum  effects. 
A second  block  does  not  increase  the  rate  of  complica- 
tions so  there  should  be  no  hesitation  to  repeat  the 
procedure  if  the  first  block  does  not  lead  to  full  and 
satisfactory  pain  relief.  In  two  cancer  patients,  the 
celiac  plexus  block  was  not  effective.  One  patient  had 
far  advanced  hepatic  lesions  with  a very  large  hard, 
apparently  adherent,  liver;  it  is  likely  that  her  disease 
had  progressed  past  the  innervation  of  the  celiac  plex- 
us to  the  body  soma  This  is  in  our  experience,  as  well 
as  in  the  literature,  the  most  frequent  cause  of  failure. 
The  other  patient  who  was  not  helped  was  a 49-year- 
old  man  with  an  adenocarcinoma  whose  primary  lo- 
cation was  unknown;  it  was  assumed  to  be  pancreatic 
in  origin.  This  patient  had  large  iliac  nodes,  therefore, 
the  celiac  block  probably  did  not  reach  the  source  of 
his  pain.  It  is  possible  that  a second  attempt  might 
have  helped  but  the  patient  refused  and  continued  to 
have  pain  for  the  remaining  four  months  of  his  life. 
Excellent  results  were  achieved  in  our  cancer  group  in 
five  out  of  seven  patients,  which  correlates  with  results 
in  the  literature.  There  were  no  major  complications 
in  this  group,  but  two  patients  had  transient  hypo- 
tension and  one  patient  had  rather  severe  chest  pain 
which  lasted  24  hours. 

Our  patients  with  benign  pain  fared  less  well. 
Although  all  four  patients  with  benign  pain  had  been 
referred  to  us  with  a diagnosis  of  organic  disease,  their 
pain  had  lasted  for  many  years.  All  had  been  on 
narcotic  analgesics  for  many  years  and  eventually  all 
required  psychiatric  support.  We  feel  that  our  failure 
to  help  these  patients  was  due  to  the  late  referral  and 
that  they  were  poor  candidates  for  any  physical  inter- 
vention. Nevertheless,  one  of  the  four  patients  did  de- 
rive a sLx-month  pain-free  period.  Thus,  our  poor  re- 
sults are  not  an  indication  that  celiac  plexus  blocks 
are  of  no  use  in  chronic  benign  pain. 

SUMMARY 

We  have  described  our  experience  and  reviewed  the 
literature  dealing  with  celiac  plexus  neurolysis.  We  find 
this  an  excellent,  albeit  much  underutilized,  procedure 


for  the  relief  of  pain  of  upper  visceral  cancers.  Based 
on  our  experiences  and  that  of  others,  we  highly  rec-  j 
ommend  more  frequent  use  of  this  procedure. 
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E>  show  you  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 

INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


m ONCE-DAILY  m h 

INDERAL  LA 

reewtoux  ho) 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 

The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  tor  brief  summary  ol  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  f FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERAL  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  fo  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg  80  mg  120  mg,  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  tor  available  receptor  sites  When 
access  to  beta-recepior  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60, 80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  tor  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus 
bradycardia  and  greater  than  first-degree 
block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary, they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  musclG 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  - PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  maior  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg.  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3,  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase,  alkaline  phosphatase  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blockmg  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 

Phenylom.  phenobarbitone.  and  rifampin  accelerate  propranolol  clearance 
Chlorpromazme.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Antipyrme  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Cimetidme  decreases  the  hepatic  metabolism  of  propranolol  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics  For  immediate 
formulations,  fatigue,  lethargy  and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory  Bronchospasm. 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence 
and  Peyronie  s disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  dally.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  establisheci 
If  treatment  is  to  be  discontinued , reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 
W66kS 

HYPERTROPHIC  SUBAORTIC  STENOSIS  - 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  tor  use, 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
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Spigelian  Hernia:  Problem  in  Diagnosis 
and  Management 


Kathleen  Marie  Kelly,  m.d.,  and  William  A.  Dwyer,  jr.,  m.d.,  fair  lawn* 


Spigelian  hernia  interferes  with  a patients  ability  to  carry  out  the 
regular  activities  of  life;  as  the  hernia  enlarges  it  becomes  a threat 
to  life  itself.  Grayscale  ultrasonography  with  a suggestive 
history  is  a reliable  screening  tool;  surgical  repair  affords 
prompt  relief. 


Spigelian  hernia  is  a herniation 
through  the  Spigelian  line  in 
the  fascial  planes  of  the  anterior 
abdominal  wall.  However,  it  does  not  protrude  through 
the  external  oblique  aponeurosis.  In  its  early  stages,  it 
undergoes  spontaneous  reduction  and,  even  when  pro- 
truding, is  difficult  to  palpate  in  all  but  the  thinnest 
patient.  As  with  all  types  of  hernia,  it  can  get  large  and 
does  have  the  associated  risk  of  bowel  obstruction. 

This  hernia  has  been  considered  a rarity  and,  to 
date,  approximately  350  cases  have  been  reported.  In 
reviewing  the  literature  of  the  past  ten  years,  it  is 
obvious  that  this  type  of  hernia  is  becoming  more  of 
a recognizable  clinical  entity  and  that  newer  diag- 
nostic techniques  (computed  axial  tomography  and  ul- 
trasound imaging)  are  of  material  help  in  establishing 
the  diagnosis. 

CASE  REPORT  1 

A 45-year-old  white  female  complained  of  recurring 
pain  in  the  right  lower  quadrant  in  1962.  This  usually 
occurred  when  she  attempted  to  lift  a heavy  weight 
although  it  also  was  noted  occasionally  when  she  as- 
sumed a squatting  position.  She  stated  that  frequently 
she  noted  the  appearance  of  a mass  at  the  point  of  the 
pain  and  that  brief  manual  pressure  on  this  mass 
coupled  with  either  lying  down  or  bending  over  re- 
lieved the  pain  completely. 


Routine  physical  examination  was  unremarkable. 
However,  examination  in  the  upright  position  with  the 
patient  straining  to  lift  a heavy  weight  did  demon- 
strate a mass  above  but  in  relation  to  the  right  internal 
inguinal  ring.  She  underwent  a routine  Bassini  repair 
of  right  directJnguinal  hernia  with  findings  of  a weak- 
ened posterior  wall. 

Her  symptoms  were  relieved  for  approximately  six 
months,  but  recurred.  Again,  our  patient  was  found  to 
have  a vague  palpable  mass  in  the  right  lower  quad- 
rant although  it  seemed  to  be  located  more  cephalad 
than  previously.  We  performed  a surgical  exploration 
on  our  patient  through  a transverse  incision  for 
Spigelian  hernia  which  was  found  at  its  commonest 
location  at  the  junction  of  the  arcuate  line  of  Douglas 
with  the  rectus  muscle  sheath.  The  defect,  which  was 
approximately  5 cm  in  diameter  and  allowed  the  en- 
trance of  omentum,  was  repaired  by  reducing  the  sac 
and  imbricating  it  with  2.0  chromic  catgut.  The  edges 
of  the  fascial  defect  then  were  trimmed  and  approx- 
imated in  linear  fashion  with  2.0  black  silk  interrupted 
sutures. 

The  patient  remained  free  of  symptoms. 

*Dr.  Kelly  is  a Surgical  Resident,  St.  Vincent's  Hospital.  New 
York  City  and  Dr.  Dwyer  is  Senior  Attending  Physician,  St. 
Joseph's  Hospital,  Paterson.  Correspondence  may  be  ad- 
dressed to  Dr.  Dwyer,  17-15  Maple  Avenue,  Fair  Lawn,  NJ 
07410. 
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CASE  REPORT  2 


A 35-year-old  white  female  presented  in  1980  with 
complaints  of  recurring  sharp  pain  of  six  months’  dur- 
ation in  the  left  lower  quadrant.  This  was  brought  on 
by  exertion  and  relieved  by  lying  down  or  bending  over. 
Physical  examination  in  both  the  prone  and  upright 
position  was  initially  unremarkable.  She  always  had 
enjoyed  good  health;  her  surgical  history  included  a 
cesarean  section  and  an  uncomplicated  appendectomy. 

Over  the  next  six  weeks,  the  patient  was  seen  twice 
and  each  time  stated  that  she  noted  a vague  mass  at 
the  point  of  pain;  she  was  consistent  in  her  localiza- 
tion. On  the  second  subsequent  examination  with  the 
patient  upright  and  straining  against  resistance,  a 
vague  mass  could  be  felt  above  the  inguinal  canal  and 
lateral  to  the  rectus  muscle. 

Surgical  exploration  for  a Spigelian  hernia  revealed 
a 4 cm  defect  at  the  juncture  of  the  arcuate  line  with 
the  rectus  muscle  sheath;  this  was  repaired. 

She  remained  symptom  free  for  18  months  and  then 
presented  with  a suprapubic  midline  mass  which 
proved  to  be  an  endometrial  implant.  Manual  palpa- 
tion of  the  previous  repair  at  this  operation  revealed 
it  to  be  intact.  She  has  been  symptom  free  since  this 
second  operation,  and  has  been  under  gynecological 
followup  for  two  years. 

CASE  REPORT  3 

A middle-aged  white  female  was  seen  two  years  prior 
to  admission  with  complaints  of  recurring  left-sided 
abdominal  pain  usually  brought  on  by  exertion  and 
subsiding  when  she  bent  over  or  lay  down.  Initial 
physical  examination  was  unremarkable.  She  was  seen 
periodically  over  the  next  two  years.  In  the  course  of 
this  time,  she  noted  that  a mass  appeared  at  about  the 
level  of  and  lateral  to  the  umbilicus  each  time  that  she 
developed  pain.  Manual  pressure  on  the  mass  relieved 
the  pain.  Physical  examinations  over  the  two-year 
period  did  not  reveal  such  a mass  in  the  upright  or 
supine  position. 

On  the  strength  of  the  persistent  history,  we  oper- 
ated and  found  a Spigelian  hernia  in  1984;  a 2 cm 
fascial  defect  was  demonstrated  at  the  junction  of  the 
arcuate  line  with  the  lateral  rectus  sheath.  Properi- 
toneal  fat  protruded  through  this  defect  and  was  re- 
duced easily. 

The  patient’s  postoperative  course  was  uneventful 
and  she  now  is  symptom  free. 


Figure  1 — Ultrasound  study  of  abdominal  wall  illustrating 
peritoneal  defect. 


was  accompanied  by  disappearance  of  the  mass. 

Her  past  surgical  history  included  left  and  right 
herniorrhaphies  30  and  35  years  ago,  a dilatation  and 
curettage  for  postmenopausal  bleeding,  and  treatment 
for  an  unspecified  back  disorder  many  years  ago. 

Physical  examination  of  the  abdomen  was  un- 
remarkable. The  liver  and  spleen  were  not  felt  and 
there  were  no  palpable  masses.  However,  the  patient 
was  overweight.  The  patient  indicated  the  point  at 
which  pain  occurred  as  lateral  to  and  just  below  the 
level  of  the  umbilicus,  where  a slight  thickening  and 
questionable  tenderness  were  found. 

Barium  enema  showed  diverticulosis  and  possible 
polyps  of  the  colon,  but  colonoscopy  revealed  only 
diverticular  disease.  Sonographic  evaluation  of  the  ab- 
dominal wall  with  particular  reference  to  the  left  lower 
quadrant  demonstrated  a definite  peritoneal  defect  in 
the  area  of  concern  (Figure  1). 

In  April  1985,  she  underwent  an  elective  repair  of  the 
Spigelian  hernia;  a defect  which  extended  from  the 
Spigelian  line  to  the  lateral  border  of  the  rectus  sheath 
and  measured  9 cm  (Figure  2).  It  readily  admitted  the 
underlying  omentum.  Because  of  its  size,  it  was  re- 
paired in  “vest  over  pants”  fashion  (Figure  3)  after 
preliminary  reduction  of  the  peritoneal  sac  and  its 
contents.  This  provided  a two-layer  closure  to  what  was 
felt  to  be  a substantial  abdominal  wall  defect. 

Her  postoperative  course  has  been  uneventful  and 
she  has  remained  free  of  pain  and  black  stool  for  the 
year  following  operation. 


CASE  REPORT  4 

A 78-year-old  white  female  was  being  treated  for  es- 
sential hypertension. 

She  was  referred  for  evaluation  because  she  noted 
a “black"  stool  and  was  fatigued.  She  also  mentioned 
she  was  greatly  hampered  by  a recurring  left  lower 
quadrant  pain  which  had  increased  in  both  severity 
and  frequency  over  the  past  four  years.  She  associated 
its  onset  with  a twisting  strain,  which  was  followed  by 
an  agonizing  left  lower  quadrant  pain  every  three  or 
four  days.  This  always  was  accompanied  by  a small 
hard  mass  in  the  left  lower  quadrant.  She  could  obtain 
relief  only  by  immediately  lying  down  and  found  it 
impossible  to  remain  standing  because  of  the  intensity 
of  the  pain.  Relief  occurred  within  ten  minutes  and 


DISCUSSION 

In  these  four  cases,  the  history  was  similar.  The 
patients  noted  a recurring  pain  in  the  side  which  was 
sharp  enough  to  interrupt  the  task  at  hand  and  noted 
a small  tender  mass  in  the  painful  area  Pressure  on 
this  mass  for  30  to  60  seconds  usually  brought  relief, 
although  in  case  reports  1,  2,  and  4,  it  was  necessary 
for  the  patient  to  lie  down  in  order  to  get  relief. 

The  difficulty  in  feeling  the  hernial  mass  in  cases  of 
Spigelian  hernia  primarily  is  related  to  the  presence 
of  an  intact  external  oblique  aponeurosis,  especially  in 
the  early  stages  of  this  hernia  when  the  defect  and 
related  hernial  mass  is  small.  Naturally,  a thick  over- 
lying  panniculus  compounds  the  problem  as  it  did  in 
case  report  4. 
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Figure  2 — Protruding  herniation  with  rectus  muscle  medial 
to  clamps. 


Figure  3 — Appearance  of  repair  after  completion. 


This  hernia  is  a source  of  considerable  clinical  an- 
noyance to  those  who  suffer  from  it.  Untreated,  it  has 
the  potential  to  enlarge  and  eventually  entrap  bowel — 
a life-threatening  situation  as  reported  by  several 
authors.2-3511 

The  hernia  is  distributed  virtually  equally  between 
the  sexes.  In  his  report  in  1974,  Weiss  noted  a male: 
female  ratio  of  1:1. 05. 11  According  to  his  review,  the 
peak  incidence  occurs  in  decades  four,  five,  and  six, 
although  there  are  reports  of  its  occurrence  even  in  the 
neonatal  period  of  life.4  In  his  analysis  of  the  reported 
cases,  the  right  side  is  twice  as  frequently  affected  as 
the  left.  Three  of  our  cases  were  found  on  the  left  and 
one  on  the  right.  In  Weiss'  cases  as  well  as  in  the 
additional  cases  since  reported  and  available  to  us  (34 
cases  including  the  cases  in  this  report),  there  appears 
to  be  an  almost  exactly  equal  distribution  between 
right  and  left  sides  (15  on  the  right,  14  on  the  left). 
There  are  3 cases  reported  in  which  the  hernia  was 
found  on  both  sides.146 

Houlihan  comments  on  his  review  of  the  admissions 
to  a community  hospital  in  Colorado.6  He  found  31 
surgically  proved  cases  in  a ten-year  period  treated  in 
that  hospital;  the  hospital  services  a population  of  ap- 
proximately 50,000.  In  his  view,  which  is  shared  by 
others,  this  hernia,  while  uncommon,  is  certainly  not 
as  rare  as  previously  considered.2  From  our  experi- 
ences with  these  cases  and  our  review  of  the  recent 
literature,  this  view  is  one  we  share. 

Since  the  hernia  is  difficult  to  find  on  routine  clini- 
cal grounds,  the  recent  literature  contains  a number 
of  articles  dealing  with  roentgenographic  aids  in  mak- 
ing the  diagnosis. 

Abdominal  radiographs  (flat,  upright,  and  decubitus 


views)  may  be  of  some  very  limited  assistance  by  dem- 
onstrating bowel  in  an  unusual  lateral  position  in  the 
lower  abdominal  quadrants.  The  flank  stripes  also  may 
reveal  an  interposed  soft  tissue  mass.  If  a bowel  loop 
(large  or  small)  is  present  in  the  hernia,  roentgeno- 
graphic evidence  of  bowel  obstruction  also  may  be 
present.9 

Contrast  studies  of  the  gastrointestinal  tract  have 
been  employed.  However,  their  usefulness  depends  on 
the  presence  of  bowel  in  the  hernial  sac.  In  such 
instances,  as  in  the  cases  reported  by  Danaswamy, 
Pyatt,  and  Weiss,  the  patient  usually  has  signs  and 
symptoms  of  a palpable  mass,  bowel  obstruction,  or 
both.2911  Such  findings  make  these  barium  studies  of 
limited  use  in  establishing  the  diagnosis,  particularly 
when  the  hernia  is  in  its  early  stages. 

Computerized  axial  tomography  also  has  been  em- 
ployed diagnostically.89  This  modality  apparently  offers 
good  delineation  of  the  layers  of  the  abdominal  wall 
and  the  capacity  to  differentiate  between  various  le- 
sions of  the  abdominal  wall  (rectus  sheath,  hematoma, 
seroma,  abscess,  and  peritoneal  tumor)  that  must  be 
considered  when  a mass  in  the  abdominal  wall  is  pal- 
pable. It  has  the  disadvantages  of  exposing  the  patient 
to  radiation  and  a high-cost  factor.  There  are  no  re- 
ports of  its  employment  in  any  large  series  of  cases, 
so  its  overall  accuracy  cannot  be  measured. 

Ultrasonography  is  an  alternative  means  of  evalu- 
ating an  abdominal  wall  lesion.  Its  use  was  first  re- 
ported in  this  country  by  Fried3  and  employment  in 
a large  series  was  reported  by  Spangen.10  The  latter 
evaluated  a series  of  44  patients  (24  suspected  of 
Spigelian  hernia  and  20  without  such  suspicion).  In 
this  series,  the  overall  accuracy  was  86  percent  when 
compared  to  operative  findings.  There  were  5 false- 
positives  and  1 false- negative. 

Most  surgeons  tend  to  be  put  off  by  the  murky  world 
of  gray-scale  ultrasonography.  However,  Nelson  found 
this  modality  to  be  useful  both  in  establishing  the 
diagnosis  and  in  localizing  the  exact  site  of  the  lesion.7 
Case  report  4 in  this  series  underwent  such  a study 
(Figure  1)  and  the  authors  found  it  helpful  in  substan- 
tiating the  clinical  impression  and  useful  in  localizing 
and  delineating  the  size  of  the  defect  involved. 
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Palliation  of  Airway  Obstruction  with  Endoscopic 
Laser  Photocoagulation 


Mark  R.  Schwartz,  m.d.,  Alexander  J.  Povalski,  m.d.,  Charles  Sills,  m.d.,  long  branch* 


Bronchoscopic  laser  photocoagulation  is  a palliative  procedure 
to  use  for  patients  with  tracheal  or  bronchial  obstruction . We 
treated  obstructing  airway  lesions  in  16  patients  with  endoscopic 
laser  photocoagulation.  We  believe  increased  awareness  of  this 
procedure  will  lead  to  its  wider  acceptance  and  use. 


The  treatment  of  tracheobron- 
chial disorders  using  the 
Nd:YAG  laser  was  pioneered  by 
Jean-Francois  Dumon  in  1980.1  The  earliest  appli- 
cations were  for  vaporization  of  malignant  tumors 
which  obstructed  airways  in  patients  who  already  had 
exhausted  alternative  modes  of  medical,  surgical,  and 
radiation  therapy.  The  indications  for  laser  bronchos- 
copy have  expanded  to  include  many  forms  of  both 
benign  and  malignant  tracheobronchial  disease. 

BACKGROUND 

Light  amplification  by  the  stimulated  emission  of 
radiation  (LASER)  depends  on  stimulation  within  an 
active  medium  to  emit  a beam  of  monochromatic, 
coherent  light.  The  characteristics  of  the  medium 
determine  the  properties  of  the  resultant  beam. 
Neodymiumyttrium  aluminum  garnet  (Nd:YAG)  is  a 
solid  crystal  which  emits  light  in  the  near-infrared 
region  of  1064  nanometers  when  stimulated.  The 
characteristics  of  the  Nd:YAG  laser  allow  the  laser 
energy  to  be  passed  through  a flexible  quartz  fiber;  a 
wide  range  of  power  (5  to  100  watts)  permits  photo- 
coagulation of  small  blood  vessels  at  low  power  and 
vaporization  of  tissue  at  higher  power  settings.2  Inter- 
mediate settings  combine  these  properties.  These 
qualities  make  the  Nd:YAG  laser  well  suited  for  treat- 
ment of  tracheobronchial  lesions. 


THE  LASER  SUITE 

The  physical  arrangement  of  the  operating  suite 
plays  an  important  role  in  the  safe  and  proper  use  of 
the  laser.  A large  table  within  easy  reach  of  the  operat- 
ing surgeon  must  include  all  equipment  and  supplies 
that  may  be  needed  during  the  procedure  (Dumon 
rigid  bronchoscopes,  flexible  fiberoptic  bronchoscope, 
standard  rigid  bronchoscopes,  suction  catheters,  and 
grasping  and  biopsy  forceps).  A nurse  who  has  been 
fully  trained  in  the  use  of  the  Nd:YAG  laser  operates 
the  laser  apparatus.  A second  nurse  assists  the  operat- 
ing surgeon,  and  a third  nurse  circulates.  The  circulat- 
ing nurse  assures  that  all  personnel  have  proper 
protective  eyewear.  A protective  aluminum  foil  cover- 
ing is  taped  in  place  over  the  patient’s  eyes.  The  operat- 
ing room  doors  are  locked  and  caution  signs  are  posted 
outside  the  room.  No  disturbances  are  permitted.  At- 
tention to  details  regarding  laser  safety  is  mandatory. 

ANESTHESIA 

The  anesthesia  team  plays  a vital  role  in  the  success 
of  laser  bronchoscopy.  General  anesthesia  is  used  for 


*From  the  Department  of  Surgeiy,  Division  of  Thoracic  and 
Cardiovascular  Surgery,  Monmouth  Medical  Center,  Long 
Branch.  Correspondence  may  be  addressed  to  Dr.  Schwartz, 
Monmouth  Medical  Center,  Second  Avenue,  Long  Branch,  NJ 
07740. 
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Figure  1— Chart  x-ray  showing  right  upper  lobe  collapse  with 
right  hilar  fullness.  There  is  loss  of  lung  volume  on  the  right, 
with  elevation  of  the  right  hemidiaphragm. 


all  laser-bronchoscopy  treatments  at  our  institution. 
Control  of  the  airway  is  the  single  most  important 
consideration  in  the  anesthetic  management  of  these 
patients;  general  anesthesia  best  affords  this  control. 
Other  indications  for  general  anesthesia  include  a 
stable  operating  field,  and  the  ability  to  use  positive 
pressure  ventilation  as  needed.34 

All  patients  have  blood  oxygen  saturation  values 
monitored  by  means  of  a pulse  oximeter.  Several  pa- 
tients have  had  radial  arterial  catheters.  No  premedica- 
tion is  used  in  most  patients.  After  preoxygenation, 
anesthesia  is  induced  with  intravenous  sodium  pen- 
tothal,  and  paralysis  is  obtained  with  a succinylcholine 
infusion.  Four  percent  lidocaine  is  used  for  topical 
tracheal  anesthesia  General  anesthesia  is  maintained 
with  isofluorane  (2  to  3 percent)  with  oxygen. 

The  trachea  is  intubated  with  the  Dumon  bron- 
choscope, and  ventilation  is  performed  via  the  sideport 
of  the  bronchoscope.  The  patient’s  mouth  is  packed 
tightly  around  the  bronchoscope  with  2-inch  gauze 
packing  to  minimize  gas  leak  around  the  scope.  Pe- 
ripheral blood  oxygen  saturation  is  maintained  at  a 
level  of  greater  than  90  percent.  In  the  event  that  the 
oxygen  saturation  falls  below  90  percent,  laser  therapy 
is  stopped  to  allow  positive  pressure  ventilation  to  re- 
establish adequate  oxygenation. 

At  the  end  of  the  procedure,  the  bronchoscope  is 
removed,  the  patient  is  ventilated  by  mask  and  al- 
lowed to  awaken  while  100  percent  oxygen  is  adminis- 
tered. The  patient  then  is  transferred  to  the  recovery 
room  when  awake.  All  patients  spend  24  hours  in  the 
intensive  care  unit  postoperatively.  Only  1 of  our  16 
patients  required  mechanical  ventilation  or  prolonged 
intubation  following  laser  treatments. 


Figure  2— Ventilation  scan  shows  essentially  no  ventilation 
of  right  lung. 


Figure  3— Follow  up  ventilation  scan  after  laser  broncho- 
scopic  treatment  reveals  re-establishment  of  ventilation  to 
right  lung. 

CLINICAL  DATA 

Laser  technology  has  been  available  at  our  institu- 
tion since  May  1985  and  21  laser  treatments  with 
bronchoscopy  were  performed  in  16  patients  between 
May  1985  and  October  1986.  Several  patients  had 
more  than  1 treatment.  Eleven  men  and  5 women 
averaged  64.5  years  of  age  (range  38  to  86).  The  indica- 
tion for  laser  therapy  in  all  patients  was  partial  or  near- 
total tracheal  or  bronchial  obstruction.  Symptoms  in- 
cluded increasing  dyspnea,  wheezing,  cough,  hemop- 
tysis, and  signs  of  postobstructive  pneumonia  Fifteen 
patients  had  obstruction  due  to  tumor.  One  patient 
had  tracheal  obstruction  secondary  to  granulation  tis- 
sue resulting  from  prolonged  intubation.  Of  the  15 
patients  with  tumors,  1 1 had  primary  bronchogenic 
carcinoma  and  4 had  metastatic  endobronchial  lesions 
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TABLE 


Number  of 

Laser 

Patients 

Age 

Sex 

Treatments 

Lesion 

Location 

Time(min) 

1 

55 

F 

1 

metastatic 

laryngeal 

carcinoma 

right 

mainstem 

bronchus 

1:20 

2 

38 

F 

3 

metastatic 

breast 

trachea  and 
left  mainstem 

:50(ave.) 

3 

58 

F 

1 

oat  cell 
carcinoma 

right 

mainstem 

bronchus 

1:50 

4 

60 

M 

3 

large  cell 
carcinoma 

right 

mainstem 

bronchus 

:47(ave.) 

5 

65 

M 

1 

squamous 

cell 

carcinoma 

right 

mainstem 

bronchus 

:45 

6 

65 

F 

1 

squamous 

cell 

carcinoma 

left  lower 
lobe 

bronchus 

:20 

7 

71 

M 

1 

squamous 

cell 

carcinoma 

left 

mainstem 

bronchus 

:30 

8 

65 

M 

1 

squamous 

cell 

carcinoma 

left  lower 
lobe 

bronchus 

:40 

9 

74 

M 

1 

benign 

trachea] 

stenosis 

trachea 

2:10 

10 

70 

F 

2 

metastatic 

colon 

carcinoma 

right 

mainstem 

bronchus 

l:26(ave.) 

11 

86 

M 

1 

adeno- 

carcinoma 

right 

mainstem 

bronchus 

:20 

12 

71 

M 

1 

squamous 

cell 

carcinoma 

trachea  and 
right 

mainstem 

bronchus 

1:20 

13 

64 

M 

1 

large 

cell 

carcinoma 

left 

mainstem 

bronchus 

unavailable 

14 

61 

M 

1 

squamous 

cell 

carcinoma 

right 

mainstem 

bronchus 

1:00 

15 

71 

M 

1 

metastatic 

prostatic 

carcinoma 

left 

mainstem 

bronchus 

1:45 

16 

64 

M 

2 

squamous 

cell 

carcinoma 

right 

mainstem 

bronchus 

unavailable 

(Table).  Fifteen  of  our  patients  were  extubated  in  the 
! operating  suite  or  in  the  recovery  room.  Patient  12  was 
| unable  to  be  extubated  or  weaned  from  the  ventilator. 
He  expired  on  the  eighth  postoperative  day  and  was 
i our  only  operative  mortality.  Symptomatic  improve- 
l ment  was  noted  in  14  of  the  16  cases. 

ILLUSTRATIVE  CASE  REPORT 

A 60-year-old  male  smoker  complained  of  cough, 
hemoptysis,  and  wheezing.  Evaluation,  including 
bronchoscopy,  revealed  a poorly  differentiated  large  cell 
j carcinoma  of  the  right  upper  lobe  with  extension  into 
the  right  mainstem  bronchus  to  the  level  of  the  carina. 
The  patient's  pulmonary  status  would  not  enable  him 
to  tolerate  a pneumonectomy.  Chest  x-ray  (Figure  1) 
revealed  right  upper  lobe  collapse  and  right  hilar  full- 
ness. During  his  hospitalization,  radiation  therapy 


was  instituted  and  he  received  4000  rads  to  the  region 
of  the  tumor.  His  wheezing  continued,  with  pro- 
gressive shortness  of  breath.  Arterial  blood  gases  at 
that  time  revealed  a P02  of  40  on  100  percent  oxygen. 
Lung  scan  (Figure  2)  showed  essentially  no  ventilation 
of  the  right  lung.  A "do  not  resuscitate”  order  was 
written  on  the  chart. 

The  patient  was  referred  to  us  for  endoscopic  laser 
treatment  which  afforded  significant  improvement  in 
symptoms.  Followup  lung  ventilation  scan  is  shown 
in  Figure  3.  Arterial  blood  gases  improved  markedly 
with  a P02  of  89  on  50  percent  oxygen.  He  again  had 
recurrent  symptoms  several  weeks  later  and  a second 
laser  treatment  was  performed,  again  with  sympto- 
matic relief.  He  was  discharged  from  the  hospital  six 
days  later,  and  received  2000  rads  of  additional  radi- 
ation therapy  as  an  outpatient. 
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The  patient  remained  essentially  symptom-free  for 
five  months.  He  was  subsequently  readmitted  for 
shortness  of  breath  and  a third  laser  bronchoscopy 
treatment  was  performed.  Successful  laser  vapor- 
ization of  tumor  allowed  him  to  be  discharged  with 
virtually  no  respiratory  symptomatology.  Eight  months 
after  presenting  with  a near-total  bronchial  obstruc- 
tion, he  was  able  to  lead  a comfortable  life  at  home. 

DISCUSSION 

The  Nd:YAG  laser  is  being  used  endobronchially 
to  palliate  patients  with  symptomatic  tracheal  or 
bronchial  obstruction.  These  patients  often  are  in  poor 
medical  condition  and  have  marginal  pulmonary  re- 
serve. Many  have  been  treated  previously  with  surgery, 
radiation,  and  chemotherapy.  Preoperative  respiratory 
status,  however,  is  not  a factor  in  determining  a pa- 
tient’s eligibility  for  laser  bronchoscopy.  No  attempt  is 
made  to  perform  a lengthy  pulmonary  function  evalu- 
ation. Opening  a closed  bronchus  or  an  obstructed 
trachea  often  relieves  the  patient’s  cough,  dyspnea, 
and  fever.  Our  sole  guide  to  success  is  symptomatic 
improvement,  which  is  judged  entirely  on  a clinical 
basis.  Laser  bronchoscopy  prior  to  the  institution  of 
radiation  therapy  allows  improved  patient  tolerance  of 
the  radiation  treatments.  For  most  of  these  patients, 
however,  laser  therapy  is  the  last  form  of  palliation. 

Bronchoscopic  laser  photocoagulation  is  not  a 
procedure  to  be  taken  lightly.  The  entire  procedure 
often  takes  one  and  one-half  to  two  hours,  although 
the  laser  application  time  is  brief  (Table).  Nurses  and 
anesthesiologists  as  well  as  surgeons  trained  in  the 
use  of  the  laser  are  required.  Close  cooperation  be- 
tween the  laser  bronchoscopist  and  the  anesthesia 
team  is  required  to  preclude  the  need  for  lengthy  in- 
tubation and  long-term  intensive  care  monitoring. 

The  laser  surgeon  should  be  thoroughly  competent 
in  the  use  of  all  forms  of  bronchoscopic  equipment. 
Most  of  the  reported  complications  of  laser  bronchos- 


copy-respiratory insufficiency,  massive  hemorrhage, 
pneumothorax,  tracheal  or  bronchial  perforation,  and 
intratracheal  combustion— have  occurred  with  the 
use  of  the  flexible  fiberoptic  bronchoscope.567  When 
using  the  flexible  scope,  the  surgeon  is  able  to  use 
either  the  laser  fiber  or  the  suction  catheter,  not  both 
simultaneously.  We  prefer  the  rigid  Dumon  broncho- 
scope as  our  main  instrument  With  the  Dumon  scope 
we  can  introduce  not  only  the  laser  fiber,  but  also  two 
suction  catheters.  In  this  fashion,  we  are  better  able 
to  remove  secretions  and  control  bleeding.63  In  ad- 
dition, the  Dumon  bronchoscope  gives  us  control  of 
the  patient’s  airway  and  allows  us  to  adequately  ven- 
tilate the  patient.  The  flexible  bronchoscope  is  used 
through  the  lumen  of  the  rigid  scope  primarily  for  pur- 
poses of  bronchial  toilette.  A standard  rigid  broncho- 
scope and  grasping  forceps  facilitate  the  removal  of 
large  fragments  of  tumor.  Patient  tolerance  of  the 
procedure  has  been  excellent. 

We  currently  are  exploring  the  use  of  contact  lasers, 
video  technology,  and  brachytherapy  to  widen  the 
surgical  as  well  as  the  educational  aspects  of  our  pro- 
gram. 
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DOCTORS: 


If  you've  ever  wondered 
how  computers  could 
improve  your  practice, 
now's  the  perfect  time 
to  find  out. 


Like  most  doctors,  you  have  no  time  to 
waste.  But  who  wouldn't  invest  a little  time  if  it 
could  mean  being  more  productive?  And  if  it 
could  pay  for  itself  many  times  over? 

Which  is  why  you  should  visit  your  local 
NYNEX  Business  Center.  Where  you'll  find: 

• Computer  seminars  taught  by  experts  in  the 
medical  profession; 

• A staff  of  medical  specialists  who  can  take 
you  from  initial  analysis  of  your  needs  to 
implementation  of  business  solutions; 

• Hands-on  instruction  by  thoroughly  trained 
professionals; 

• Financial  alternatives  and  leasing 
arrangements; 

• A commitment  to  unparalleled  service  and 
support; 

• And  much  more! 

So  visit  your  NYNEX  Business  Center 
today.  Talk  with  a medical  specialist.  And  find 
out  how  solutions  from  NYNEX  can  help  you 
better  manage— and  grow— your  business. 


556  Rt.  17  North  2550  Rt.  22  East  2901  Brunswick  Pike 

201-444-0490  201-686-1660  Rt.  1 South 

609-882-1414 


NYNEX 


PARAMUS,  NJ  UNION,  NJ 


LAWRENCEVILLE,  NJ 


NYNEX  is  a mark  of  NYNEX  Corporation  1987  NYNEX  Business  Information  Systems  Co. 
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UMDNJ  Notes;  Physicians 
Seeking  Location  in 
New  Jersey 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

A $22.9  million  package  of  new 
programs  proposed  by  UMDNJ  for 
fiscal  year  1989  reflects  our  firm  re- 
solve to  attain  prominence  among 
the  nation's  premier  health  science 
universities.  The  proposals  are  part 
of  an  overall  $329.1  million  budget. 

Of  the  $4.3  million  being  sought 
for  new  faculty,  $2.6  million  would 
go  toward  recruiting  chairmen  and 
supporting  programs  for  the  depart- 
ments of  pediatrics,  physiology,  and 
anatomy  at  the  UMDNJ-Robert 
Wood  Johnson  Medical  School  in 
Piscataway/New  Brunswick;  and 
$1.7  million  is  being  requested  to  fill 
chairmen  vacancies  in  the  depart- 
ments of  microbiology  and  radiol- 
ogy, and  to  develop  and  support  pro- 
grams for  a just-appointed  chair- 
man of  rehabilitation  medicine  at 
the  UMDNJ-New  Jersey  Medical 
School  in  Newark. 

Two  new  Newark-eampus  initia- 
tives within  the  centers  of  excellence 
category  are  a $2.3  million  request 
for  the  development  of  a major  liver 
transplantation  program;  and  a 
$982,000  request  to  start  laying  the 
groundwork  for  the  new  procedure 
of  stereotactic  radiosurgeiy  to  treat 


brain  tumors  and  vascular  abnor- 
malities without  surgery. 

On  the  subject  of  trauma  the 
1989  budget  requests  over  $1 
million  to  recruit  and  support  a vital 
emergency  medical  response  team  at 
University  Hospital  to  accommodate 
an  increased  case  load  and  an  esti- 
mated 250  to  300  additional  hospi- 
tal admissions  each  year  as  a result 
of  the  state’s  new  emergency  medi- 
cal helicopter  transportation  service. 

UMDNJ  is  seeking  $777,000  in 
the  new  budget  to  expand  the  New 
Jersey  Cancer  Center  at  University 
Hospital;  recruit  a medical  director 
for  the  center;  and  begin  the  dynam- 
ic process  of  coordinating  a diverse 
and  significant  array  of  campus- 
wide cancer  research  and  treatment 
programs. 

New  Jersey's  environment  is  ideal 
for  the  development  of  a Dental  Re- 
search Center,  a public-private  ven- 
ture to  explore  and  develop  new  ap- 
proaches to  dental  medicine.  A full- 
time director  of  the  center  is  being 
recruited  this  year.  We  are  asking  for 
$300,000  to  establish  a research 
team  and  obtain  the  equipment 
necessary  to  begin  functioning. 

In  central  New  Jersey,  the 
UMDNJ-Robert  Wood  Johnson  Med- 
ical School  is  requesting  $50,000  to 
create  a laboratory  to  study  the  de- 
velopment of  the  nervous  system 
and  its  relationship  to  many  neu- 
rological and  pediatric  diseases. 

UMDNJ  is  asking  for  a $500,000 
addition  to  its  minority/disadvan- 
taged aid  fund;  $220,000  to  replace 
an  expiring  grant  that  supports  the 
University’s  Students  for  Medicine 
and  Dentistry  program,  a model  ap- 
proach offering  summer  academic 
experiences  to  medical  or  dental 
school-bound  minority  students; 
$60,000  to  identify  and  cultivate 
southern  New  Jersey  minority  ele- 
mentary and  secondary  school  stu- 
dents interested  in  biomedical  ca- 
reers; $50,000  for  a new  UMDNJ- 
Robert  Wood  Johnson  Medical 
School  program  to  provide  special 
biomedical  sciences  instruction  to 
highly  qualified  undergraduate  mi- 
nority students;  and  $50,000  to  es- 
tablish a joint  UMDNJ-Robert  Wood 
Johnson  Medical  School/Rutgers 
University  program  to  admit  quali- 
fied minority  students  to  a com- 
bined B.S./M.D.  program. 

UMDNJ  is  requesting  a total  of 
$849,000  for  the  School  of  Osteo- 
pathic Medicine  in  Camden/Strat- 


ford for  further  development  of:  a 
Center  for  Excellence  in  Health  Pro- 
motion and  Wellness;  a Clinical  Re- 
search Center  for  the  Treatment  of 
Drug  Addiction;  a Maternal  and 
Child  Health  Center;  and  an  Os- 
teopathic Research  and  Treatment 
Center  for  Musculoskeletal  Dis- 
orders. 

In  1989,  UMDNJ  is  asking  for 
$208,000  to  strengthen  its  southern 
New  Jersey  programs:  $158,000  to 
expand  the  network  of  comprehen- 
sive care  (geriatric  ambulatory  care 
service,  geriatric  evaluation  service, 
an  Alzheimer's  diagnostic  program 
and  a teaching  nursing  home)  for 
the  elderly  developed  by  the  School 
of  Osteopathic  Medicine;  and 
$50,000  to  expand  the  education 
and  service  programs  offered  by  the 
UMDNJ-Robert  Wood  Johnson  Med- 
ical School  at  Camden  and  its  core 
teaching  hospital.  Cooper  Hospital/ 
University  Medical  Center. 

UMDNJ-Robert  Wood  Johnson 
Medical  School  is  requesting 
$323,000  to  strengthen  its  clinical 
prevention  curriculum;  enhance  its 
innovative  School  Health  Program 
in  New  Brunswick;  develop  a pro- 
gram in  general  internal  medicine; 
and  expand  its  hypertension  unit  at 
the  Camden  campus. 

Some  $476,000  is  being  request- 
ed by  the  UMDNJ-School  of  Health 
Related  Professions  for  new  pro- 
grams in  nursing  education,  physi- 
cal therapy,  and  medical  laboratory 
technology.  An  additional  $51,000  is 
being  sought  for  the  Newark-based 
school  to  recruit  an  associate  dean 
for  southern  New  Jersey,  where  the 
new  nursing  education  effort  is 
being  proposed  as  a joint  degree  pro- 
gram with  Cumberland  County  Col- 
lege, and  the  physical  therapy  pro- 
gram would  be  sponsored  jointly 
with  Rutgers  University-Camden. 

Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportuni- 
ties for  practice  in  New  Jersey.  The  in- 
formation listed  below  has  been  sup- 
plied by  the  physicians.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ALLERGY— Jerome  Michael  Shier,  M.D., 

11546  February  Cir.,  Apt.  201,  Silver 

Springs.  MD  20904.  UMDNJ  1982. 
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Board  eligible.  Also,  clinical  immunol- 
ogy. Solo  or  partnership.  Available. 

EMERGENCY  MEDICINE— Walter  M 
Bakun,  M.D.,  199  Casterline  Rd„  Den- 
ville,  NJ  07834.  St.  George  (Grenada) 
1983.  Also,  internal  medicine.  Board 
eligible.  Available. 

FAMILY  MEDICINE — James  E.  Bellamy, 
D.O.,  1642  N.  Cedar  Loop,  Ardmore,  OK 
73401.  UHS-Com  Kansas  City  1982. 
Board  certified.  HMO,  group,  partner- 
ship. Available. 

IMMUNOLOGY — Jerome  Michael  Shier, 
M.D.,  11546  February  Cir.,  Apt.  201, 
Silver  Springs,  MD  20904.  UMDNJ 

1982.  Board  eligible.  Also,  allergy.  Solo 
or  partnership.  Available. 

INTERNAL  MEDICINE— Walter  M. 
Bakun,  M.D.,  199  Casterline  Rd.,  Den- 
ville,  NJ  07834.  St.  George  (Grenada) 

1983.  Also,  emergency  room.  Board 
eligible.  Available. 

Marta  Meyers,  M.D.,  43  Beals,  Brook- 
line, MA  02146.  Pennsylvania  1981. 
Board  certified.  Group  or  partnership. 
Available  October  1987. 

Christopher  J.  Nickerson,  M.D.,  421 
Conrad  Rd.,  Englewood,  NJ  07631. 
Milan  (Italy)  1977.  Board  certified. 
Group,  partnership,  solo.  Available. 
Pratipkumar  Patel,  M.D.,  92-18  102 
St.,  Richmond  Hill,  NY  11418.  Baroda 
(India)  1983.  Board  eligible.  Group, 
partnership,  solo.  Available. 

NEPHROLOGY— Ziaulhau  Zia,  M.D.,  321 
Murray  Dr.,  **B,  King  of  Prussia  PA 
19406.  American  University  (West  In- 
dies) 1981.  Also,  internal  medicine. 
Group,  solo,  partnership,  hospital, 
clinic.  Available. 

NEUROLOGY— Samir  Al-Kabbani,  M.D., 
2811  C Bleeker  Sq.,  Winston-Salem, 
NC  27)06.  Damascus  (Syria)  1979. 
Single  or  multispecialty  office.  Avail- 
able. 

NUCLEAR  MEDICINE— Jose  M.  Diaz. 
M.D.,  William  Beaumont  Hospital, 
3601  West  13  Mile  Rd.,  Royal  Oak,  MI 
48072.  Puerto  Rico  1981.  Board 
eligible.  Group,  partnership,  solo. 
Available. 

OPHTHALMOLOGY— Michael  J.  Caruso, 
D.O.,  4041  Balwynne  Park  Rd.,  Phila- 
delphia PA  19131.  PCOM  1984.  Board 
eligible.  Solo.  Available  July  1988. 

PEDIATRICS — S u b rah  m any  am  Gianti, 
M.D.,  524  Morris  Ave.,  Apt.  2K,  Eliza- 
beth. NJ  07208.  Gunta  (India)  1979. 
Board  eligible.  Solo  or  group.  Available. 

SPORTS  MEDICINE— F.J.  Bejjani,  M.D., 
Ph.D.,  375  South  End  Ave.,  New  York, 
NY  10280.  University  of  Paris  1980. 
Board  eligible.  Group  or  partnership. 
Available. 

SURGERY— V.  Michael  Miller,  M.D.,  2417 
Walden  Dr.,  Wichita  KS  67226-1005. 
Iowa  1951.  Also,  vascular  and  thoracic 
surgery.  Board  certified.  Group,  part- 
nership, hospital.  Available. 
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LIPO-NICIN 

Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN’7300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN*7250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN"7100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN*  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 
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2500  West  Sixth  Street,  Los  Angeles,  California  90057  'PDR 


The  Academy  of  Medicine  of  New  Jersey 

presents  a 

MAJOR  SYMPOSIUM: 

THE  PHYSICIAN’S  ROLE  IN 
ORGAN  DONATION 

to  be  held 

SEPTEMBER  30,  1987 

12:00  NOON— 4:00  P.M. 

at 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 
Lawrenceville,  New  Jersey 

The  New  Jersey  Organ  and  Tissue  Sharing  Network  (NJOTSN) 
with  the  Academy  of  Medicine  of  New  Jersey  and  the  New 
Jersey  Hospital  Association  are  sponsoring  a statewide  phys- 
ician conference  on  THE  PHYSICIAN’S  ROLE  IN  ORGAN 
DONATION.  Conference  objectives  are  to  provide  New  Jer- 
sey’s trauma,  critical  care,  emergency  room  and  family  phys- 
icians with: 

★ an  understanding  of  the  legal  environment  of  organ  dona- 
tion ★ the  ability  to  recognize  organ  donation  as  a thera- 
peutic modality  for  a number  of  life  limiting  diseases  ★ the 
ability  to  identify  and  to  manage  potential  donors 
and  ★ expertise  in  approaching  donor  families 

SYMPOSIUM  CHAIR:  DENNIS  FILIPPONE,  M.D. 
Co-Medical  Director 

The  New  Jersey  Organ  and  Tissue  Sharing  Network 
Associate  Attending  in  Surgery 
Saint  Barnabas  Medical  Center 
For  Further  Information  on  Registration, 

Faculty  and  Fees,  Please  Contact. 

Dana  R.  Davies 

The  Academy  of  Medicine  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  New  Jersey  08648 
Phone:  (609)  896-1717 


October  16-18,  1987 
Hyatt  Hotel,  Cheriy  Hill,  NJ 

At  this  conference,  a distinguished  faculty  will  provide  a variety 
of  perspectives  on  caring  for  the  elderly.  The  speakers  include: 


Stanley  S.  Bergen,  Jr. 
Joseph  R Bertino 
Elaine  Brody 
Vincent  J.  Cristofalo 
Stephen  Crystal 
Carolyn  Davis 
W Gary  Erwin 
Albert  R Jonsen 
Jay  Katz 


Janice  Knoefel 
Margaret  Kuhn 
Peter  P.  Lamy 
George  L.  Maddox 
Edward  J.  Masoro 
Daniel  J.  McCarty 
Warren  W.  Nichols 
Elyse  Perweiler 
Cynthia  L.  Polich 


Barry  Reisberg 
Domeena  Renshaw 
Carl  Salzman 
Harold  W.  Schnaper 
Harvey  D.  Strassman 
Jerome  S.  Tobias 
Elliot  Vessell 
John  R.  Walsh 
Mark  E.  Weksler 


AMA  Category  I,  AAFP,  AOA,  pharmacist  and  nursing  home 
administrator  credits  available.  For  more  information,  please 
contact:  Ryna  Alexander,  Cooper  Hospital/CJniversity  Medical 
Center,  the  clinical  campus  for  the  University  of  Medicine  and 
Dentistry  of  New  Jersey/Robert  Wood  Johnson  Medical  School 
at  Camden,  One  Cooper  Plaza,  Camden,  New  Jersey  08103. 
(609)  342-3074. 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 

AND 

THE  MEDICAL  SOCIETY  OF  NEW  JERSEY  AUXILIARY 

MEMORANDUM 

TO:  All  Physicians  and  Spouses 

RE:  Legislative  Seminar 

Sunday,  October  4,  1987,  10:00  a.m. 

Registration  and  Coffee— 9:30  a.m. 

Seminar— 10:00  a.m. 

Luncheon— 1:00  p.m. 

On  May  11,  1987,  physicians  and  their  spouses  demonstrated  how  effective  this  “group”  can  be  in 
legislative  activity.  Although  the  skirmish  was  won,  there  are  still  battles  ahead. 

Come  and  prepare  for  the  future  on  October  4th! 


You  will  hear  and  can  ask  questions  for  the  following  invited  speakers: 

• Chuck  Hardwick,  Assemblyman 

Speaker  of  the  House 

• Harold  L.  Colburn,  M.D.,  Assemblyman 

• Edward  Meara,  MSNJ  Legislative  Consultant 

• William  E.  Ryan,  M.D.,  JEMPAC  Chairman 

• Wayne  W.  Bradley,  Vice-President 

American  Medical  Association  Public  Affairs 

• Irving  P.  Ratner,  M.D.,  Chairman,  MSNJ  Council  on 

Legislation  and  the  moderator  for  the  program 

Make  your  reservation  today  by  sending  in  a check  in  the  amount  of  $10,  payable  to  the  MSNJA.  Mail 
your  reservation  to:  Mrs.  Frank  Campo,  Seminar  Chairman,  MSNJA,  2 Princess  Road,  Lawrenceville 
NJ  08648. 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


ANESTHESIOLOGY 

September 

1 1  - Issues  and  Trends  In 
13  Anesthesiology 

Marriott  Seavlew  Country  Club 

Resort,  Absecon 

(AMNJ) 

1 5  New  Jersey  State  Society  of 
Anesthesiologists 

6- 9  p.m.— Ramada  Inn,  Clark 
(AMNJ) 

MEDICINE 

September 

2 Treatment  and  Management  of 
Infections  in  the  Geriatric  Patient 

8:30-9:30  am.— Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
t AMNJ ) 

3 AIDS:  Update  for  All  Clinicians 

12  noon-1  p.m.— Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

8 Ruptured  Abdominal  Aneurysms 

7- 8  p.m.— West  Hudson  Hospital, 
Keamy 

(AMNJ) 

9 Medical  Indications  for  Using  MRI 

8:30-9:30  am— Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

9 General  Allergy 

10:30-1  1:30  a.m.— St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

1 0  New  Jersey  Institute  of  Ultrasound 
in  Medicine 

7:30-9:30  am.— St.  Barnabas 
Medical  Center,  Livingston 
(AMNJ) 


10  Tumor  Board  Conference— Soft 
Tissue  Sarcoma 

9- 10  am. — Irvington  General 
Hospital,  Irvington 
(AMNJ) 

10  Eye  Manifestations  of  Systemic 
Diseases 

12  noon-1  p.m.— Carrier 
Foundation.  Belle  Mead 
(Carrier  Foundation) 

14  Thyroid  Disease 
7:00-8:00  am— Wallkill  Valley 
General  Hospital,  Sussex 
(AMNJ) 

15  Rheumatology— Arthritis 

2-3  p.m. — John  E.  Runnels  Hospital. 

Berkeley  Heights 

(AMNJ) 

1 5 Physical  Assessment  of  the 
Severely  Disabled 

2:30-3:30  p.m.— New  Lisbon 
Developmental  Center,  New  Lisbon 
(AMNJ) 

16  Update  on  Infectious  Diseases  and 
Treatment 

8:30  am  — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

16  Eighth  Annual  Nursing 
Symposium 

8:30-4:00  p.m  — Carrier  Foundation, 

Belle  Mead 

(Carrier  Foundation) 

1 7 Radiological  Society  of 
New  Jersey,  Diagnostic 
Radiology  Section 

7:30-9:30  p.m.— St.  Barnabas 
Medical  Center,  Livingston 
(AMNJ) 

23  Diabetes:  Defining  the  Scope  and 
the  Problem 

8:30-9:30  am  — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

24  Blood  Substitutes 

5-6  p.m. — Shore  Memorial  Hospital, 

Somers  Point 

(AMNJ) 

30  Angioplasty  versus  Surgery 

8:30-9:30  am  — Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

30  Physician's  Role  in  Organ 
Donation 

12  noon-4:00  p.m.— MSNJ, 
Headquarters,  Lawrenceville 

30  Aesthetics  in  Dentistry 

8:30-1  p.m.— Englewood  Hospital, 

Englewood 

(AMNJ) 

30  Innovative  Strategies  in 
Cerebral  Palsy 

8-3:30  p.m  — Woodbridge  Hilton, 

Iselin 

(AMNJ) 


October 

I Pets /Animals:  Diseases 
Transmittable  to  Man 

12  noon-1  p.m  — Carrier 
Foundation,  Atkinson 
Amphitheater,  Belle  Mead 
( UMDNJ ) 

6 Treatment  of  Chronic  Otitis  Media 

6:30- 1 0:30  p.m—  Pascack  Valley 


Hospital,  West  Wood 
(AMNJ) 

7 Endocrine  Rounds 

3:30-5  p.m.— University  Hospital, 

Newark 

(AMNJ) 

7 Medical  Grand  Rounds— 
Endocrinology  Section 

1 1:30  am.- 1 p.m.— East  Orange  VA 
Medical  Center,  East  Orange 
(AMNJ) 

7 Monthly  Dinner  Meeting, 
Endocrinology  Section 

6:30-9:30  p.m,— Airport  Holiday  Inn, 
Newark  International  Airport 
(AMNJ) 

7 Proper  Use  of  Antibiotics 

1:30-2:30  p.m.— Essex  County 
Hospital  Center,  Cedar  Grove 
(AMNJ) 

7 Medical  and  Psychiatric  Aspects 
of  Drug  and  Alcohol  Abuse 

10:30-1  1:30  am.— St.  Maiy's 
Hospital,  Passaic 
10  Understanding  Sexuality 

9 p.m.— Rutgers  University,  New 
Brunswick,  Continuing  Medical 
Education  Center 
(UMDNJ) 

1 2 Proper  Use  of  Endoscopy 

7- 8  p.m.—' Wallkill  Valley  General 
Hospital,  Sussex 

(AMNJ) 

13  Urology-UTI 

2-3  p.m.—  John  E.  Runnels  Hospital, 

Berkeley  Heights 

(AMNJ) 

1 4 Anticholinergic  Therapy  in  Lung 
Disease 

8- 9  p.m.— The  Manor,  West  Orange 
(AMNJ) 

1 8 Techniques  for  Establishing  the 
Value  of  a Medical  Practice 

2-5  p.m.— MSNJ  Headquarters, 
Lawrenceville 

19  Morbidity  and  Mortality 
Conference 

8-9  am.— West  Hudson  Hospital, 

Keamy 

(AMNJ) 

20-  Integrating  the  Arts  in  Clinical 
2 1 Practice:  Insight  and  Creativity 
XXVII  Annual  Fall  Symposium 

All  Day  Event,  Carrier  Foundation, 

Belle  Mead 

(UMDNJ) 

21  Sports  Medicine 

1 0:30- 1 1 :30  am.— St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

2 1 Proper  Use  of  Antibiotics 

10:30-1 1:30  am  — St.  Mary’s 
Hospital,  Passaic 

22  AIDS 

2-3  p.m. — John  E.  Runnels  Hospital. 

Berkeley  Heights 

(AMNJ) 

22  Geriatrics:  Early  Office 

Recognition  of  Depression 

2:30  p.m. — John  E.  Runnels 
Hospital,  Berkeley  Heights 
(AMNJ) 

28  Fall  Scientific  Meeting 

6:30-10  p.m.— Hyatt  Regency, 

New  Brunswick 
(AMNJ) 
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JEFFERSON  MEDICAL  COLLEGE 
THOMAS  JEFFERSON  UNIVERSITY 
IN  HISTORIC  PHILADELPHIA 


THE  DEPARTMENT  OF  OTOLARYNGOLOGY 
AND  THE  OFFICE  OF 
CONTINUING  MEDICAL  EDUCATION 

present 

THE  USE  OF  THE  C02  LASER 
FOR  HEAD  AND  NECK  SURGERY 

at  Jefferson  Medical  College 
Philadelphia,  PA. 

A two  day  workshop  given  on  the  following  dates: 


October  9-10,  1987 


ANESTHESIOLOGISTS: 


• limited  to  28  participants 

• 8 credit  hours  in  Category  I 

• participation  in  Day  I of  each  two  day  workshop 


• fee:  $300.00 
OTOLARYNGOLOGISTS: 


• limited  to  12  participants 

• 16  credit  hours  in  Category  I 

• participation  in  Day  I and  Day  II,  including  four 
(4)  hours  of  laboratory  exercises 

• fee:  $850.00 


Registration  fee  includes  course  syllabus, 
continental  breakfasts,  coffee  breaks,  luncheons 
and  an  evening  banquet. 

For  information  regarding  registration  call: 

Office  of  Continuing  Medical  Education 
(215)  928-6992 

For  information  regarding  course  content  call: 

LOUIS  D.  LOWRY,  M.D.,  PROGRAM  DIRECTOR 
STEVEN  R.  CHESNICK,  M.D.,  CO-DIRECTOR 
AT  (215)  928-6784 


tear  out  and  mail  to: 

THE  USE  OF  C02  LASER  FOR  HEAD  AND  NECK  SURGERY 
Jefferson  Medical  College 
Office  of  Continuing  Medical  Education 
1025  Walnut  Street  • Philadelphia,  PA.  19107 


Name 

Address 

City 

State Zip  Code 

Date  of  workshop  you  wish  to  attend 


vaLS'o, 


' 7824 


Jefferson  Medical  College 
of 

Thomas  Jefferson  University 

presents 

THE  10TH  ANNUAL  PSYCHOSOMATIC  CONFERENCE 
"SLEEP  DISORDERS:  ADVANCES  IN 
DIAGNOSIS  AND  TREATMENT" 

October  24,  1987 
Jefferson  Medical  College 
Solis  Cohen  Auditorium 
1020  Locust  Street 
Philadelphia,  Pennsylvania 

Fee  Schedule: 

$100.00  for  Practicing  Clinicians 

$ 75.00  for  Residents  and  Allied  Health  Professionals 
(If  registered  before  October  2,  1987  a $15.00 
reduced  rate  will  be  applied) 

CME  Credit: 

credit  hours  in  Category  1 

credit  hours  in  APA 

credit  hours  applied  for  in  AOA 

For  further  information  and  registration,  contact  the  Office  of 
Continuing  Medical  Education,  Jefferson  Medical  College, 
1025  Walnut  Street,  Philadelphia,  PA  19107  (215)  928-6992 


: fk 


Jefferson  Medical  College  of 
Thomas  Jefferson  University 

presents 

PREOPERATIVE  CONSULTATION: 

THE  SURGICAL  PATIENT  WITH  MEDICAL  PROBLEMS 

September  16-18,  1987 
The  Warwick  Hotel 
17th  and  Locust  Streets 
Philadelphia,  Pennsylvania 

DESCRIPTION:  This  course  is  designed  for  internists,  family 
practitioners,  surgeons,  anesthesiologists,  nurse  anesthetists, 
and  other  primary  care  physicians  who  desire  practical  infor- 
mation on  perioperative  assessment  and  patient  care.  A de- 
tailed course  syllabus  and  reference  materials  will  be  dis- 
tributed. 

OBJECTIVES:  The  objective  of  this  course  is  to  provide  phys- 
icians involved  in  medical  care  of  the  surgical  patient  a review 
of  disease  processes  which  affect  the  morbidity  and  mortality 
of  patients  undergoing  surgery  and  a rational  approach  to  the 
management  of  these  problems.  Through  the  use  of  State  of 
the  Art  Review,  Therapeutic  Updates,  Special  Problems,  and 
Core  Consultative  Seminars,  a distinguished  faculty  will  dis- 
cuss the  multisystem  approach  to  assessment  of  operative  risk 
and  maximization  of  perioperative  care.  Case  oriented  work- 
shops will  provide  an  informal  environment  for  fac- 
ulty/participant interaction  and  discussion. 

FEE  SCHEDULE: 

$360.00  for  Physicians 

$260.00  for  Nurse  Anesthetists,  Residents  and  Fellows,  with 
a letter  of  authorization  from  Department  Chair- 
man. 

CME  CREDIT:  19  credit  hours  in  Category  1 

For  further  information  and  registration,  contact  the  Office  of 
Continuing  Medical  Education,  Jefferson  Medical  College, 
1025  Walnut  Street,  Room  G3,  Philadelphia,  PA  19107— (215) 
928-6992. 
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28  What’s  New  In  Life-Threatening 
Dermatoses? 

8:30-5:30  p.m. — Englewood  Hospital 
Learning  Auditorium,  Englewood 
(AMNJ) 

28  8th  Annual  Medicolegal  Seminar 

MSNJ  Headquarters,  Lawrenceville 
8 a.m.-  12:30  p.m. 

(AMNJ) 

29  Dmg-Induced  Liver  Disease 

12  noon-1  p.m. — Carrier 
Foundation,  Atkinson 
Amphitheater,  Belle  Mead 
( UMDNJ ) 

NEUROLOGY/PSYCHIATRY 

September 

3 AIDS:  Update  for  All  Clinicians 

12  noon-1  p.m. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

10  Eye  Manifestations  of  Systemic 
Diseases 

12  noon-1  p.m. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

14  Necessary  Losses:  What  We  Have 
To  Give  Up  in  Order  To  Grow 

8: 1 5- 1 0: 1 5 p.m. — Mayfair  Farms, 
West  Orange 

1 7 Cognitive  Training  for  the  Elderly 
Using  Computers 

12  noon-1  p.m. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

29  Psychiatric  Aspects  of  AIDS 

3-4  p.m  .— Ancora  Psychiatric 
Hospital,  Hammonton 

October 

8 Dementia:  Recognition, 
Evaluation,  and  Treatment 

12  noon-1  p.m. — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

1 5 The  Homeless  Mentally  111 

12  noon-1  p.m  — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

22  New  Jersey  Psychoanalytic 
Society 


8- 10  p.m  — Hackensack  Medical 
Center,  Hackensack 
(AMNJ) 

22  Early  Office  Recognition  of 
Depression 

3-4  p.m. — Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

OBSTETRICS/GYNECOLOGY 

September 

28  Fetal  Monitoring 

9- 5  p.m— Robert  Wood  Johnson 
Medical  School,  Medical  Education 
Bldg.,  New  Brunswick 
(UMDNJ) 

28  Obstetric  Ultrasound  Tutorial 

(scheduled  on  an  individual  basis 
throughout  the  year) 

Contact  NJMS,  130  So.  Orange 
Ave.,  Newark 
(UMDNJ-NJMS) 

RADIOLOGY 

September 

17  Radiological  Society  of 
New  Jersey 

7:30-9:30  p.m. — St.  Barnabas 

Medical  Center 

(AMNJ) 

2 1 Clinical  Significance  of  Reported 
Plaque  Atelectasis  Upon  X-Ray 
Film 

8-9 A.M.— West  Hudson  Hospital, 

Kearny 

(AMNJ) 

October 

15  Radiological  Society  of 
New  Jersey 

7:30-9:30  p.m. — St.  Barnabas 
Medical  Center,  Livingston 
(AMNJ) 

SURGERY 

September 

22  Englewood  Surgical  Society 

8- 10  p.m. — Englewood  Club, 

Englewood 

(AMNJ) 

22  Experience  with  the  Garden 
Bubble  For  The  Treatment  of 
Obesity 


8-9  p.m— Englewood  Club, 

Englewood 

(AMNJ) 

30  Angioplasty  versus  Surgery 

8:30  A.M.— Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

October 

27  Bypass  for  the  Inoperable  Limb 

8- 10  p.m.— Englewood  Club, 
Englewood 

(AMNJ) 

3 1 Third  Annual  Selected  Topics  in 
Trauma 

NJMS,  1 30  So.  Orange  Ave., 
Newark,  call  20 1 -456-4267  for  time 
(AMDNJ-NJMS) 

SURGICAL  SPECIALTIES 
September 

9 Neurosurgery— Grand  Rounds 

9:30-10:30  A.M.— Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(AMNJ) 

16  Endoscopic  Papillotomy  and 
Common  Duct  Stone  Extraction 

10:30-1  1:30  a.m.— St.  Maiy’s 
Hospital,  Passaic 
(AMNJ) 

30  New  Jersey  Society  of  Colon  and 
Rectal  Surgeons 

6:30-9:30  p.m. — The  Manor, 

West  Orange 
(AMNJ) 

MISCELLANEOUS 

September 

17  Patient  Rights/Provider 
Responsibilities 

Forsgate  Country  Club,  Jamesburg 
(Perinatal  Association  of 
New  Jersey) 

24  Lithotripsy 

9- 5  p.m. — NJMS,  130  So.  Orange 
Ave.,  Newark 
(UMDNJ-NJMS) 

3 1 Third  Annual  Selected  Topics  in 
Trauma 

NJMS,  130  So.  Orange  Ave., 
Newark,  call  201-456-4267  for  time 
(UMDNJ-NJMS) 


WEIGHT  LOSS  TUTORIAL 
FOR  PRIMARY  CARE  PHYSICIANS 

An  introduction  to  the  Nutri-Lene  Supplemented  Fasting  Pro- 
gram intended  for  primary  care  physicians  and  their  office 
staff.  The  Nutri-Lene  Plan  combines  one  meal  of  regular  food 
and  two  inexpensive  Nutri-Lene  supplements  in  a program 
which  is  safe,  effective,  economical,  convenient  and  simple, 
Contact: 

ALLAN  LAZAR,  M.D. 

420  Grand  Avenue 
Englewood,  New  Jersey  07631 
201-836-2476 

(Author:  “The  Treatment  Of  Obesity:  Physician’s  Manual  For 
Supplemented  Fasting). 


10th  ANNUAL  CURRENT  CONCERNS  IN 
ADOLESCENT  MEDICINE— 

“A  PRACTITIONERS  GUIDE  TO 
TEENAGE  HEALTH  CARE’’ 

October  8 4 9,  1987,  The  New  York  Hilton,  New  York,  NY. 
Sponsored  by:  Division  of  Adolescent  Medicine,  Schneider 
Children’s  Hospital  of  Long  Island  Jewish  Medical  Center,  New 
Hyde  Park,  NY.  Topics  include:  Special  Concerns  for  the  Phys- 
ician; How  to  Optimise  the  Adolescent  Growth  Spurt;  S.T.D. 
Update;  Risk  Taking  Behaviors;  Suicide;  Medical  Complica- 
tions of  Eating  Disorders;  Aids:  Who,  When  and  Which  Adoles- 
cents to  Test;  Screening  and  Management;  Contraceptive 
Techniques  and  more.  Credits:  12  Category  1 from  the 
ACCME  and  AMA. 

Information:  Ann  J.  Boehme,  Assoc.  Dir.  for 
Cont.  Ed.,  Schneider  Children’s  Hospital  of 
Long  Island  Jewish  Medical  Center,  New  Hyde 
Park,  NY  11042;  (718)  470-8650. 
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EIGHTH  ANNUAL  MEDICOLEGAL  SEMINAR 

Wednesday,  October  28,  1987 
8:00  A. M. -12:30  P.M. 

Medical  Socjety  of  New  Jersey  Executive  Offices 
Two  Princess  Road 
Lawrenceville,  NJ  08648 

presented  by 


8:00-  8:30 
8:30-  9:00 


9:00-  9:30 
9:30-10:00 

10:00-10:30 

10:30-11:00 

11:00-12:00 


Medical  Society  of  New  Jersey 
Department  of  Professional 
Liability  Control 

Coffee  and  Registration 
Welcoming  Remarks 


“Status  Report  of  New  Jersey 
State  Medical  Underwriters” 

“Quality  Assurance  and  Its 
Impact  on  Malpractice” 


“Report  from  Board  of 
Medical  Examiners” 

Questions  and  Answers 

“Making  a Patient  a Plaintiff— 
The  Patient’s  View” 


Medical  Inter-Insurance 
Exchange  of  New  Jersey 


James  E.  George,  M.D.,  J.D. 

Director,  Medical  Society  of  New  Jersey, 
Department  of  Professional  Liability  Control 

Elmer  L.  Grimes,  M.D. 

Chairman,  Board  of  Governors  of  Medical 
Inter-Insurance  Exchange 

Harry  M.  Carnes,  M.D. 

President,  Medical  Society  of  New  Jersey 

Peter  Sweetland,  President 

New  Jersey  State  Medical  Underwriters,  Inc. 

Henry  J.  Mineur,  M.D.,  Chairman 

Board  of  Directors  of  New  Jersey  State  Medical 

Underwriters,  Inc. 

Frank  J.  Malta,  M.D.,  President 
State  Board  of  Medical  Examiners 


Adam  P.  Wilczek,  Vice-President 

Risk  Prevention,  New  Jersey  State  Medical 

Underwriters,  Inc. 


12:00-12:30 


Lunch 


3V4  CME  CATEGORY  1 CREDITS  APPROVED 


REGISTRATION 

PLEASE  RESPOND  NO  LATER  THAN  OCTOBER  16,  1987 
NO  REFUNDS  AFTER  OCTOBER  23,  1987 
MSNJ  MEMBER  OR  MIIENJ  INSURED— $15.00 
NON-MSNJ  MEMBER  AND  NON-INSURED  WITH  MIIENJ— $25.00 


DETACH  AND  MAIL  TO  NJ  STATE  MEDICAL  UNDERWRITERS,  INC., 

DEPT.  OF  RISK  PREVENTION,  TWO  PRINCESS  ROAD,  LAWRENCEVILLE,  NJ  08648 


Enclosed  is  my  check  for. 

NAME  (PLEASE  PRINT)- 


.payable  to  New  Jersey  State  Medical  Underwriters,  Inc. 


ADDRESS 
PHONE  #. 


A CONFIRMATION  WILL  BE  SENT  TO  YOU  ALONG  WITH  DIRECTIONS  TO  MSNJ 
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book  Reviews 


Annual  Review  of 
Medicine;  Annual  Review 
of  Neuroscience;  Clinical 
Pocket  Guide  to  Ear 
Disease;  Cranial 
Computed  Tomography; 
Magnetic  Resonance 
Annual  1987 


Annual  Review  of 
Medicine:  Volume  38 

Creger,  Coggins,  and  Hancock  (eds). 
Palo  Alto.  CA  Annual  Reviews,  Inc., 
1987.  Pp.  533.  ($31) 

Annual  Reviews,  Inc.  is  a nonprofit 
scientific  publisher  established  to 
promote  the  advancement  of  sci- 
ence, since  1932.  The  volumes  are 
organized  by  editors  and  commit- 
tees who  invite  qualified  authors  to 
contribute  articles  reviewing  signifi- 
cant developments  within  each 
major  discipline. 

This  present  volume  contains  at 
least  40  articles,  written  in  detail, 
covering  selected  topics  in  the  clin- 
ical sciences.  It  is  designed  to 
provide  a practical  update  for  clini- 
cians concerned  with  the  care  of 
their  patients.  Each  article  begins 
with  an  abstracted  summary  for 
quick  review  and  ends  with  detailed 
references. 

Such  volumes  are  best  suited  for 
medical  libraries  in  schools  or  hos- 
pitals. Harry  M.  Poppick,  M.D. 

Annual  Review  of 
Neuroscience, 

Volume  1 0 

W.M.  Cowan  (ed).  Palo  Alto,  CA.  An- 
nual Reviews,  Inc.,  1987.  Pp.  716. 

It  has  been  my  privilege  to  review 
several  Annual  Reviews  in  the  past 
and  comment  on  them  positively. 


This  volume  is  outstanding  and  de- 
serves a quick  reading  by  all  practi- 
tioners interested  in  neurosecretion 
and  neurotransmission.  The  histori- 
cal perspectives  and  future  direc- 
tions are  so  lucidly  written  in  the 
first  two  chapters  that  generalists 
and  specialists  will  gain  new  in- 
sights. 

The  more  specialized  chapters 
that  follow  were  commissioned  by 
the  editors  and  will  be  of  interest  to 
the  general  reader  with  any  intellec- 
tual curiosity  about  the  nervous  sys- 
tem and  current  progress  in  better 
understanding  its  function.  Recent 
developments  in  the  neurobiology  of 
fever,  molecular  mechanisms  for 
memory,  and  taste  processing,  as 
well  as  molecular  genetic  insights 
into  neurologic  disease  should  at- 
tract the  intellectual  curiosity  of  the 
generalist  as  well  as  those  of  us  in 
the  neurosciences.  A casual  reader 
can  draw  sufficient  knowledge  from 
each  chapter’s  introduction  and 
concluding  comments  to  determine 
whether  to  delve  more  deeply  into  a 
particular  subject. 

Henry  R Liss,  M.D. 

Clinical  Pocket  Guide  to 
Ear  Disease 

Michael  Hawke,  M.D.  Philadelphia, 
PA  Lea  & Febiger,  1987.  Pp.  136. 
Illustrations.  ($17.50) 

As  the  name  of  this  book  implies, 
the  size  of  the  book  is  such  that  it 
can  fit  in  the  pocket  of  a laboratory 
coat  of  an  intern  or  resident. 

This  book  is  extremely  well  il- 
lustrated with  excellent  photo- 
graphs of  the  ear  canal  and  tym- 
panic membrane.  Along  with  each 
illustration  there  is  an  excellent  de- 
scription. 

Therefore,  one  will  find  this  most 
useful  for  the  emergency  room  phy- 
sicians as  well  as  the  floor  physi- 
cians not  completely  familiar  with 
ear  disease. 

This  book  is  not  attempting  to 
teach  ear  disease  but  rather  to  help 
the  physician  understand  what  he  is 
seeing. 

Its  main  usefulness,  therefore,  lies 
in  its  size  because  it  can  be  placed 
in  the  pocket.  Until  now,  all  atlases 
of  ear  disease  were  very  sizable 
which  made  it  difficult  for  the  in- 
ternist and/or  emergency  room 
physician  to  have  it  handy  as  a refer- 
ence. 

In  this  context,  this  book  receives 


excellent  grades  and  unequivocally 
should  be  found  in  all  the  emergency 
rooms  and  all  offices  of  family  practi- 
tioners and  internists. 

Harold  Arlen,  M.D. 

Cranial  Computed 
Tomography:  A 
Comprehensive  Text 

Alan  Williams  and  Victor  Hough- 
ton. St.  Louis,  MO.  C.  V.  Mosby  Co., 
1985.  Pp.  668.  ($95) 

This  illustrated  volume  from  the 
Medical  College  of  Wisconsin  is  a 
well-written,  clinically  oriented  text. 

Its  first  chapter  is  a summary  of 
scanning  techniques.  A chapter  on 
anatomy  includes  very  well-executed 
illustrations  that  are  accompanied 
by  high-quality  CT  scans.  The  core 
of  the  textbook  contains  chapters  on 
trauma,  vascular  neoplasms,  and 
hydrocephalus.  Other  chapters 
focus  on  discussions  of  specific  lo- 
cations in  the  central  nervous  sys- 
tem, for  example,  posterior  fossa, 
temporal  bone,  and  orbits. 

To  its  credit,  this  book,  while  con- 
cise, merits  high  recommendation 
to  those  who  wish  a clinically  ori- 
ented introduction  to  the  field. 

Neil  B.  Homer,  M.D. 

Magnetic  Resonance 
Annual  1987 

Herbert  Y.  Kressel  (ed).  New  York, 
NY.  Raven  Press,  1987.  Pp.  280. 
($60) 

This  is  the  third  volume  of  the  an- 
nual review  of  pertinent  advances  in 
the  field  of  MRI.  It  is  both  very  well 
written  and  wide  ranging  in  its  cov- 
erage. 

The  discussions  of  neurological 
diseases  include  the  sella  temporal 
bone,  ischemia  and  hemorrhage. 
The  scans  are  of  good  quality,  and 
excellent  thin  anatomic  sections  are 
included.  What  follows  is  a lengthy 
but  well-written  chapter  on  MR  an- 
giography. Chapters  on  pediatrics, 
the  pelvis,  and  musculoskeletal 
tumors  achieve  the  same  high  quali- 
ty- 

The  book  concludes  with  discus- 
sions of  contrast  agents  and  high- 
field  strength  imaging;  the  latter 
topic  holds  more  research  interest. 

The  work  is  highly  recommended 
to  the  physician  who  has  a working 
knowledge  of  MR  and  seeks  to  ex- 
pand this  scope  of  the  field. 

Neil  B.  Homer,  M.D. 
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Obituaries 


Dr.  Anthony  J.  Colaneri 

Anthony  John  Colaneri,  M.D.,  a 
family  physician  specializing  in  or- 
thopedics, died  on  May  3,  1987,  after 
36  years  of  practice  in  Carlstadt. 
Bom  in  1919,  Dr.  Colaneri  received 
his  medical  degree  from  New  York 
Medical  College  in  1952.  He  was  a 
member  of  the  Bergen  County  com- 
ponent, and  of  the  American  Medical 
Association.  Dr.  Colaneri  was  af- 
filiated with  Hackensack  Medical 
Center  and  served  as  physician  for 
Bergen  County. 

Dr.  Jerome  Gelb 

A Diplomate  in  plastic  surgery 
and  a Fellow  of  the  American  College 
of  Surgeons,  Jerome  Gelb,  M.D.,  a 
native  of  Newark,  died  on  March  15, 
1987,  at  the  age  of  78.  Dr.  Gelb  re- 
ceived his  medical  degree  from  Uni- 
versity of  Maryland  School  of  Medi- 
cine in  1934,  and  was  affiliated  with 
Beth  Israel  Hospital  and  Presby- 
terian Hospital,  Newark,  Overlook 
Hospital,  Summit,  Irvington  General 
Hospital,  and  Rahway  General  Hos- 
pital. He  was  a member  of  the  Essex 
County  component,  and  of  the 
American  Medical  Association.  Dur- 


ing World  War  II,  Dr.  Gelb  was  active 
in  the  medical  corps  of  the  United 
States  Army,  as  a lieutenant  colonel. 
In  1984,  he  was  a recipient  of  the 
Medical  Society  of  New  Jersey’s 
Golden  Merit  Award,  in  recognition 
of  his  50  years  as  a physician. 

Dr.  J.  Lawrence  Gillespie 

An  Arlington  surgeon  for  over  30 
years,  J.  Lawrence  Gillespie,  M.D., 
died  on  March  25,  1987.  Bom  in 
1910,  in  Arlington,  Dr.  Gillespie  was 
graduated  from  the  University  of 
Maryland's  School  of  Medicine  in 
1937.  He  was  a member  of  our  Essex 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Gillespie  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons  and  of  the 
American  Society  of  Abdominal  Sur- 
geons. He  had  been  affiliated  with 
West  Hudson  Hospital,  Kearny. 

Dr.  William  E.  Grant,  Sr. 

An  internist  in  Union  for  over  40 
years  prior  to  his  retirement  9 years 
ago,  William  Edward  Grant,  Sr.,  M.D., 
died  in  Overlook  Hospital,  Summit, 
on  April  18,  1987.  Bom  in  1906,  in 
Bridgeport,  Connecticut,  Dr.  Grant 
was  graduated  from  Long  Island  Col- 
lege of  Medicine  in  1936.  He  orig- 
inally was  a member  of  our  Union 
County  component,  but  in  recent 
years  joined  the  Essex  County  Medi- 
cal Society.  Dr.  Grant  also  was  a 
member  of  the  American  Medical 
Association.  He  had  been  affiliated 
with  St.  James  and  Presbyterian 
Hospitals,  Newark.  In  1986,  Dr. 
Grant  was  a recipient  of  MSNJ’s 
Golden  Merit  Award  honoring  his  50 
years  as  a physician. 

Dr.  Edward  F.  Grueninger 

A former  member  of  the  Bergen 
County  component  and  of  the 
American  Medical  Association,  Ed- 
ward F.  Grueninger,  M.D.,  died  on 
April  9,  1987,  at  the  age  of  82.  Dr. 
Grueninger,  an  eye,  ear,  nose  and 
throat  specialist  practicing  in  Cliff- 
side  Park,  received  his  medical 
degree  from  Long  Island  College  of 
Medicine  in  1936.  He  served  as  an 
attending  physician  at  Holy  Name 
Hospital,  Teaneck,  and  as  associate 
attending  physician  at  Englewood 
Hospital.  During  World  War  II,  he 
was  in  charge  of  the  eye,  ear,  nose, 
and  throat  department  at  the  48th 
Evacuation  Hospital  Unit  in  India 


and  Burma,  attaining  the  rank  of 
major.  In  1986,  Dr.  Grueninger  was 
a recipient  of  MSNJ’s  Golden  Merit 
Award,  honoring  his  50  years  as  a 
physician. 

Dr.  Lucien  Hirsch 

Lucien  Hirsch,  M.D.,  an  ophthal- 
mologist and  otologist  affiliated  with 
Muhlenberg  Regional  Medical  Cen- 
ter, Plainfield,  died  on  April  26, 
1987,  at  the  age  of  78.  Dr.  Hirsch 
was  bom  in  Poland,  and  was  gradu- 
ated from  McGill  University  Faculty 
of  Medicine,  Montreal,  Canada,  in 
1935.  He  was  a member  of  our  Union 
County  component,  and  of  the 
American  Medical  Association.  Dr. 
Hirsch  was  a Diplomate  in  otolaryn- 
gology. During  World  War  II,  he 
served  in  the  medical  corps  of  the 
Army  of  the  United  States,  emerging 
with  the  rank  of  major.  In  1985,  Dr. 
Hirsch  was  presented  with  the  Medi- 
cal Society  of  New  Jersey’s  Golden 
Merit  Award. 

Dr.  Francis  J.  Mara 

Francis  James  Mara,  M.D.,  a re- 
tired family  practitioner  who  had 
been  affiliated  with  Point  Pleasant 
Hospital,  died  on  March  25,  1987,  at 
the  age  of  65.  A native  of  Jersey  City, 
Dr.  Mara  received  his  medical  degree 
from  New  York  Medical  College  in 
1948.  He  was  a Diplomate  in  family 
practice  and  a Fellow  of  the  Ameri- 
can Geriatric  Society.  Dr.  Mara  was 
a member  of  our  Monmouth  County 
component,  and  of  the  American 
Medical  Association.  During  World 
War  II,  Dr.  Mara  served  in  the  medi- 
cal corps  of  the  United  States  Army, 
and  as  captain  in  the  New  Jersey 
National  Guard,  50th  Division. 

Dr.  Donald  A.  McLean 

Retired  since  1980  in  Palm  Coast, 
Florida  pediatrician  Donald  Alex- 
ander McLean,  M.D.,  formerly  of 
Salem,  died  on  May  12,  1987,  at  the 
age  of  71.  Bom  in  Baltimore,  Mary- 
land, Dr.  McLean  received  his  medi- 
cal degree  from  Dalhousie  University 
Faculty  of  Medicine,  Halifax,  Nova 
Scotia  in  1944.  He  was  affiliated 
with  Salem  County  Memorial  Hospi- 
tal, and  served  as  physician  for  Man- 
nington  Township  and  St.  Mary’s 
schools.  Dr.  McLean  was  a member 
of  the  Salem  County  component, 
and  of  the  American  Medical  As- 
sociation. During  World  War  II,  he 
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was  active  in  the  medical  corps  of 
the  United  States  Naval  Reserve  as 
a lieutenant. 

Dr.  Vojslav  Mitrovic 

A practitioner  of  family  medicine 
in  Hammonton  for  over  30  years. 
Vojslav  Mitrovic.  M.D.,  died  on  De- 
cember 21,1 986,  at  the  untimely  age 
of  63.  Bom  in  Yugoslavia,  Dr. 
Mitrovic  received  his  medical  degree 
from  the  University  of  Bologna  Italy 
in  1950.  After  emigrating  to  the 
United  States,  he  became  a member 
of  our  Camden  County  component 
and  of  the  American  Medical  As- 
sociation. Dr.  Mitrovic  was  associ- 
ated with  Kessler  Memorial  Hospital, 
Hammonton. 

Dr.  Montague  A.  Roberts 

As  Essex  County  surgeon  for  over 
40  years,  Montague  Allyn  Roberts, 
M.D.,  died  on  April  28,  1987,  at  the 
age  of  7 1 . A native  of  Jersey  City,  Dr. 


Roberts  was  graduated  from  Co- 
lumbia University’s  College  of  Phy- 
sicians and  Surgeons  in  1940.  He 
established  an  office  in  Newark,  later 
moving  to  Glen  Ridge.  Dr.  Roberts 
was  a Diplomate  in  surgery,  and  a 
Fellow  of  the  American  College  of 
Surgeons.  He  had  been  affiliated 
with  St.  James,  Children’s,  Presby- 
terian and  University  Hospitals, 
Newark,  and  Clara  Maass  Memorial 
Hospital,  Belleville.  During  World 
War  II,  Dr.  Roberts  was  a flight  sur- 
geon with  the  United  States  Air 
Force,  attaining  the  rank  of  captain. 

Dr.  Paul  R.  Sparks 

A retired  practitioner  of  family 
medicine,  Paul  Reed  Sparks,  M.D., 
died  in  South  Boston,  Virginia,  on 
April  27,  1987,  at  the  age  of  79.  Bom 
in  Burlington,  Dr.  Sparks  received 
his  medical  degree  from  the  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine in  1934.  Upon  obtaining  his 
license  to  practice  medicine  in  New 


Jersey  in  1935,  Dr.  Sparks  estab- 
lished an  office  in  his  home  town, 
where  he  remained  in  practice  for 
over  40  years.  He  later  specialized  in 
allergy  treatment,  running  a clinic, 
and  teaching  that  specialty  at  the 
University  of  Pennsylvania  Dr. 
Sparks  also  established  the  first  ve- 
nereal disease  clinic  in  Burlington 
after  World  War  II.  He  was  a member 
of  our  Burlington  County  compo- 
nent and  of  the  American  Medical 
Association.  Dr.  Sparks  was  civic- 
minded:  he  served  as  physician  for 
the  Burlington  township  school  sys- 
tem, was  a member  of  Burlington 
township’s  board  of  health,  and  was 
a physician  for  the  Public  Service 
Electric  and  Gas  Company.  Dr. 
Sparks  was  a Fellow  of  the  Ameri- 
can College  of  Allergy.  During  World 
War  II,  he  served  in  the  medical 
corps  of  the  United  States  Army,  and 
emerged  with  the  rank  of  major.  In 
1984,  in  recognition  of  his  50  years 
as  a physician,  MSNJ  honored  Dr. 
Sparks  with  its  Golden  Merit  Award. 
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NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 


MSNJ  offers  qualified  doctors  the  comprehensive  protection  most  patients 
enjoy,  with  the  service  and  efficiencies  inherent  to  large,  well-run  group 
plans.  MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice.  Take 
advantage  of  MSNJ  Group  Blue  Cross/Blue  Shield,  Major  Medical  and 
Dental  insurance  . . . it's  good  preventive  medicine! 


Donald  F.  Smith  & Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08S40 
(609)924  8700  (800)227  6484 


DONALD  E SMITH 


IQJ  ASSOCIATES) 


600 


NEW  JERSEY  MEDICINE 


Author  Information 


New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience:  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statement  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors; 

“In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
1 1"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— ®. 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medlcus: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers' comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  New  Jersey  Medicine.  A check  for 
the  cost  of  reprints  including  re- 
make charge  if  order  is  received  after 
due  date  must  accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine, MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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s«eeni^  Mammo 

Guidelines 

Women  with  No  Symptoms 

Age: 

35-39  Baseline 
40-49  Every  1-2  years 
50  & up  Every  year 


What  will  you  tell  her  about 
screening  mammography? 


Many  of  your  patients  will  hear  about  screening 
mammography  through  a program  launched  by  the 
American  Cancer  Society  and  the  American  College 
of  Radiology  and  they  may  come  to  you  with 
questions.  What  will  you  tell  them? 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along  with 


your  regular  breast  examinations  and  their  monthly 
self  examinations,  offers  the  best  chance  of  early 
detection  of  breast  cancer,  a disease  which  will  strike 
one  woman  in  10. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please  contact 

us. 


AMERICAN  Professional  Education  Dept. 

National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


V CANCER 

? SOCIETY 
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American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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Consider  the 
causative  organisms. . . 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  tor  prescribing 
information 

Indications  and  Usage:  Ceclor  * (cefaclor.  Lillyi  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae l,  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  ORUG  CLASSES 

Antibiotics  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  (including  macrolides  semisynthetic 
penicillins,  and  cephalosporins)  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad  spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage 


ment  should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies  and  fluid  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor  * (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued 
and,  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines,  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  ol 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  II  supermtection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false  positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg's  solutions  and  also  with  Climtest  * 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip 
USP  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor1  (cefaclor  Lilly)  There  are 
however,  no  adequate  and  well  controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20.  0 21 . and  0 16  mcg/ml  at  two 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is*  administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 

Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  ol  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum  sickness  like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently  lever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a tew 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
ol  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  ol  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

[061782RI 


Note  Ceclor1  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis.  Indiana  46285 

Ell  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 
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Brielle — 

Sale  or  Lease 

Medical  Office 
Condominiums 

new  construction 

Terms  are  reasonable  and  flexible 
1,344  and  1,609  square  feet 

(201)  738-5950 

Monday  thru  Friday  (9  a.m.  to  4:30  p.m.) 


Office  Condo 

Fully  furnished  and  equipped,  brand  new  office 
condo  available  in  prestigious  office  condo  de- 
velopment for  rent  for  Doctors  on  a sharing  or 
non-sharing  basis.  Easy  access  to  two  Monmouth 
Hospitals,  prime  location  (off  Rte  35)  and  growing 
area  for  a medical  practice. 

In  evenings  call  (201)  566-0475. 


PROFESSIONAL  HOME-OFFICE  WHICH  COULD  IN- 
CLUDE LUCRATIVE  PHYSICIAN’S  PRACTICE!!  A 
GREAT  INVESTMENT!  PRIME  NEW  BRUNSWICK, 
LIVINGSTON  AVENUE  PROPERTY.  45  minutes  from 
NYC  and  minutes  to  Robert  Wood  Johnson  University 
Hospital  and  St.  Peter’s  Medical  Center.  40-year  old 
active  medical  practice,  all  equipment,  building  and 
land.  Office  has  4 exam  rooms,  large  waiting  room  and 
lavatory.  Includes:  EKG,  ultrasound,  electrosurgical 
unit,  and  usual  office  components.  Home  is  in  mint 
condition,  aluminum  sided,  and  has  24x18  living  room, 
formal  dining  room,  modern  kitchen,  4/6  bedrooms, 
2Vz  baths.  Central  air,  2-car  garage,  full  basement. 
ASKING  $315,000.  Call  Gloria  Zastko,  Broker,  Flem- 
ing-McLouglin  Agency  201-246-0300. 


NOW  LEASING—  _ 

* mDleted  Excellent  location  w^mt,utetory  serges  center. 

Just  complete  • dential  centers  and  a as  desired. 

commercial  an  .f-,cations  with  support  . 235-1661 

interiors  to  call  Michael  Lewis  at  (609) 

Ownership  poss  MEDICAL 

east  gate 


Mount  Laurel.  Ne« 


Drive 
jersey  08054 
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NEW  JERSEY  MEDICINE 


Care  Personnel 
Consulting,  Inc. 

a division  of  The  Health  Care  Group 

specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the  following 
specialty  areas: 

ALLERGY,  DERMATOLOGY,  FAMILY  PRACTICE, 
INTERNAL  MEDICINE,  OPHTHALMOLOGY, 
PEDIATRICS,  PSYCHIATRY,  PSYCHOLOGY, 
RADIOLOGY  AND 
URGENT  CARE. 

For  more  information  regarding 
selling  or  buying  a medical  practice, 
contact  our  brokerage  division 
at  The  Health  Care  Group, 

400  GSB  Bldg.,  Bala  Cynwyd,  PA  19004 
or  call  (215)  667-8630. 


mwn 

READY 

FOR  A CHANGE 
OF  PACE? 

The  Air  Force  has  openings  for 
Physician  Specialists.  You  can  enjoy  better 
working  hours,  30  days  of  vacation  with  pay 
each  year  and  a unique  and  enjoyable 
life-style  for  you  and  your  family  while  serving 
your  country,  Ask  a health  professions  recruiter 
about  our  outstanding  pay  and  benefits 
package,  Call 


EMERGENCY 

MEDICINE 


NEW  JERSEY:  400+  bed  community  teaching 
hospital  with  36,000  ED  visits  seeks 
BC/prepared  EM  physician  with  ACLS/ATLS  to 
join  10  member  group.  New  state-of-the-art  ED 
thrives  upon  excellent  physician-nurse-EMT  re- 
lationships, diverse  patient  population/case 
mix,  educational  programs  and  full  departmen- 
tal status.  Located  in  suburban  metropolitan 
NJ  community  with  quick  access  to  Phila.  and 
Atlantic  beaches.  Competitive  remuneration 
based  on  credentials  and  experience.  Remit  CV 
in  confidence  or  contact  Walt  Downing 
(215/363-5600). 


1 


John  Downing  Associates,  Inc. 
Physician  Search  Consultants 


Lionvilie  Commons,  P.O.  Box  452,  Lionvilie.  PA  19353 

V / 


SSgt  Jim  Campbell 
609-667-9208  collect 
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Garfield  NJ:  Doctors  Office  and  Home 


M.  Koribanics 
Realtor 


Four  room  doctors  office  suite  with 
separate  entrance  and  exit.  Adjacent 
apartment  has  entrance  vestibule, 
spacious  living  room,  dining  room, 
large  modern  kitchen,  back  porch. 
Second  Floor:  Three  large  bedrooms 
off  a large  foyer,  master  bath,  lots  of 
closets,  custom  features  throughout. 
This  brick  home  is  well  maintained 
throughout.  Neighborhood  is  stable 
and  active.  Offered  for  $347,000.00. 


(201)  778-1800 
685  Van  Houten  Ave. 
Clifton,  NJ  07013 


“SELLING  PRACTICES 
IS  OUR  BUSINESS’’ 

Want  to  maximize  the  return  on  your  investment?  Before 
you  buy  or  sell,  call  for  an  appraisal  to  assure  the  best 
financial  and  transfer  terms.  We  are  a full  service  prac- 
tice broker,  not  simply  a listing  service.  Since  1981, 
Countrywide  has  been  instrumental  in  helping  hundreds  of 
doctors  like  yourself  buy  and  sell  their  practices.  We  guide 
you  through  the  entire  sales  process  from  initial  meeting 
to  closing.  Our  offices  serve  New  Jersey,  New  York  and 
New  England. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (617)  232-1075  (203)  869-3666 


MwHealih  me. 

Offering  Business  Expertise  to 
Health  Care  Practitioners 

“Your  specialty  is  health  care. 
Ours  is  business. 

Let  us  help  you 
strike  a perfect  balance!” 

7 EAST  MAIN  ST. 
MOORESTOWN,  NJ  08057 
(609)  866-1777 


Liberty 

Healthcare 

Corporatio  n _ 


399  Market  Street,  Suite  400  • Philadelphia,  PA  19106 

RECRUITER 


Energetic,  persuasive  Professional  Healthcare  Admin- 
istrator sought  for  high  demand,  high  reward  position 
in  Physician/Health  Personnel  recruiting  for  National 
Healthcare  firm  headquartered  in  Phila.  Send  letter  or 
resume  to:  Liberty  Healthcare  Corporation,  399  Market 
Street,  Suite  400,  Philadelphia,  PA  19106.  No  calls 
please. 


EMERGENCY  MEDICINE  POSITIONS 

Full/part  time  emergency  medicine  physicians  sought 
by  multi  state  professional  association  for  openings  in 
metropolitan  NY,  PA,  MD,  DC,  FL,  New  England  and 
throughout  U.S.  Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Ste.  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


PRIMARY  CARE  PHYSICIANS 

Multi-state  practice  association  seeks  BE/BC  primary 
care  physicians  for  unique  opportunities  in  PA,  NJ,  New 
England,  MD,  FL,  and  other  areas  of  the  U.S.  Most 
positions  offer  Monday-Friday  8 AM  to  5 PM  schedules 
with  up  to  five  weeks  paid  time  off.  Paid  malpractice. 
Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 
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Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  of 
preceding  month;  Payment 
in  advance;  $5. 00 first  25 
words,  10<P  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word,  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as  five  words. 


AVAILABLE — Experienced,  personable, 
Board  Certified,  Ophthalmologist  in 
practice  same  location  past  12  years. 
Seeks  relocation  to  New  Jersey.  Es- 
pecially Monmouth  or  Ocean  County. 
Interested  in  doing  Medical  Ophthal- 
mology only.  Write  Box  No.  251,  NEW 
JERSEY  MEDICINE. 

NEEDED— Radiologist  to  read  1000 
mammograms  per  year.  Northwest  New 
Jersey.  Write  Box  No.  249,  NEW  JERSEY 
MEDICINE. 

NEEDED— Physicians  for  successful  well 
known  walk-in  medical  office  center  in 
Central,  NJ.  Full  and  part-time.  Skilled 
and  personable.  American  trained  MDs. 
Send  CV  to  Dr.  E.V.  McGinley,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812.  201-968-8900. 

NEEDED— Dermatologist— Sought  by 
Inter  referral  group  in  Ocean  County  New 
Jersey.  Please  reply  to  Box  No.  245,  New 
Jersey  Medicine. 

NEEDED — Internist  and/or  Sub- 
specialists in  Internal  Medicine;  Board 
certified.  Board  eligible  to  join  senior  in- 
ternist in  northern  New  Jersey.  Op- 
portunities and  benefits  offered.  Near 
major  teaching  hospitals.  Opening  avail- 
able now.  Please  contact  Arthur  J. 
Perelman,  MD,  2027  Morris  Avenue, 
Union.  NJ  07083-6013.  1-201-688-2480. 

NEEDED — Oncologist— Sought  by  Inter 
referral  group  in  Ocean  County  New  Jer- 
sey. Please  reply  to  Box  No.  247,  NEW 
JERSEY  MEDICINE. 

NEEDED— Rheumatologist.  Sought  by 
Inter  referral  group  in  Ocean  County. 
Please  respond  to  Box  No.  246.  NEW 
JERSEY  MEDICINE. 

WANTED  TO  BUY— X-ray  machine,  de- 
veloper, x-ray  table,  mammography  sys- 
tem. Write  Box  No.  250,  NEW  JERSEY 
MEDICINE. 


PRACTICE  FOR  SALE— Essex  County.  If 
interested,  please  call  evenings  after  9 
P.M.,  201-226-1681. 

PRACTICE  FOR  SALE — Family  Practice 
involving  considerable  psychotherapy. 
Haddonfield,  N.J.  Physician  retiring 
gross  over  $200, 000/year.  Available  im- 
mediately. Includes  equipment, 
furniture,  practice,  records  and  other 
amenities.  Reply  to  Box  No.  230,  NEW 
JERSEY  MEDICINE. 

PRACTICE  FOR  SALE— Internal  Medi- 
cine/Cardiology. Four  years  old,  grossing 
over  8120,000.  Rapidly  growing  Mid-Jer- 
sey area  Leaving  for  foreign  assignment. 
Reply  to  Box  No.  243,  NEW  JERSEY 
MEDICINE. 

PRACTICE  FOR  SALE— Solo  OB-GYN 
Practice  in  Camden  County.  Thirty  years 
in  same  area  Average  gross  8172,000. 
Call  after  5 p.m.,  609-429-0147. 

PRACTICE  FOR  SALE— ENT  Practice, 
well  established,  38  years  in  busy  Jersey 
shore  area  Call  evenings,  201-872-9337 
or  days,  201-747-0230. 

EQUIPMENT  FOR  SALE— Ultra 
sound— Echocardiogram— machine.  ATL 
Mark  3,  suitable  for  abdominal  and 
pelvic  studies  also.  Strip  chart  recorder 
and  page  printer  included.  810,000.  Tele- 
phone 201-625-1015. 

EQUIPMENT  FOR  SALE- Cryosurgery 
machine  with  2 platinum  tipped  elec- 
trodes and  2 40  pound  C02  cylinders. 
AC.M.I.  shortwave  diathermy  machine 
with  numerous  electrodes  and  pads.  Of- 
fice sized  Castle  autoclave.  Sterilizer  16 
inch.  AC.M.I.  observation  and  operating 
cystoscope  with  numerous  ureteral 
catheters  and  bougies.  Decker  cul- 
doscope.  Picker  x-ray  viewer  14x17,  X-ray 
cassettes  with  screens  (3-14x17, 
3-11x14,  4-10x12),  numerous  surgical 
and  gynecological  instruments.  Bausch 
& Lomb  ophthalmoscopy  and  otoscope. 
National  transformer  for  lights  and 
cautery.  Case  with  5 different  ano  and 
sigmoidoscopes,  Clay-Adams  centrifuge. 
Hanovia  ultraviolet  lamp,  filing  cabinets 
and  instrument  cabinets.  All  equipment 
in  good  condition  and  working  order. 
Contact  Werner  Steinberg.  MD,  P.O.  Box 
325,  Linden,  NJ  07036  or  201-486-4426. 

WEIGHT  LOSS  TUTORIAL— How  to  or- 
ganize a simple  effective,  economical 
weight  loss  program  in  your  office  prac- 
tice. No  fee.  Contact  Allan  Lazar,  MD.  420 
Grand  Avenue,  Englewood,  NJ  07631. 
201-568-3742. 

FOR  SALE— Professional  residential 
home/office.  About  2900  square  feet  liv- 
ing space  and  1300  square  feet  office 
space  (total  4200  square  feet).  Many  ex- 
tras, lovely  neighborhood,  high  growth 
area,  close  to  hospitals  and  15  minutes 
to  the  ocean.  For  sale  by  owner.  Call 
201-286-1698  or  201-244-3500. 

HOME/ OFFICE  FOR  SALE— Large 
home/professional  office  in  Union  Coun- 
ty. NJ.  Ideal  for  MD,  DDS,  Lawyers,  other 
professionals.  Heavy  traffic  on  pro- 
fessional row.  Eight  room  home  and  4>/2 
room  office  on  ground  level.  Contact  Box 
No.  239,  NEW  JERSEY  MEDICINE. 


HOME/OFFICE  FOR  SALE— Tenafly. 
Gracious  New  England  Colonial  with 
three  room  medical  suite  or  additional 
living  space.  Large  rooms,  beamed  ceil- 
ings, 5 fireplaces,  4 bedrooms,  2 full,  2 
half  baths.  Beautifully  landscaped  prop- 
erty in  choice  East  Hill  location.  Close  to 
schools  and  transportation.  Unique  op- 
portunity  at  8775,000.  Call 
201-894-1900  for  more  information. 

SPACE  NEEDED— General  Dentist  look- 
ing to  sublease  space  from  medical  office 
or  go  in  with  MD  and  share  office  space 
in  growing  Howell  area  Please  call 
201-390-5458. 

SPACE  AVAILABLE— Professional 
space,  OB/GYN,  Pediatrician,  ENT,  In- 
ternist Surgeon  (plastic/general)  . . . 
needed  for  multi-specialty  group,  Aber- 
deen/Monmouth County.  Private  offices 
in  large  medical  building  with  Emergi- 
center.  Will  accommodate  to  meet  needs. 
Reasonable  rent.  Located  in  busy  mall. 
Call  201-290-0300,  Drs.  Darden/ 
Shacker. 

SPACE  AVAILABLE— Professional 
space.  Greenwich  Village,  10th  Street  be- 
tween University  Place  and  Broadway. 
Three  rooms  available  in  Doctor's  office; 
Share  large  waiting  room.  Prime  lo- 
cation, street  entrance,  central  air  con- 
ditioning, x-ray.  Call  212-473-2258. 

SUBSPECIALIST— Sublease  Doctor's  Of- 
fice located  near  West  Jersey  & Garden 
State  Hospitals,  RT  73  South,  Evesham 
Commons,  Marlton,  NJ.  Available  now  for 
evenings,  days,  Saturdays.  For  infor- 
mation call  609-778-4222.  Rent  nego- 
tiable. 

OFFICE  SPACE— New  Brunswick  office 
for  rent,  1119  Livingston  Avenue,  comer 
9th  Street.  Call  201-821-0110. 

OFFICE  SPACE— Share  Expenses.  Office 
in  New  Milford,  NJ.  Fully  equipped.  Call 
Dr.  Rhine,  201-836-7722. 

VACATION  RENTAL— Akumal;  Las 
Celosias,  a snorkeler's  idyll,  one  hour 
Cancun;  3 bedrooms,  3 baths,  staff.  Over- 
looks lagoon — Caribbean.  White  sand 
beach,  accredited  diving  school.  Mayan 
mins  nearby.  May-Oct  8900;  Nov. -Apr. 
8 1 1 00/weekly.  Also  San  Cristobal  Las 
Casas,  Mexico:  El  Jacarandal.  enchant- 
ing guest  house  overlooking  Spanish  col- 
onial town.  Indian  villages,  markets. 
Three  excellent  meals,  good  horses,  open 
bar,  S90/person/day.  Write;  Wood,  Calle 
Comitan  #7,  San  Cristobal  Las  Casas, 
Chiapas,  Mexico.  Call;  011-52-967- 
81065. 

VACATION  RENTAL— British  Virgin 
Islands  (Virgin  Gorda).  Elegant  new  villa 
directly  on  own  private  snorkeling  beach, 
spectacular  panoramic  view  of  North 
Sound  including  Bitter-End  (dive  school, 
etc.)  Perfect  weather  year  round.  3 
bedrooms,  2 baths,  magnificent  Liv- 
ingroom,  wrap  around  deck,  full  modem 
kitchen,  microwave,  dishwasher,  washer- 
dryer.  (Staff,  provisioning,  marina  res- 
taurant, fishing,  pool,  tennis,  car  avail- 
able.) 81,890  week.  Call  609-921-7872. 
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WE  SCHEDULE  LITHOTRIPSY  FOR 
THE  PATIENTS  CONVENIENCE 

AND  YOURS. 


The  Mid' Atlantic  Kidney 
Stone  Center  is  proud  of  its 
prompt  and  convenient 
scheduling.  Depending  on 
the  urgency  of  the  situation, 
your  patient  will  undergo 
lithotripsy  treatment 
promptly,  usually  within  one 
week  of  referral.  In  urgent 
cases,  we  combine  evalua' 
tion  and  treatment  on  the 
same  day. 


In  our  nearly  two  years  of 
practice  as  a lithotripsy  serv- 
ice,  we  have  treated  more 
than  2000  patients,  gaining 
the  confidence  of  referring 
physicians  in  New  Jersey, 
Eastern  Pennsylvania, 
metropolitan  New  York, 
and  Delaware. 

Your  relationship  with 


THE  MIO-ATLANTIC 
KIDNEY  STONE  CENTER 


your  patient  is  important  to  li 
us  and  you’ll  find  that  our 
experience,  prompt  schedul- 
ing, and  personalized  care  is 
a welcome  benefit.  To  find 
out  more  about  our  service, 
or  how  you  can  obtain  staff 
privileges  at  the  Mid'Atlan- 
tic  Kidney  Stone  Center, 
call  (609)  983'7337. 

Outside  of  New  Jersey,  call 
(800)  53'LITHO. 


A UTHOTRIPTER  SERVICE 
One  Brick  Road , Suite  103 
Marlton,  NJ  08053 

Managed  by  MEDIQ  Healthcare  Resources,  Inc. 
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Do  Not  Substitute 


2 mg  5 mg  10  mg 


The  One  You  Know  Best 


Are  you  writing  only 
half  a prescription  for  it? 


Be  sure  to  write  a complete  prescription. 

Specify  "Do  not  substitute.” 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


Copyright  © 1987  by  Roche  Products  Inc. 

All  rights  reserved. 


State  flag  of  New  Jersey 


Flag  It. 

To  complete  your  prescription, 
be  sure  to  sign  on  the  right, 
on  the  “ Do  Not  Substitute”  line. 

This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


scored  tablets 

2 mg  5 mg  10  mg 

The  one  you  know  best. 


The  cut  out  "V”  design  is  a registered  trademark 
of  Roche  Products  Inc. 
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E & W BLANKSTEEN  AGENCY,  IN 


The  Medical  Society  of  New  Jersey  Endorsed  Pla 

providing  LOW  COST  . HIGH  QUALITY 
TIME  PROVEN  PLANS 

■ Disability  Income 

■ Comprehensive  Hospitalization 

■ Major  Medical 

■ Umbrella  Major  Medical 

■ Hospital  Cash  Allowance 

■ High  Limit  Accident 

■ Term  Life  Insurance 

■ Professional  Overhead  Expense 

■ Group  Keogh  Plans 


THE 

LANKSTEEN 

COMPANIES 


161  WILLIAM  STREET 
NEW  YORK.  NY  10038 
(212)  732-9435 

75  MONTGOMERY  STREET 
JERSEY  CITY.  NJ  07302 
(800)  BLANK- AG 
(201)  333-4340 


BLANKSTEEN 

BROKERAGE  CORPORATIOl 


HOMEOWNERS 

■ Valuable  Items 

■ Scheduled  Items 

■ Workers  Compensation 

■ Mortgage  Coverage 

■ Umbrella  Liability 

OFFICE 

■ Comprehensive  Package 

■ Employee  Statutory  Coverage 

■ Employee  Benefits 

, 


BLANKSTEEN  ECONOMIC 
SERVICES  CORPORATION 


■ Pension  Plans 

■ Annuities 

■ Permanent  Life  Plans 

■ Computerized  Einancial  Planning 


OVER  2000  PATIENTS 
AND  THEIR  PHYSICIANS  HAVE 
USED  OUR  LITHOTRIPTER  SERVICE. 


In  a field  where  experience  is 
often  measured  in  days  or  months, 
the  Mid- Atlantic  Kidney  Stone 
Center  stands  apart.  With  nearly 
two  years  of  expertise  as  a litho- 
tripsy service,  we  have  treated 
more  than  2000  kidney  stone  pa- 
tients resulting  in  a high  degree  of 
confidence  hy  referring  physi- 
cians in  New  Jersey,  Eastern 
Pennsylvania,  metropolitan 
New  York,  and  Delaware. 

Our  concern  for  the  patient’s 
well-being  is  central  to  our  con- 


cept of  good  patient  care.  Our  pro- 
fessional staff  prepares  the  patients 
for  every  aspect  of  treatment  with 
warmth  and  understanding.  We 
spend  a great  deal  of  time  with  pa- 
tients to  reassure  them  and  explain 
the  procedure.  And  patients  appre- 
ciate the  personalized  care  of  the 
Mid-Atlantic  Kidney  Stone  Center. 

Our  relationship  with  referring 
physicians  ensures  quality  care  by 
providing  timely  communica- 


THE  MID-ATLANTIC 
KIDNEY  STONE  CENTER 

A LITHOTRIPTER  SERVICE 
One  Brick  Road,  Suite  103 
Marlton,  NJ  08053 


tions  during  your  patient’s  treat- 
ment. In  addition,  we  are  avail- 
able 24  hours  a day  for  pre-  and 
post-treatment  consultation.  We 
believe  this  cooperation  between 
the  referring  urologist  and  the 
staff  at  Mid-Atlantic  is  essential 
to  effective  treatment  and  recov- 
ery. To  find  out  more  about  our 
service,  or  to  obtain  staff  privi- 
leges at  the  Mid-Atlantic  Kidney 
Stone  Center,  call  (609)  983- 
7337.  Outside  of  New  Jersey, 
call  (800)  53-LITHO. 


Managed  by  MEDIQ  Healthcare  Resources,  Inc. 
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vve  re  piuiin^ 

back  together. 


As  a physician  you’ve  probably  seen 
it.  A family’s  struggle  against  alcohol  or 
drugs.  A man  or  woman  afraid  to  ask  for  help 
in  dealing  with  depression.  A young  girl  hid- 
ing an  eating  disorder  behind  a smiling  face 
or  popular  personality. 

At  the  Carrier  Foundation,  we  work  with 
physicians  in  treating  troubled  adolescents 
and  adults.  Unlike  most  general  hospitals, 
all  our  resources  are  dedicated  to  this 
mission.  And  have  been  for  more  than 
seventy-five  years. 


Carrier  Foundation 

Belle  Mead.  New  jersey  08502 


Recognized  by  all  major  insurance  com- 
panies. Carrier  is  a private,  non-profit 
psychiatric  hospital  providing  both  inpatient 
and  outpatient  programs.  Some  of  Carrier’s 
specialized  programs  include:  addiction 
recovery  service,  adolescent  program,  affec- 
tive disorders  program,  behavioral  therapy, 
eating  disorders  program,  family  therapy, 
geriatric  program  and  women’s  program. 
For  more  information,  call  the  Carrier 
Foundation  at  1-800-223-0207.  The  Carrier 
Foundation.  Were  putting  lives  back  together. 
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□st  of  the  sun. 

Zest  of  the  moon. 


A place  to  live  your  fantasies. 

A place  to  free  your  soul. 

To  cozy  up  to  the  Caribbean  sun. 
To  donee  among  o thousand  stars 
to  the  rhythms  of  steel  drums. 

To  ploy  on  sparkling  white  and 
pink  sand  beaches. 

To  discover  the  underwater 
paradise  of  the  reefs. 

To  find  a new  friend  and  shore  the 
intimacies  of  o sensuous  night. 

To  come  olive  and  live. 

To  remember  for  o lifetime. 

6 days  and  6 nights.  From  $625. 

Reservations  toll  free 

1-800-327-2600 

In  Florida  305/373-2090. 

Windjammer 
Barefoot  Cui/er 

Post  Office  Box  120. 

Miami  Beach,  Florida  33119. 


There’s  never  been  a better  time  for  her.. 
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Proven  benefits  beyond  refief 
of  vasomotor  symptoms 


md  PREMARIN 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis1  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  tenn  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.2 


PREMARIN* 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms 

Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms  and 
for  osteoporosis 

PREMARIN 

(conjugated  estrogens  tablets) 

fe,.  PREMARIN  fl  SfeB 

MWMjVt  MMgJjV  1.25 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN'  Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN'  Brand  of  conjugated  estrogens  Vaginal  Cream.  In  a nonliquelylng  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-controlled  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  tor  more  than  one  year  This  risk  was  independent 
ot  the  other  known  risk  (actors  tor  endometrial  cancer  These  studies  are  lurther  supported  by  the  linding 
that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  difterent  areas  of  the 
United  Slates  with  population-based  cancer  reporting  systems,  an  increase  which  may  he  related  to  the 
rapidly  expanding  use  ol  estrogens  during  the  last  decade  The  three  case-controlled  studies  reported  that 
the  risk  ot  endometrial  cancer  in  estrogen  users  was  about  4 5 lo  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  ot  these  findings,  when 
estrogens  are  used  tor  the  treatment  ol  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment 
is  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  tor  continued  therapy  Although  Ihe  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ot  low  doses  ol  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  ol  all  women  taking 
estrogens  is  important  In  all  cases  ot  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  oul  malignancy  There  is  no  evidence  al  present 
that  "natural  estrogens  are  more  or  less  hazardous  than  synthetic"  estrogens  at  equi-estrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ot  female  sex  hormones,  both  estrogens  and  progeslogens,  during  early  pregnancy  may  seriously 
damage  the  offspring.  It  has  been  shown  that  females  exposed  in  utero  lo  diethylstilbestrol,  a nonsteroidal 
estrogen,  have  an  increased  risk  ot  developing,  in  later  lite,  a torm  ot  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures 
Furthermore,  a high  percentage  ol  such  exposed  women  (Irom  30%  lo  90%)  have  been  lound  to  have 
vaginal  adenosis,  epithelial  changes  ot  Ihe  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ol  malignancy  Although  similar  data  are  not  available 
with  Ihe  use  ot  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  hear!  delects  and  limb-reduction  delects  One  case-controlled  study 
estimated  a 4 7-lold  increased  risk  ot  limb-reduction  detects  in  infants  exposed  in  utero  to  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  attempted  treatment  lor  threatened 
abortion)  Some  ol  these  exposures  were  very  short  and  involved  only  a lew  days  ot  treatment  The  data 
suggest  that  Ihe  risk  ot  limb-reduction  detects  in  exposed  letuses  is  somewhat  less  than  1 per  1.000  In  the 
past,  temale  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion  There  is  considerable  evidence  that  estrogens  are  mellective  tor  these  indications,  and  there  is  no 
evidence  from  well-controlled  studies  that  progeslogens  are  effective  lor  these  uses  It  PREMARIN  is  used 
during  pregnancy,  or  it  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ot  the 
potential  risks  to  the  tetus,  and  the  advisability  ol  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  ol  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  ol  material  derived  Irom  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  ol  17a-estradiol, 
equilenm.  and  17a-dihydroequilenin  as  salts  ot  their  sulfate  esters  Tablets  are  available  in  0 3 mg  0 625  mg  0 9 
mg,  1.25  mg,  and  2.5  mg  strengths  of  conjugated  eslrogens.  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE;  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderale-lo-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  eslrogens  are  ettective  lor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass)  Atrophic  vaginitis  Kraurosis  vulvae  Female  castration 

PREMARIN  (conjugated  eslrogens)  Vaginal  Cream  is  indicated  in  ihe  treatment  ol  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  ettective  dose  appropriate  tor  Ihe  specific  indication  should  be 
utilized  Studies  ol  the  addition  ol  a progestin  lor  7 or  more  days  ot  a cycle  ol  estrogen  administration  have 
reported  a lowered  incidence  ol  endometrial  hyperplasia  Morphological  and  biochemical  studies  ol  Ihe 
endometrium  suggest  that  10  to  13  days  ot  progestin  are  needed  lo  provide  maximal  maturation  ot  the 
endometrium  and  lo  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  Irom  endometrial 
carcinoma  has  not  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  of  progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  ol  progestin  and 
dosage  may  be  important,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  eftects. 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  Ihe  following  conditions 
1 Known  or  suspected  cancer  ot  the  breast  except  in  appropriately  selected  patients  being  treated  tor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ol  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ot  breast  or  prostalic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  ol  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  of  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  ot  surgically  contirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens 

Adverse  eltects  ot  oral  contraceptives  may  be  expected  at  the  larger  doses  ot  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ot  thrombosis 
in  men  receiving  estrogens  lor  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke  and 
myocardial  infarction  Cases  ot  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ol  poslsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ol  oral  contraceptives  It  feasible,  estrogen  should  be  discontinued  al  least  4 weeks  before 
surgery  ol  the  type  associated  with  an  increased  risk  ot  thromboembolism,  or  during  periods  ot  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated 
estrogens  per  day),  comparable  to  those  used  to  treat  cancer  ol  Ihe  prostate  and  breast,  have  been  shown  to 
increase  the  risk  of  nontatal  myocardial  infarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  ol 
this  size  are  used,  any  ol  the  thromboembolic  and  thrombotic  adverse  eltects  should  be  considered  a clear  risk 
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Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ot  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ol  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breasi  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  lo  the 
initiation  ol  any  estrogen  Iherapy  with  special  reference  to  blood  pressure,  breasts,  abdomen  and  pelvic  organs 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  pertormed  Conditions  influenced  by  tluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding  I 
maslodynia,  etc  Prolonged  administration  ol  unopposed  eslrogen  Iherapy  has  been  reported  to  increase  the  risk 
ol  endometrial  hyperplasia  in  some  patients.  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  ol  mental  depression  Patients  with  a history  ot  depression  should  be  carefully  observed  Pre-existing  ! 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  It  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  Ihe  cause  is  investigated  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  function,  renal  insufticiency,  metabolic  bone  diseases  associated  with  hypercalcemia, 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  It  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  eltects  on  carbohydrate  and  lipid  metabolism 
The  lollowmg  changes  may  be  expected  with  larger  doses  ot  estrogen 
a Increased  sultobromophthalein  retention 

b Increased  prothrombin  and  laclors  VII,  VIII.  IX.  and  X;  decreased  antithrombin  3.  increased  norepinephrine- 
induced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG.  tree  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  lo  metyrapone  test 
g Reduced  serum  lolate  concentration, 
h Increased  serum  triglyceride  and  phospholipid  concentration 

As  a general  principle,  the  administration  ot  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  ot  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
Ihe  Irequency  ol  carcinomas  ot  Ihe  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-controlled 
study  ol  postmenopausal  women  there  was  no  increase  in  risk  ot  breasi  cancer  with  use  ot  conjugated  estrogens 
ADVERSE  REACTIONS:  The  lollowmg  have  been  reporled  with  estrogenic  therapy,  including  oral  con- 
traceptives breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like 
syndrome,  amenorrhea  during  and  alter  treatment,  increase  in  size  ol  uterine  fibromyomata;  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  ol  cervical  secretion,  cystitis-like  syndrome,  tenderness,  enlargement, 
secretion  (ol  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice;  chloasma  ot 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  multitorme,  erythema  nodosum,  hemorrhagic 
eruption,  loss  ot  scalp  hair,  hirsutism,  steepening  ot  corneal  curvature,  intolerance  to  contact  lenses,  headache, 
migraine,  dizziness,  menial  depression,  chorea,  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance, 
aggravation  ol  porphyria;  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  lemales 

DOSAGE  AND  ADMINISTRATION 

PREMARIN'  Brand  ot  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only.  For  treatment  ol  moderate-to-severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  Ihe  menopause  (0  3 mg  to  1 25  mg  or  more  daily)  The  lowest  dose 
lhal  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  oft)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Osteoporosis  Female  castration  Osteoporosis —0  625  mg  daily  Administration  should  be 
cyclic  (eg,  three  weeks  on  and  one  week  oft).  Female  castration— 1 25  mg  daily,  cyclically  Adjust  upward  or 
downward  according  to  response  ot  Ihe  patient  For  maintenance,  adjust  dosage  lo  lowest  level  that  will  provide 
effective  control 

Patients  with  an  intact  uterus  should  be  monitored  lor  signs  ot  endometrial  cancer  and  appropriate  measures 
taken  to  rule  oul  malignancy  in  the  event  ol  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN'  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  Irealment  ol  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 


Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oil). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-  to  six-month  intervals 
Usual  dosage  range  2 g to  4 g daily,  iniravaginally.  depending  on  the  severity  of  Ihe  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  tor  signs  ot  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  Ihe  event  ot  persistent  or  recurring 
abnormal  vaginal  bleeding 
References: 

1.  Lindsay  R,  Hart  DM,  Clark  DM  The  minimum  ettective  dose  ol  eslrogen  lor  prevention  ot  postmenopausal  i 
bone  loss  Obslel  Gynecol  mA. S3  759-763  2.  Studd  JWW,  Thom  MH,  Paterson  MEL  et  al  The  prevention  and  ] 
treatment  ol  endometrial  pathology  in  postmenopausal  women  receiving  exogenous  eslrogens  in  Pasetlo  N,  j 
Paoletti  R,  Ambrus  JL  (eds):  The  Menopause  and  Postmenopause  Lancaster,  England  MTP  Press  Ltd  i960, 
chap  13 
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Dr.  and  Mrs.  Micale  and  their  daughter  Jo  Anne 
(center)  were  all  active  participants  at  the  recent  AMA 
meeting  in  Chicago.  Dr.  Micale  is  Treasurer  of  the 
Medical  Society  of  New  Jersey  and  an  alternate  del- 
egate at  the  AMA  Convention.  Mrs.  Edith  Micale  is  a 
delegate  to  the  AMA  Auxiliary  as  well  as  the  Cor- 
responding Secretary  and  Legislation  Chairman  of  the 
Medical  Society  of  New  Jersey  Auxiliary.  Miss  Jo  Anne 
Micale  is  a delegate  to  the  Medical  Student  Section  of 
the  AMA  and  a sophomore  at  the  University  of  Chi- 
cago— The  Pritzker  Medical  School. 

PHYSICAL  FITNESS  AND  THE  YOUNG  ATHLETE 

The  Committee  on  Medical  Aspects  of  Sports  will 
present  a program,  "Physical  Fitness  and  the  Young 
Athlete,"  on  October  7,  1987,  at  the  Medical  Society  of 
New  Jersey  in  Lawrenceville.  Beginning  at  8:30  A.M.. 
this  presentation  will  feature  an  array  of  speakers  ad- 
dressing topics  including:  the  current  status  of  physi- 
cal fitness  in  school-age  children,  a review  of 
preparticipation  physicals,  shoulder  injuries,  weight 
lifting  in  adolescents,  the  National  Athletic  Trainer’s 
Association  study  on  high  school  football  injuries,  and 
a statement  from  the  Governor's  Council  on  Physical 
Fitness.  A panel  discussion  with  participating 
speakers  will  conclude  the  program.  Physicians,  school 
administrators,  athletic  directors,  coaches,  nurses,  and 
trainers  are  welcome  to  attend.  For  additional  infor- 
mation and  a registration  form,  please  contact  MSNJ 


at  (609)  896- 1 766.  The  deadline  for  registration  is  Sep- 
tember 28.  1987. 

CERTIFICATE  OF  REGISTRATION— C.D.S. 

The  Division  of  Narcotic  and  Drug  Abuse  Control 
has  advised  the  Medical  Society  of  New  Jersey  that  a 
transfer  of  its  house  computer  and  data  processing 
center  to  University  Plaza  on  Quakerb ridge  Road,  Law- 
renceville, has  resulted  in  a two-month  delay  in  mail- 
ing out  renewal  applications.  As  you  can  well  imagine, 
a move  of  this  magnitude  and  the  start-up  of  a new 
computer  system  is  not  without  its  problems.  A letter 
was  sent  to  all  hospital  credentialing  offices  alerting 
them  that  there  would  be  a delay.  The  Department  of 
Health  and  the  Medical  Society  of  New  Jersey  ask  you 
for  your  indulgence  and  consideration.  The  Division  is 
doing  all  it  can  to  alleviate  the  problem. 

TORT  REFORM  STALLED  BY  SENATE 
JUDICIARY  COMMITTEE 

On  June  20.  1987,  the  Senate  Judiciary  Committee 
effectively  scuttled  professional  liability  tort  reform  by 
refusing  to  act  on  S-281  (provides  a three-year  statute 
of  limitations)  and  S-2706  (provides  for  structured  set- 
tlements in  cases  with  more  than  8200,000  in  future 
damages).  Every  member  should  call  and  write  the 
members  of  the  Judiciary  Committee  and  strongly 
urge  them  to  give  favorable  consideration  to  these  bills. 
This  legislation  is  modest  in  scope  and  is  reasonable: 
it  is  absolutely  necessary  if  we  are  to  avoid  the  types 
of  events  occurring  in  Massachusetts  and  Florida  If 
doctors  do  not  make  these  contacts,  the  effort  will  be 
lost. 

MSNJ  SUES  THE  STATE  BOARD  OF 
PHYSICAL  THERAPY 

The  State  Board  of  Physical  Therapy  adopted  regu- 
lations which  allow  therapists  to  exam  and  to  instruct 
patients  without  physician  direction  and  to  modify 
physician  treatment  orders  if  the  therapist  believes  the 
modifications  are  consistent  with  the  doctor's  intent 
The  Medical  Society  of  New  Jersey  has  filed  suit  on 
these  proposals  which  counsel  believes  are  clearly  un- 
lawful and  a usurpation  of  legislation  function  by  the 
regulatory  board. 

FENI 

“It  is  easier  to  swallow  angry  words  than  to  eat 
them.” 
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ATTENDANCE  AT  BOARD  OF  TRUSTEES’  MEETINGS:  COUNTY  AND  SPECIALTY  SOCIETIES, 
ACADEMY  OF  MEDICINE  OF  NEW  JERSEY,  AND  MSNJ  AUXILIARY 


Atlantic  County 

January  18 
February  1 5 
April  12 


Fred  H.  Miller,  M.D.,  President 
Terry  A Johnston,  M.D. 

John  C.  Baker,  M.D.,  Past-President 
Fred  Weber.  M.D.,  President-Elect 


Burlington  County 

January  1 8 Peter  A Lodewick,  M.D. 

Charles  J.  Moloney.  M.D. 
March  15  Irving  P.  Ratner,  M.D. 

April  12  Charles  J.  Moloney,  M.D. 

April  29  Charles  J.  Moloney.  M.D. 


Ocean  County 

January  18 
February  15 


March  15 
April  12 


David  M.  MacPeek,  M.D. 

Ira  J.  Holzman.  M.D.,  Assistant  to 
President 

Ian  D.  Samson,  M.D.,  President 
Ira  J.  Holzman,  M.D.,  Assistant  to 
President 

Ira  J.  Holzman,  M.D.,  Assistant  to 
President 


Sussex  County 

March  1 5 Roland  E.  Johnson,  M.D..  President 


Camden  County 

March  1 5 Joseph  A Riggs.  M.D. 

Ralph  A Skowron,  M.D.,  Vice-President 
April  12  Joseph  A Riggs,  M.D. 

Cumberland  County 

February  15  Gerald  S.  Packman,  M.D.,  President-Elect 

Essex  County 

February  1 5 Harvey  P.  Yeager,  M.D. 

April  29  George  L.  Benz,  M.D.,  Secretary 

Arthur  Ellenberger,  Executive  Secretary 


Union  County 

January  18 
February  15 

March  15 

April  12 

April  29 


May  3 


Irene  RosenthaL  Executive  Director 
Frank  R Romano,  Sr..  M.D. 

Irene  Rosenthal,  Executive  Director 
Frank  R Romano,  Sr„  M.D. 

Irene  Rosenthal,  Executive  Director 
Frank  R Romano,  Sr.,  M.D. 

Irene  Rosenthal,  Executive  Director 
Andrea  Maniscalco 
Frank  R Romano.  Sr.,  M.D. 

Irene  Rosenthal,  Executive  Director 
Robert  L.  Wegryn,  M.D.,  President-Elect 


Gloucester  County 

January  18  Churchill  L.  Blakey.  M.D. 
February  15  Churchill  L.  Blakey,  M.D. 
March  15  Churchill  L.  Blakey,  M.D. 

April  12  Churchill  L.  Blakey,  M.D. 

April  29  Churchill  L.  Blakey.  M.D. 


Hudson  County 

January  1 8 
February  15 

March  15 

April  12 

April  29 


Charles  L.  Cunniff,  M.D. 

Charles  L.  Cunniff.  M.D. 

Francis  A Deitmaring,  M.D.,  President 
Charles  L.  Cunniff,  M.D. 

Francis  A Deitmaring,  M.D.,  President 
Francis  A Deitmaring,  M.D.,  President 
Joseph  N.  Micale,  M.D. 

John  J.  Crosby,  Jr.,  M.D. 

Charles  L.  Cunniff,  M.D. 

Joseph  N.  Micale,  M.D. 


Mercer  County 

January  18 

February  15 
March  15 
April  12 
April  29 
May  3 


Joey  Huddy,  Executive  Secretary 
Leroy  H.  Hunninghake,  M.D.,  President 
Leroy  H.  Hunninghake,  M.D.,  President 
Linda  L.  McGhee 
Linda  L McGhee 
Louis  G.  Fares,  M.D. 

Louis  G.  Fares,  M.D. 


Middlesex  County 

January  18 
March  15 
April  12 
April  29 
May  3 


Mary  Alice  Bruno,  Executive  Director 
John  D.  Slade,  M.D. 

Mary  Alice  Bruno,  Executive  Director 
Mary  Alice  Bruno,  Executive  Director 
Mary  Alice  Bruno,  Executive  Director 


Monmouth  County 

January  18  Angelo  J.  Lopano,  M.D.,  President 
February  15  Angelo  J.  Lopano,  M.D.,  President 
March  15  Natalio  Damien,  M.D.,  President-Elect 
Patricia  Klemm.  Executive  Secretary 
April  29  Patricia  Klemm.  Executive  Secretary 


Morris  County 

March  15  Michael  R Henderson,  M.D.. 

President-Elect 


Warren  County 

January  18 

February  15 

March  15 

April  29 
May  3 


Robert  Emery,  M.D.,  President 
Joseph  P.  Murphy.  M.D. 
Robert  Emery,  M.D.,  President 
James  H.  Spillane,  M.D. 

Robert  Emery,  M.D.,  President 
James  H.  Spillane,  M.D. 

James  H.  Spillane,  M.D. 

James  H.  Spillane,  M.D. 


Allergy  Society  of  New  Jersey 

January  18  M.H.  Amir  Zanjanian,  M.D., 
President-Elect 

April  12  Angelo  S.  Salanitro,  M.D.,  President 

May  3 M.H.  Amir  Zanjanian.  M.D., 

President-Elect 


New  Jersey  Chapter,  American  College  of  Emergency 
Physicians 

February  1 5 Rudolf  E.  Schwaeble.  M.D. 

March  15  Rudolf  E.  Schwaeble,  M.D. 

April  12  Rudolf  E.  Schwaeble,  M.D. 


The  New  Jersey  Academy  of  Family  Physicians 

January  18  George  L.  Triebenbacher,  M.D. 
February  15  S.  Thomas  Carter,  Jr.,  M.D. 

George  L.  Triebenbacher,  M.D. 
March  15  George  L.  Triebenbacher,  M.D. 
April  12  S.  Thomas  Carter,  Jr.,  M.D. 

April  29  S.  Thomas  Carter,  Jr.,  M.D. 

George  L.  Triebenbacher,  M.D. 


New  Jersey  Society  of  Internal  Medicine 

February  15  Frank  J.  Malta,  M.D. 

Huerta  C.  Neals,  M.D.,  President 
March  15  Huerta  C.  Neals,  M.D.,  President 


New  Jersey  Association  of  Medical  Specialty  Societies 

February  1 5 Frank  J.  Malta  M.D. 

New  Jersey  Medical  Women's  Association 

April  12  Nicole  E.  Cohen-Addad.  M.D., 

President-Elect 


New  Jersey  Obstetrical  and  Gynecological  Society 

January  18  John  D.  Franzoni,  M.D. 
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February  15 
March  15 
April  12 


John  D.  Franzoni,  M.D. 
John  D.  Franzoni,  M.D. 
John  D.  Franzoni.  M.D. 


New  Jersey  Academy  of  Ophthalmology  and  Otolaryngology 

Januaiy  18  William  J.  Kustrup.  President-Elect 
March  15  William  J.  Kustrup.  President-Elect 

The  New  Jersey  Society  of  Pathologists 

January  18  Frank  Campo.  M.D.,  President 
February  15  Frank  Campo,  M.D..  President 
April  29  Frank  Campo.  M.D.,  President 

The  New  Jersey  Society  of  Plastic  and  Reconstructive 
Surgeons 

April 29  Robert  M.  Olson,  M.D.,  Vice-President 

New  Jersey  Psychiatric  Association 

January  18  John  C.  Patterson,  M.D.,  Liaison 
March  1 5 John  C.  Patterson.  M.D.,  Liaison 
April  12  John  C.  Patterson,  M.D.,  Liaison 

New  Jersey  Rheumatism  Association 

January  18  William  E.  Ryan,  M.D.,  Liaison 
February  15  William  E.  Ryan,  M.D.,  Liaison 
March  15  William  E.  Ryan,  M.D.,  Liaison 

April  29  William  E.  Ryan,  M.D.,  Liaison 

May  3 William  E.  Ryan,  M.D.,  Liaison 

New  Jersey  Chapter,  American  College  of  Surgeons 

January  18  Roy  A Morrow,  M.D.,  President 

February  15  Roy  A.  Morrow,  M.D.,  President 

April  1 2 Roy  A Morrow,  M.D.,  President 


The  Society  of  Surgeons  of  New  Jersey 

February  1 5 Alfred  O.  Davies,  M.D.,  President 
April  12  Elmer  L.  Grimes,  M.D..  President-Elect 

April  29  Elmer  L.  Grimes,  M.D.,  President-Elect 

New  Jersey  Society  of  Thoracic  Surgeons 

January  1 8 Joseph  J.  Amato,  M.D.,  President 

March  1 5 Joseph  J.  Amato,  M.D.,  President 

The  Vascular  Society  of  New  Jersey 

February  1 5 Ian  D.  Samson,  M.D.,  President 

Academy  of  Medicine  of  New  Jersey 

January  1 8 Ronnie  A Davidson,  M A,  Ed.D. 

Sherman  Garrison,  M.D. 

Charles  J.  Heitzmann,  Executive  Director 
Arthur  Krosnick,  M.D.,  President 
February  15  Sherman  Garrison,  M.D. 

Charles  J.  Heitzmann,  Executive  Director 
March  15  Ronnie  A Davidson,  M A,  Ed.D. 

Sherman  Garrison,  M.D. 

Charles  J.  Heitzmann,  Executive  Director 
April  12  Ronnie  A Davidson,  MA,  Ed.D. 

Arthur  Krosnick,  M.D.,  President 
April  29  Sherman  Garrison,  M.D. 

Arthur  Krosnick,  M.D.,  President 

Medical  Society  of  New  Jersey  Auxiliary 

February  15  Mrs.  Grace  H.  Holdcraft,  President 
March  15  Mrs.  Grace  H.  Holdcraft,  President 

April  29  Mrs.  Bemardine  N.  Moloney,  Fellowette 

May  3 Mrs.  Leonard  Hagan,  President 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S. 

(ampicillin-susceptible) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor  * (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  IDiplococcus  pneumoniae j.  Haemoph 
ilus  mfluen/ae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO 
SPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  ANO  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  ditticile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


(ampicillin-resistant) 


ment  should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor’  (cefaclor  Lilly)  occurs,  the  drug  should  be  discontinued 
and  it  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermtection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Cllmtest* 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


pneumoniae,  S. 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  (cefaclor,  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20,  0 21  and  0.16  mcg/ml  at  two 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is*administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 

Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


pyogenes 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis  : 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  itt 
clinical  laboratory  test  results  have  been  reported  Although  thq 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as  V 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count,  1 
predominantly  lymphocytosis  occurring  in  infants  and  young  ! 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  th»  j 
1 in  5001  or  abnormal  urinalysis  (less  than  1 in  200) 

(061782RI 1 


Note  Ceclor’  (cefaclor,  Lilly)  is  contraindicated  in  patients  I 
with  known  allergy  to  the  cephalosporins  and  should  be  given  ' j 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
© 1984  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  reQuest  from 
Eli  Lilly  and  Company 
Indianapolis  Indiana  46285 
Eli  Lilly  Industries.  Inc 
Carolina  Puerto  Rico  00630 
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Professional  Liability 
Commentary* 

The  Nature  of 
Malpractice  Claims 


GAO  Study;  Child  Bom  to  Heroin  Addict; 
Comments  on  Confidentiality;  Comments 
on  Statute  of  Limitations 


CLEARER  PICTURE  OF  NATURE  OF  MALPRACTICE 
CLAIMS  EMERGES  FROM  NEW  GAO  STUDY 

The  fourth  in  a series  of  five  medical  malpractice 
studies  being  conducted  for  Congress  by  the  General 
Accounting  Office  was  released  in  April  at  a Washing- 
ton, D.C.  press  conference.  The  report  contains  an 
analysis  of  73,472  claims.  While  there  are  no  real  sur- 
prises in  the  results,  there  is  further  documentation 
for  conclusions  reached  by  observers  of  the  medical 
malpractice  scene  in  recent  years. 

For  example,  the  report  substantiates  the  fact  that 
large  claims  represent  only  a small  percentage  of  those 
filed  (9  percent)  but  consume  61  percent  of  total  pay- 
outs, according  to  said  project  director  Susan  Kladiva 
The  health  care  community  and  the  liability  insurance 
industry  may  know  this,  the  GAO  staffer  said,  but  it 
may  be  news  to  Congress. 

The  massive  GAO  study  is  the  first  comprehensive 
nationwide  data  collected  on  medical  malpractice 
claims  in  a given  year  since  1978,  when  the  National 
Association  of  Insurance  Commissioners  concluded  its 
claims  analyses  for  the  years  after  1975.  The  GAO  drew 
73,472  claims  closed  with  and  without  payment  from 
a defined  universe  characteristic  of  the  entire  nation. 

"This  allowed  us  to  project  results  to  be  representa- 
tive of  results  and  characteristics  of  the  102  insurers 
writing  professional  liability  insurance  in  1983,"  Ms. 
Kladiva  said. 

The  GAO  study  looks  at  data  on  claims  frequency, 
payments  to  plaintiffs,  defense  costs,  plaintiff  at- 
torneys’ fees,  severity  of  injury,  place  where  injuiy  oc- 
curred, types  of  health  providers  involved,  length  of 
time  to  resolve  claims,  number  of  physicians  with  more 


than  one  claim  against  them,  credentials  of  physicians 
with  claims,  and  information  on  insurers’  loss  adjust- 
ment expenses.  The  report  is  structured  in  a question- 
and-answer  format.  Here  are  some  findings: 

• Of  1984  claims  studies,  56.7  percent  were  closed 
with  payment,  and  43.3  percent  were  closed 
without  payment. 

• Median  payment  was  $18,000  and  average  pay- 
ment was  $80,741  but  the  payment  range  was 
from  $1  to  $2.5  million. 

• There  was  80.5  percent  of  claims  from  in-hospital 
settings  and  12.6  percent  from  physicians’  offices. 

• There  was  a wide  variation  in  range  of  payments 
for  similar  injuries.  For  example,  greatest  dif- 
ferences were  shown  in  payments  for  “grave  per- 
manent total  disabilities”  which  ranged  from 
$10,000  to  $2.47  million. 

• Obstetricians/gynecologists  and  general  surgeons 
most  often  were  named  in  claims.  Orthopedic  sur- 
geons and  internists  were  the  third  and  fourth 
most  frequently  named  physicians  in  claims. 

• Previous  claims  were  filed  against  41.9  percent  of 
physicians. 

• Of  U.S.  physicians,  52  percent  were  board  certified 
in  1981;  51  percent  of  physicians  with  closed 
claims  in  1984  were  board  certified.  However,  no 
information  on  the  status  of  another  35  percent 
was  available. 

The  GAO  study  found  that  insurers  spent  $807 
million  to  investigate  and  defend  all  claims  closed  in 
1984  and  that  companies’  indemnity  payments  totaled 
about  $2.6  billion.  Plaintiff  attorneys’  fees  represented 
from  31  percent  to  40  percent  of  the  expected  value 
of  indemnity  payments.  Average  time  from  injury  to 
claim  was  16  months  and  average  time  from  claim  to 
disposition  was  25  months.  ( Medical  Liability 
Monitor,  Volume  12,  Number  5,  May  19,  1987) 

CHILD  BORN  TO  HEROIN  ADDICT  WAS  ABUSED 
CHILD  WITHIN  MEANING  OF  LAW 

A viable  fetus  is  a child  under  the  existing  child 
abuse  statute,  an  Ohio  trial  court  ruled.  An  infant  was 
mildly  premature  (estimated  35  weeks’  gestation)  and 
somewhat  undergrown  for  his  age.  The  treating  phy- 
sician learned  that  the  infant’s  mother  was  a self-ad- 
mitted heroin  addict  and  had  used  the  drug  intra- 
venously at  least  in  the  last  two  weeks  before  delivery. 
The  infant’s  urine  tested  positive  for  cocaine  and 
opiates  (heroin).  A diagnosis  of  neonatal  drug 
withdrawal  was  made,  indicating  in  utero  exposure. 

The  infant  exhibited  symptoms  of  irritability,  pro- 
nouncedjitteriness, hypertonicity,  diarrhea  and  initial 
feeding  difficulty  with  regurgitation.  Treatment  with 
phenobarbital  was  effective  in  treatment  of  some  of  the 
symptoms,  but  the  hypertonieity  and  some  tremor  and 
irritability  persisted  after  ten  days. 

When  the  infant  was  two  weeks  old,  the  court  or- 
dered pick-up  of  the  child  by  the  County  Department 
of  Human  Services.  A reunification  plan  was  filed,  ac- 
cording to  which  the  infant’s  parents  were  to  partici- 


*This  item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and 
A Ronald  Rouse,  who  are  the  Director  of  the  Department  and 
the  Director  of  Special  Projects,  respectively. 
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pate  in  parental  training  and  the  mother  was  to  active- 
ly participate  in  drug  counseling  and  refrain  from  drug 
usage.  A parent-child  visitation  schedule  also  was 
outlined.  Subsequent  reports  indicated  that  the 
mother  had  missed  several  appointments. 

An  abused  child  proceeding  was  commenced  under 
the  child  abuse  statute.  The  court  said  that  the  ul- 
timate question  was  whether  a finding  that  a child  was 
abused  could  be  based  solely  on  the  prenatal  conduct 
of  the  mother  and  whether  an  unborn  fetus  might  be 
considered  a child  under  the  statute. 

After  reviewing  the  developing  body  of  law  on  the 
subject,  the  court  said  that  it  was  in  agreement  with 
its  sister  courts  in  holding  that  a child  had  a right  to 
begin  life  with  a sound  mind  and  body.  The  court  held 
that  under  the  statute  a viable  fetus  was  a child  and 
harm  to  it  might  be  considered  abuse. 

The  court  found  that  the  endangering  section  of  a 
statute  providing  that  no  parent  shall  create  a 
substantial  risk  to  the  health  of  a child  by  violating 
a duty  of  care,  protection,  or  support  applied  to  the 
present  case.  The  court  said  that  the  natural  mother 
in  using  heroin  close  to  the  child’s  birth  created  a 
substantial  risk  to  the  child's  health.  The  court  found 
that  the  allegations  of  the  complaint  alleging  that  the 
child  had  been  abused  had  been  established.  (The 
Citation,  Volume  55,  Number  1,  April  15,  1987) 

COMMENT:  CONFIDENTIALITY 

A physician  and  his  medical  malpractice  insurance 
company  were  liable  for  breach  of  the  physician-pa- 
tient confidentiality,  a New  York  trial  court  ruled. 

In  November  1984,  the  physician  received  a letter 
from  an  attorney  who  represented  a former  patient  and 
requested  that  the  physician  provide  him  with  copies 
of  the  patient's  medical  records.  Enclosed  with  the 
letter  was  an  authorization  signed  by  the  patient.  The 
physician  contacted  his  medical  malpractice  in- 
surance company  and  informed  it  of  the  letter  and 
authorization.  The  insurance  company  told  the  phy- 
sician to  send  it  the  records  regarding  the  patient. 


which  he  did.  The  attorney  did  not  receive  the  patient's 
records  from  the  physician  until  February  1985.  In 
June  1985,  the  patient  filed  an  action  against  the 
physician  based  on  his  alleged  malpractice.  Shortly 
thereafter  the  patient  died.  In  October  1985,  the  pa- 
tient's estate  filed  an  action  against  the  physician  for 
breach  of  the  physician-patient  confidentiality  and 
against  the  insurance  company  for  wrongfully  induc- 
ing the  physician’s  breach  of  confidentiality. 

Granting  summary  judgment  in  favor  of  the  estate, 
the  court  said  that  the  physician  and  the  insurance 
company  were  liable.  The  patient  did  not  waive  the 
physician-patient  confidentiality  when  he  authorized 
disclosure  of  his  medical  records  through  his  attorney. 
The  physician  breached  the  confidentiality  when  he 
sent  the  patient’s  records  to  the  insurance  company. 
The  insurance  company  induced  the  breach  of  con- 
fidentiality by  requesting  the  physician  to  send  it  the 
patient's  records.  The  court  granted  summary  judg- 
ment in  favor  of  the  estate  on  the  issue  of  liability  only. 
(The  Citation,  Volume  54,  No.  11,  March  15,  1987) 

COMMENT:  PHYSICIAN’S  LEAVING  STATE  TOLLS 
STATUTE  OF  LIMITATIONS 

The  two-year  statute  of  limitations  for  medical 
malpractice  was  suspended  because  the  physician 
moved  out  of  state,  the  Missouri  Supreme  Court  ruled. 
The  physician  performed  two  operations  on  a patient 
in  September  1 980.  In  June  1981,  the  physician  moved 
to  Pennsylvania  and  has  resided  there  since.  The  pa- 
tient filed  a medical  malpractice  action  against  the 
physician  in  March  1983.  A trial  court  found  that  the 
patient's  claim  was  barred  by  the  two-year  statute  of 
limitations.  On  appeal,  the  Supreme  Court  said  that 
under  Missouri  law  the  statute  of  limitations  stopped 
running  when  the  physician  moved  to  Pennsylvania 
Even  though  the  physician  could  be  served  with  a 
summons  and  complaint  under  Missouri  law,  the 
statute  of  limitations  was  suspended  and  the  action 
against  him  was  not  barred.  ( The  Citation,  Volume  54, 
No.  19,  March  1,  1987) 
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Ulcer  therapy 
that  won’t  yield, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine'  and  ranitidine2 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.34  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine5: 


Ulcer  healing  rates: 

(at  four  weeks  of  therapy)5 

Sucralfate: 


All  patients 


Smokers 


All  patients 


Cimetidine: 


79.4% 

81.6%* 

76.3% 


Smokers  62.5% 

•Significantly  greater  than  cimetidine  smoker  group  (P<. 05). 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


OkRAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 
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ARAFATE 

(sucralfate) 


BRIEF  SUMMARY 


CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712  Issued  3/84 
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FOR  A SMOOTHER.  MORE  EFFICIENT  OFFICE. 
MARY  ANN  HAMBURGER  ASSOCIATES. 

A Medical  Management  Consultant. 

IS  YOUR  BEST  CHOICEI 
. . . BECAUSE 

MARY  ANN  HAMBURGER  IS  AN  EXPERT 
IN  MEDICAL  OFFICE  MANAGEMENT. 


• The  fine  medical  care  you  give  your  patients  is  greatly 
enhanced  by  a well  run  office  system. 

MARY  ANN  HAMBURGER,  a specialist  in  medi- 
cal office  management,  provides  sound  consul- 
tation in  every  facet  of  office  operations. 

• Your  Medical  Practice  is  both  a service  and  a business. 

MARY  ANN  HAMBURGER  will  work  with  you, 
confidentially,  to  evaluate  each  element  of  your 
particular  practice — and  to  increase  your  level  of 
success. 

• Whether  your  are  establishing  a new  office — or  re- 
assessing an  on-going  practice — 

MARY  ANN  HAMBURGER  ASSOCIATES  can 
offer  the  most  comprehensive  management 
direction,  backed  by  years  of  experience. 


FOR  A ONE-TIME  CONSULTATION  OR 
A CONTINUING  SERVICE,  CONTACT: 

MARY  ANN  HAMBURGER 

MARY  ANN  HAMBURGER  ASSOCIATES 

74  HUDSON  AVENUE 

MAPLEWOOD,  NEW  JERSEY  07040 

201-763-7394 


MDQ0JMO 
IMWMIK] 

ANY  MAKE/MODEL 


•GUARANTEED 
LOWEST  PRICES 

•FACTORY  CERTIFIED 
TECHNICIANS 
•FREE  PICKUP  & DELIVERY 
•FREE  LOANER  CARS 

•24  HOUR-7  DAY  TOLL  FREE 

EMERGENCY  ROAD  SERVICE 


1003  ST.  GEORGE  AVE. 
RTS.  27  & 35.  RAHWAY 


388-3344 
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Editorial 

Organ  Recovery  in 
New  Jersey — 
1968-1987 


Dennis  R.  Filippo ne,  m.d.,  livingston* 


The  organ  recovery  program  has  made 
many  advances  over  the  past  ten  years. 
The  challenge  of  the  future  is  to  satisfy 
the  need  with  limited  resources.  The 
outcome  will  depend  on  professional 
efforts. 


New  Jersey’s  first  kidney  trans- 
plant was  performed  at  Saint 
Barnabas  Medical  Center,  Liv- 
ingston, in  1968.  Shortly  thereafter,  renal  transplant 
units  were  established  at  Newark  Beth  Israel  Medical 
Center  and  at  Our  Lady  of  Lourdes  Hospital,  Camden. 
The  continued  growth  of  these  units  was  linked  closely 
to  the  reliable  supply  of  transplantable  organs. 

Several  developments  helped  to  increase  organ  pro- 
curement activities  during  this  time.  Tissue  typing 
and  preservation  functions  were  consolidated  and 
preservation  techniques  were  standardized.  Kidneys 
could  be  reliably  preserved  for  48  to  72  hours  with 
pulsatile  perfusion  machines.  Economies  were 
achieved  by  using  disposable  cassettes  on  the  per- 
fusion equipment.  Computer  terminals  allowed  us  to 
identify  prospective  recipients  rapidly  and  to  com- 
municate with  transplant  centers  around  the  country. 
A series  of  television  and  radio  spots,  produced  by  a 
public  relations  firm  for  the  New  York-New  Jersey 
Transplant  Program,  reminded  citizens  about  organ 
donation.  The  Ruth  Gottscho  Foundation  provided 
funds  for  brochures  and  organ  donor  cards. 

During  the  early  1970s,  our  transplant  programs 
turned  for  help  to  the  South-East  Organ  Procurement 
Foundation  (SEOPF)  in  Richmond,  Virginia,  and  to  the 
New  York-New  Jersey  Regional  Transplant  Program. 
These  affiliations  enabled  us  to  import  kidneys  from 
other  states,  and,  at  the  same  time,  gave  us  a market 
for  any  of  our  recovered  kidneys  that  did  not  match 
our  New  Jersey  recipients. 


When  the  New  York-New  Jersey  Regional  Transplant 
Program  disbanded  in  the  mid  1970s,  the  New  Jersey 
programs  elected  to  apply  for  full  membership  in 
SEOPF,  the  largest  and  most  highly  coordinated  or- 
ganization of  its  kind  in  the  country.  This  affiliation 
remains  a key  element  in  our  current  organ  recovery 
program. 

In  1983,  an  independent  nonprofit  organ  procure- 
ment agency— The  Transplant  Foundation  of  New  Jer- 
sey—was  established.  It  was  hoped  that  this  new  agen- 
cy would  be  able  to  recover  more  organs  and  provide 
better  professional  and  public  education  programs.  To 
a large  extent  that  goal  was  realized.  Nevertheless,  com- 
petition among  the  various  in-state  and  out-of-state 
organ  recovery  programs  was  perceived  as  confusing 
and  even  counterproductive. 

In  1984,  Congress  established  laws  governing  organ 
recovery  and  transplantation.  A federal  task  force  stud- 
ied the  problem  and  submitted  a lengthy  report  con- 
taining findings  and  recommendations.  This  task 
force  report  now  is  the  standard  against  which  organ 
recovery  programs  are  measured.  One  important  rec- 
ommendation was  that  organ  recovery  programs, 
where  feasible,  should  be  consolidated. 

A similar  task  force  was  convened  by  the  State  De- 
partment of  Health  in  1986.  Although  their  final  report 
is  not  yet  available,  it  seems  clear  that  the  DOH  also 
will  recommend  consolidation  of  organ  recovery  pro- 
grams along  the  same  lines  as  those  recommended  by 
the  federal  task  force. 

Responding  to  these  recommendations,  the  two 
northern  New  Jersey  programs  merged  to  form  a new 
agency  called  The  New  Jersey  Organ  and  Tissue  Shar- 
ing Network.  This  new  agency  is  able  to  provide  more 
services,  including  tissue  typing  and  histocompatibili- 
ty testing. 

In  1986,  the  federal  government  provided  a grant  to 
increase  professional  education.  This  has  supplement- 
ed our  educational  efforts,  allowing  us  to  present  pro- 
grams in  conjunction  with  the  Academy  of  Medicine 
of  New  Jersey  and  other  interested  organizations. 

The  technique  of  organ  recovery  also  has  evolved 
over  the  past  ten  years.  Previously,  an  organ  was  re- 
moved from  the  donor;  at  a back  table  the  arterial 
supply  was  cannulated  and  the  organ  was  flushed  with 
cold  solutions.  Next,  the  organ  was  placed  into  a per- 
fusion machine.  These  machines,  even  with  disposable 
cassettes,  were  expensive  to  use.  When  kidneys  were 
shipped  out  of  state  they  had  to  be  accompanied  by 
a technician  who  monitored  the  perfusion.  It  soon  be- 
came evident  that  continuous  pulsatile  perfusion  was 
not  necessary  if  the  kidney  was  to  be  transplanted 
within  36  hours. 

Our  current  practice  is  to  cannulate  the  aorta  from 
below  and  start  flushing  with  cold  Collin’s  solution  as 
soon  as  the  suprarenal  aorta  is  clamped.  Collin’s  solu- 
tion mimics  intracellular  electrolytes  and  is  hyper- 
tonic. This  reduces  warm  ischemic  time  to  practically 
zero.  Next,  the  kidneys  are  removed  along  with  the 
aorta  and  vena  cava,  being  careful  to  preserve  ureteral 

*Dr.  Filippone  is  Co-Medical  Director,  The  New  Jersey  Organ 
and  Tissue  Sharing  Network;  he  is  affiliated  with  the  Depart- 
ment of  Surgery,  Saint  Barnabas  Medical  Center,  Livingston. 
Correspondence  may  be  addressed  to  Dr.  Filippone.  65  East 
Northfield  Road.  Livingston,  NJ  07039. 
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blood  supply.  At  the  back  table,  the  aorta  and  vena  cava 
are  divided  so  as  to  leave  a cuff  of  aorta  or  vena  cava 
with  each  renal  vessel.  Next,  the  kidneys  are  packaged 
in  double  plastic  bags  containing  cold  Collin’s  solu- 
tion. The  bags  are  placed  in  a plastic  jar  and  the  jar 
in  yet  another  plastic  bag.  The  final  package  is  placed 
in  a styrofoam  cooler  and  surrounded  with  ice.  In  this 
condition,  the  kidneys  remain  viable  for  up  to  48 
hours,  eliminating  the  need  for  the  more  expensive 
pulsatile  perfusion.  They  routinely  are  shipped  around 
the  country  on  commercial  airlines. 

Multiple  organs  are  increasingly  being  recovered. 
This  requires  careful  coordination  and  cooperation  be- 
tween the  various  teams.  It  is  not  unusual  to  recover 
heart,  liver,  and  kidneys  from  the  same  donor.  The  key 
here  is  in  situ  perfusion  with  cold  solutions.  The  heart 
is  perfused  with  cardioplegic  solutions  via  the  ascend- 
ing aorta  and  coronaries.  The  liver  is  perfused  via  the 
aorta  and  the  portal  system.  The  kidneys  are  cooled 
and  perfused  at  the  same  time  as  the  liver.  It  is  not 
possible  to  recover  both  liver  and  vascularized  pan- 
creas since  both  organs  require  celiac  and  superior 
mesenteric  arteries  on  aortic  cuffs. 

Tissue  recovery  also  is  gaining  importance.  The  New 
Jersey  Network,  in  conjunction  with  the  Musculo- 
skeletal Foundation,  the  Bum  Foundation,  and  the 
New  Jersey  Eye  Bank,  recovers  bone,  skin,  and  corneas. 

A variety  of  relevant  bills  has  been  introduced  in  the 
state  legislature.  The  most  important  is  the  required 
request  bill  which  insures  that  the  family  members  are 
offered  an  opportunity  to  donate  organs  or  tissue  of 
deceased  relatives.  Of  equal  importance  is  legislation 
which  would  define  brain  death.  It  seems  that  organ 
procurement,  like  blood  banking,  will  be  defined  as  a 
service  to  avoid  product  liability  as  it  relates  to  trans- 
plantation of  infectious  agents.  Of  particular  impor- 
tance are  the  viruses  for  AIDS,  hepatitis,  and  cyto- 


megalovirus infection.  All  donors  are  screened  for 
these  agents  before  organ  recovery  takes  place. 

Allocation  of  organs  is  a multifaceted  problem.  It 
would  be  convenient  to  distribute  organs  on  the  basis 
of  match  alone.  Other  considerations,  however,  are 
equally  important.  Some  potential  recipients  are  on 
emergency  lists,  indicating  that  time  is  of  the  essence. 
Mortality  among  patients  awaiting  heart  or  liver  trans- 
plant can  be  from  5 to  20  percent.  In  these  cases, 
matching  is  of  lesser  importance.  Transplant  teams 
have  relaxed  their  strict  criteria  regarding  organs  in 
an  effort  to  reduce  mortality  in  the  recipient  pool.  New 
immunosuppressive  drugs  have  permitted  the  suc- 
cessful transplantation  of  less  well-matched  organs. 
This  especially  is  important  in  the  case  of  cardiac  and 
liver  transplants  where  organ  size  becomes  an  impor- 
tant factor.  Finally,  a generally  accepted  concept  is  that 
foreign  nationals  can  receive  organs  only  if  no  recipi- 
ent can  be  found  in  this  country. 

THE  NEXT  DECADE 

The  next  decade  will  bring  further  advances.  We 
anticipate  longer  periods  of  safe  storage  based  on  tech- 
niques designed  to  conserve  energy  stores,  especially 
adenosine  triphosphate  (ATP).  Pancreas,  liver,  and 
cardiac  transplantation  will  be  offered  within  the  state. 
Livers  will  be  surgically  reduced  in  size  to  permit  trans- 
plantation into  pediatric  recipients.  Small  bowel  will 
be  used  for  short  gut  syndrome.  Living  related  donors 
will  be  uncommon  because  cadaveric  transplants  will 
gain  reliable  success  rates.  Most  important,  the  public 
will  become  knowledgeable  and  will  accept  organ  dona- 
tion as  a responsible  civic  duty. 

The  challenge,  of  course,  is  to  satisfy  the  need  with 
what  seems  to  be  limited  resources.  The  outcome  will 
depend  on  professional  efforts  to  increase  organ  and 
tissue  donation. 
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TELEBILL 

A FEE  COLLECTION  BREAKTHROUGH 

• ALL  CLAIMS  PAPERLESS  FROM  YOUR  OFFICE. 

• PATIENT  STATEMENTS  ATTRACTIVE,  EFFECTIVE,  PROMPT  AND 
PAPERLESS  FROM  YOUR  OFFICE  WITHOUT  USING  A BILLING  SERVICE. 

• NO  PAPER,  NO  COMPUTERS,  NO  LOSS  OF  CONTROL. 

• $3495.00  OR  LEASE 

A revolutionary  new  approach  to  medical  billing  is  now  available.  With  Telebill  you  can  send  paperless 
insurance  claims  over  a standard  office  phone  without  a computer.  Until  now  electronic  claim  submission  was 
expensive,  complex,  and  limited  to  a small  number  of  insurance  carriers.  NTC  has  developed  a medical  billing 
data  network  which  makes  it  possible  to  send  Blue  Shield,  Medicare,  Medicaid,  most  private,  and  HMO  claims 
through  Telebill,  a small,  typewriter-like  unit  that  connects  to  your  office  telephone.  Telebill  is  easy  to  install 
and  operate.  For  a small  setup  charge,  it  can  be  used  to  transmit  patient  statements  and  to  generate  a full 
accounting  ledger  that  will  replace  the  conventional  card  system  found  in  most  medical  offices. 

NTC  has  been  operating  its  data  network  for  over  two  years  and  is  the  largest  processor  of  private  practice 
insurance  claims  in  New  England.  Telebill  is  the  first  product  designed  specifically  for  the  health  care  provider’s 
unique  billing  needs.  At  $3495.00,  it  is  priced  for  the  small  solo  practice,  but  it  will  handle  the  volume  of  a 
busy  medical  group. 


To  feceive  a Telebill  brochure  or  to  schedule  a short  Telebill  demonstration  in  your  office  write  National 
Teledata  Corporation,  7 Great  Valley  Parkway  East,  Malvern,  PA  19355  or  Phone  1-800-642-5029. 


Dx:  recurrent 

EAST  H1C.H  st 


For- 


HeRPecm- 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L’'.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

"All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  New  Jersey  HERPECIN-L  is  available  at  all  Brooks,  CVS, 
Pathmark,  RiteAid  and  Thrift  and  other  select  pharmacies. 


Price-Performance  Breakthrough 


Complete  Medical  Office  Computer  System  $4995  or  $1 89/mo 

A COMPLETE  system  — Turn-Key  — 

Hardware  — an  "AT  Compatible"  computer  system 

— not  an  obsolete  "XT" 

Software  — complete  insurance,  patient  accounts, 
records,  reports  etc. 

Installation  — delivered  and  ready  to  use 
Training  — over  several  days,  not  "one  shot" 

- continuing  support. 

So  easy  to  use,  instruction  manual  not  needed  !! 

Leads  operator  step-by-step  by  menus  and  prompts 
Thoroughly  tested  and  in  use  in  NJ  and  PA. 

$4995  complete  or  $189  per  month. 


call  609-924-3078  for  more  Info. 


OCEAN  CT  CENTER,  P.A. 

A PRIVATE  OFFICE,  OUTPATIENT  SETTING  DEDICATED  TO 
COMPUTED  TOMOGRAPHY  (CT  STUDIES) 


• Board  Certified  Radiologist  • Experienced  Registered  Technologists 
• Prompt  Scheduling  • Timely  Follow-Up  Reports 


OCEAN  CT  CENTER,  P.A. 

Deer  Chase  Professional  Park,  154  Route  37  West,  Tbms  River,  New  Jersey  08753 

(201)  286-0030 
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BICYCLE 

INJURIES 

IN  A SUBURBAN  COMMUNITY 


As  popularity  of  exercise  in- 
creases in  this  country,  the 
chance  of  injury  also  has  in- 
creased. Bicycle  riding  has  had  a great  surge  of  popu- 
larity with  a proportional  surge  of  bicycle-related  in- 
jury. The  bicyclist  is  at  risk  due  to  many  outside  factors 
such  as  road  conditions,  road  sharing  with  motor  ve- 
hicles, and  equipment  failure.  Several  studies  on  in- 
juries and/or  deaths  related  to  bicycle  trauma  have 
been  published.  In  our  study,  a suburban  locale  was 
studied  for  six  months  to  determine  what  types  of 
injuries  were  occurring,  why,  and  how  they  may  be 
prevented. 

METHODS  AND  MATERIALS 

A prospective  study  was  performed  between  April 
and  September,  the  most  popular  biking  months.  A 
simple  questionnaire  was  filled  out  by  the  physician 
or  nurse  attending  to  the  patient  in  the  emergency 
department.  Our  hospital’s  emergency  department 
also  houses  the  county  MedCom  communications  for 


five  paramedic  units  of  Camden  County.  Calls  that 
were  handled  over  the  radio  also  were  included,  even 
if  they  did  not  come  to  our  emergency  department.  The 
most  severe  cases  usually  were  rerouted  to  a level  I 
trauma  center  in  Camden.  For  this  reason,  the  per- 
centage of  accident  victims  versus  emergency  depart- 
ment visits  could  not  be  determined. 

The  questionnaire  asked  age,  sex.  type  and  extent 
of  injury,  mechanism  of  injury,  protective  gear,  and  any 
comments  that  could  be  helpful  to  the  study.  Com- 
ments usually  related  to  the  type  of  treatment,  studies, 
and  consultations.  Injuries  were  classified  as  to  area 
of  the  body  and  extent.  A major  injury  was  considered 
one  that  required  consultation,  i.e.,  orthopedics,  den- 
tal, plastic  surgery,  neurosurgery,  or  admission  for  ob- 
servation. 


*Dr.  Ruderman  is  affiliated  with  the  Division  of  Emergency 
Medicine,  West  Jersey  Health  System.  Correspondence  may  be 
addressed  to  Dr.  Ruderman.  West  Jersey  Health  System,  East- 
ern Division,  Voorhees,  NJ  08043. 


Seth  Ruderman,  m.d„  voorhees* 

A prospective  survey  was  performed  over  a six-month  period  to 
study  bicycle  injuries  in  a suburban  community.  We  studied  230 
patients  with  248  injuries;  there  were  4 deaths. 
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RESULTS 

The  results  were  consistent  with  most  of  the  signifi- 
cant bicycling  injury  studies.  2 47  There  were  230  pa- 
tients with  248  total  injuries.  Many  sustained  multiple 
injuries  but  the  reporting  health  professional  usually 
only  recorded  the  most  significant  injury. 

Ages  ranged  from  18  months  to  70  years  (Table  1). 
There  were  173  (75.2  percent)  males  and  57  (24.8  per- 
cent) females.  The  data  were  consistent  with  previous 
studies  showing  males  6 to  10  years  and  males  1 1 to 
15  years  having  25.6  percent  and  27.3  percent  of  all 
injuries. 

There  were  four  deaths  (1.7  percent)  (a  fifth  death 
was  recorded  after  the  survey  was  completed).  The  ages 
were  6,  10,  11,  and  35.  All  were  struck  by  motor  vehicles 
and  none  were  wearing  helmets. 

Injuries  incurred  are  shown  in  Table  2.  Of  the  vic- 
tims of  major  head  injuries  (nonfatal),  only  one  was 
wearing  a helmet. 

Falls  were  the  major  reason  for  injury.  One  hundred 
eight  (78.2  percent)  people  either  fell  off  the  bike  or  ran 
into  a fixed  object.  Sixty  persons  (26  percent)  could  not 
relate  the  reason  for  the  fall  or  it  was  not  documented. 
Eighty-five  accidents  (37  percent)  clearly  were  the 
rider’s  fault  and  35  accidents  (15.2  percent)  probably 
were  due  to  road  conditions.  Thirty-eight  persons  (16.5 
percent)  were  struck  by  a moving  motor  vehicle  or 
forced  off  the  road  and  not  actually  hit.  Twelve  acci- 
dents (5.2  percent)  were  due  to  bike  failure. 

Only  seven  persons  (3  percent)  wore  helmets. 


DISCUSSION 

Suburbia  is  an  interesting  area  to  conduct  a survey 
of  bicycle  accidents  because  longer  distances  between 
urban  areas  and  poor  mass  transit  lead  to  increased 
private  motor  travel  and  to  increased  bicycle  use  in  the 
under  1 7 age  group.  One  regularly  sees  younger  riders 
en  route  to  school  or  to  a friend’s  home  via  bicycle.  Our 
statistics  in  this  survey  are  consistent  with  a predict- 
able pattern  of  age  and  sex  distribution  of  injuries. 
Friede  et  al.4  reported  that  boys  age  10  to  14  had  the 
highest  risk  of  death  by  bicycle  accidents  in  the  U.S. 
in  1980.  Waller  reported  that  2 percent  of  all  bike  own- 
ers are  injured  each  year,  with  boys  significantly  more 
often  than  girls.3  In  our  study,  the  risk  of  any  injury 
is  greater  in  this  age  group.  In  the  earliest  age  groups, 
the  new  rider  was  at  significant  risk  of  injury.  In  our 
survey,  several  persons  were  injured  on  their  first  ride. 
The  youngest  victim  in  our  survey  was  an  18-month- 
old  passenger  in  the  back  infant  seat  of  her  mother’s 
bike.  The  18-month-old  child  was  wearing  a helmet 
and  was  only  mildly  injured,  whereas  the  mother  who 
had  no  helmet  on  required  plastic  surgery  for  injuries 
sustained  in  the  fall. 

Of  all  injuries,  25  percent  were  considered  major.  Of 
these,  8 percent  were  major,  nonfatal  head  injuries. 
Only  one  wore  a helmet  and  lost  consciousness  for  30 
minutes  and  had  a seizure.  Most  individuals  in  this 
category  were  labeled  “concussion”  and  required  CAT 
scan  and/or  admission  for  observation.  One  had  a 
spinous  process  fracture  of  vertebra  C6.  This  patient 


INJURED  PERSONS  BY  AGE  AND  SEX  TABLE  1 

Age  Under  5 6-10  11-15  16-20  Over  20  Totals 

Males  11  59  63  17  23  173 

Females  4 23  13  3 14  57 

Total  230 
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INJURIES  BY  LOCATION 

TABLE  2 

Location 

Head 

Facial 

Extremities 

Torso 

Perineum  Totals 

Major 

Injuries 

20 

7 

30 

5 

— 62 

Minor 

Injuries 

30 

38 

105 

7 

6 186 

Total 

248 

also  sustained  a ruptured  globe  requiring  enucleation. 
Of  the  30  minor  head  injuries  (12  percent),  it  is  specu- 
lated that  all  would  have  had  no  injury  if  a helmet  was 
worn. 

There  were  four  deaths:  three  deaths  due  to  cranial 
and/or  spinal  injury  only  and  one  death  was  due  to 
multiple  trauma  It  is  impossible  to  speculate  on 
whether  a helmet  could  have  saved  any  of  these  vic- 
tims. Surely,  many  of  the  major  head  injuries  would 
have  been  minor  injuries  if  a helmet  were  worn.  In  a 
study  of  20  deaths.  Sage,  et  al.5  showed  that  14  persons 
had  significant  head  and  brain  injury  to  cause  death, 
but  this  was  the  only  injury  in  four  cases.  Fife  et  al.6 
reported  that  86  percent  of  fatal  injuries  involved  the 
head  and  neck.  Major  torso  injuries  included  pulmo- 
nary contusions  (two  injuries),  renal  contusion  (two 
injuries),  and  fractured  pelvis. 

An  interesting  pattern  of  minor  injuries  to  the  per- 
ineum was  quite  evident.  All  six  individuals  fell  onto 
the  crossbar  of  the  bike,  sustaining  vaginal  lacerations 
and  scrotal  contusions.  Many  of  the  new  BMX-type 
bikes  have  padding  on  this  area  to  help  prevent  this 
injury. 

Why  do  people  fall?  Some  16.5  percent  of  riders  were 
struck  by  motor  vehicles.  This  survey  could  not  de- 

termine  whether  it  was  the  fault  of  the  driver  or  biker. 
Many  of  these  bikers  were  forced  off  the  road  by  the 
motor  vehicle  and  not  actually  hit.  Three  persons  were 
struck  by  the  side  mirror  of  a truck  but  fortunately  all 
three  persons  had  minor  injuries  as  opposed  to  two 
fatalities  reported  by  Fife  et  al.8 

In  26  percent  of  falls,  it  could  not  be  determined  why 
the  biker  fell,  but  in  37  percent  it  was  clearly  the  biker’s 
fault.  Many  excuses  were  offered:  ran  into  object  (e.g. 
tree,  curb,  parked  car,  other  biker),  carrying  objects 
(e.g.  purse,  newspaper,  bag)  which  got  caught  in 
spokes  or  on  a tree,  stunting,  or  racing,  “just  lost  con- 
trol," riding  double,  became  dizzy,  tried  to  stop  bike 
with  feet,  or  foot  slipped  off  pedal.  Several  of  the  older 
males  were  clearly  intoxicated.  In  15.2  percent,  the  fall 
probably  was  due  to  road  conditions— dirt,  gravel, 
glass,  and  sewer  gratings,  but  many  were  riding  in  off 
road  areas  for  which  their  bikes  were  not  built  or  were 
not  watching  where  they  were  going.  This  is  why  it  can 
only  be  stated  that  the  fall  probably  was  due  to  road 
conditions.  In  5.2  percent,  the  fall  was  due  to  bike 
failure— chain  broke  and  fork  broke.  The  Consumer 
Product  Safety  Commission  which  ranks  equipment- 
related  injuries  showed  bike  failure  to  be  first  among 
sports  injuries.9 

CONCLUSIONS 

What  can  be  done?  Emergency  medicine  physicians 
must  stress  the  use  of  helmets  in  all  bicycle  riders  of 
all  age  groups.  Minor  head  injuries  and  many  major 
head  injuries  can  be  avoided  by  use  of  an  approved 
bicycle  helmet.  Rider  education  is  important.  Parents 
must  teach  proper  riding  technique  to  children  and 
not  how  to  just  stay  up  on  a two-wheeler.  Parents 
should  also  be  responsible  for  the  condition  of  their 
child’s  bike.  Fitzhugh10  and  Watts  et  al.1  stress  reflec- 

tors,  lights,  and  light  color  clothing  for  night  riding. 
Municipalities  must  take  responsibility  for  street 
cleaning  and  maintenance.  "Bicycle-eating’’  sewer 
grating  must  be  replaced  and  manhole  covers  must  be 
level  with  the  road. 

Intelligent  bicycling  is  the  key  to  accident  preven- 
tion. Proper  maintenance,  protective  headgear,  and 
alertness  while  riding  would  prevent  many  common 
injuries. 
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Your  Exchange  is  leading  the  tight  to  provide  meaningful  mal- 
practice insurance  reform  in  New  Jersey.  It’s  a continuing  battle 
against  determined  opposition.  The  kind  that  brought  400  trial 
lawyers  to  the  State  Capital  to  oppose  reforms.  That’s  why  we 
need  your  help.  We  know  your  first  responsibility  is  to  your 
patients  and  your  time  is  precious.  But  you  can  make  a differ- 
ence ...  by  making  a house  call ...  a phone  call  or  letter  to  State 
legislators  when  we  think  it’s  critical. 


LEADERSHIP  IN  SUPPORT  OF  MEDICINE 


Medical  Inter-Insurance 
Exchange  of  New  Jersey 

2 PRINCESS  ROAD,  LAWRENCEVILLE,  NEW  JERSEY  08648 
PHONE:  1-800-257-6288 


Basic  Arterial  Anatomy  of  the  Brain 


Harry  A.  Kaplan,  m.d.,  and  Abbott  J.  Krieger,  m.d.,  Newark* 


Placing  the  cerebral  arteries  on  a neural  tube-type  brain 
simplifies  the  basic  anatomy . We  describe  a Jew  clinical  arterial 
occlusive  states  to  justify  the  anatomical  statements . 


The  basic  arterial  anatomy  of  the 
brain  is  best  described  by  pre- 
senting it  in  its  embryonic  neu- 
ral tube  state.1  The  nervous  system  forms  a flat  neural 
plate,  which  lies  on  the  undersurface  of  the  ectoderm 
and  indents  and  grows  upward  on  each  side  to  form 
a tube  of  neural  tissue.  The  rostral  part  of  the  neural 
tube  becomes  the  brain  and  the  caudal  part  becomes 
the  spinal  cord.  The  peripheral  nervous  system  comes 
from  the  central  collection  of  nerve  cells.  The  brain 
portion  of  the  rostral  neural  tube  may  be  divided  into 
a five-segment  structure  rostrocaudally  (Figure  1).  The 
most  rostral  segment  is  referred  to  as  the  telen- 
cephalon. (Telos  means  end  and  encephalon  means 
brain.)  The  next  caudal  segment  is  logically  the 
diencephalon.  (Di  means  two  or  second.)  The  third 
caudal  segment  is  the  mesencephalon  or  midbrain. 
The  fourth  caudal  segment  is  the  metencephalon.  (Met 
means  after.)  The  fifth  or  final  portion  is  the 
myelencephalon.  (Myelos  means  related  to  the  spinal 
cord.) 

To  simplify  this  for  purposes  of  discussion,  one  may 
call  the  rostral  two  segments  the  forebrain,  and  the 
caudal  two  segments,  the  hindbrain.  The  segment  be- 
tween these  two  is  the  midbrain.  Actually,  the  fore- 
brain and  hindbrain  are  similarly  constructed.  The 
rostral  part  of  the  forebrain,  the  telencephalon,  has  a 
ventral  portion  of  cells  called  the  basal  ganglia  and  a 
dorsal  portion  called  the  cerebral  cortex.  The  caudal 


part  of  the  forebrain  consists  of  a basal  cell  collection, 
the  thalamic  structures.  The  hindbrain  is  identical  in 
design.  The  rostral  part  of  the  hindbrain  has  a base 
segment,  the  pons,  and  a dorsal  segment,  the  cere- 
bellum. The  caudal  part  of  the  hindbrain  is  a basal 
segment,  the  medulla 

The  arterial  system  of  the  brain  can  be  demonstrated 
best  by  placing  it  on  the  unraveled  neural  tube-type 
brain  (Figure  2).  All  arterial  blood  enters  the  brain  from 
its  ventral  aspect.  The  forebrain  is  irrigated  in  a well- 
organized  rostrocaudal  pattern  of  arteries  from  the 
internal  carotid  artery.  The  rostral  portion  of  the  tel- 
encephalon is  irrigated  by  the  anterior  and  middle 
cerebral  arteries.  Continuing  caudally,  the  next  proxi- 
mal vessel  from  the  internal  carotid  artery  is  the  an- 
terior choroidal  artery.  This  vessel  sends  part  of  its 
arterial  supply  to  the  caudal  telencephalon  (antero- 
medial temporal  lobe  and  globus  pallidus)  and  to  the 
adjoining  rostrolateral  diencephalon  (ventrolateral 
thalamus)  as  well  as  a portion  of  the  choroid  plexus. 
The  most  caudal  part  of  the  forebrain  is  the  caudal 
part  of  the  dorsum  of  the  telencephalon  and  the  rest 


‘From  the  Department  of  Surgery,  Section  of  Neurological 
Surgery,  UMDNJ-New  Jersey  Medical  School  where  Dr. 
Kaplan  is  Professor  Emeritus  and  Dr.  Krieger  is  Professor  and 
Chief.  Correspondence  may  be  addressed  to  Dr.  Kaplan, 
UMDNJ-New  Jersey  Medical  School,  185  South  Orange  Av- 
enue, Room  H-592,  Newark,  NJ  07103. 
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of  the  diencephalon  are  irrigated  by  the  posterior 
cerebral  arteries. 

A NEW  INTERPRETATION 

We  differ  from  our  highly  respected  mentors  and  the 
fully  accepted  textbooks.  We  call  the  posterior  com- 
municating arteries  the  proximal  stems  of  the  pos- 
terior cerebral  arteries.  Logically,  the  posterior  cerebral 
artery  is  a continuation  of  the  posterior  communicat- 
ing artery  in  that  both  of  these  vessels  supply  the 
diencephalon.  The  posterior  communicating  artery  ir- 
rigates the  hypothalamus  and  subthalamus  and  the 
posterior  cerebral  artery  irrigates  the  dorsal  thalamus 
and  choroid  plexus  before  continuing  on  to  the  pos- 
terior part  of  the  dorsal  telencephalon. 

The  mid-hindbrain  arterial  pattern  is  similar  to  that 
of  the  forebrain.  There  are  four  large  branches  to  this 
segment:  mesencephalic,  superior  cerebellar,  anterior 
inferior  cerebellar,  and  posterior  inferior  cerebellar  ar- 
teries. The  rostral  terminal  divisions  of  the  basilar  ar- 
tery irrigate  the  mesencephalon  and,  therefore,  should 
be  referred  to  as  the  mesencephalic  arteries.  The  proxi- 
mal parts  of  the  mesencephalic  arteries  may  at  times 
give  much  blood  to  the  distal  posterior  cerebral  arter- 
ies and  that  is  why  most  of  the  textbooks  call  these 
the  proximal  stems  of  the  posterior  cerebral  arteries. 
However,  since  the  proximal  perforators  of  mesen- 
cephalic arteries  irrigate  the  basal  mesencephalon  and 
its  dorsal  continuations  irrigate  the  colliculi  of  the 
dorsal  mesencephalon,  they  should  be  referred  to  as 
mesencephalic  arteries.  The  posterior  inferior  cerebel- 
lar artery,  which  is  the  caudal  large  branch  artery  aris- 
ing from  the  vertebrobasilar  system,  is  similar  to  the 
caudal  large  branch,  i.e.  posterior  cerebral  artery  from 
the  internal  carotid  artery  system.  It  supplies  the 
caudal  myelencephalon  before  proceeding  on  to  ir- 
rigate the  dorsal  meteneephalon,  the  cerebellum,  just 
like  the  posterior  cerebral  artery  irrigates  the  caudally 
placed  diencephalon  before  proceeding  to  the  caudal 
portion  of  the  dorsal  telencephalon. 

CLINICAL  CONSIDERATIONS 

The  arterial  blood  supply  is  for  the  cell  structure  and 
not  for  the  axon.  The  axon  is  a part  of  a cell  and  the 
cell  cares  for  its  axon.  Paley  and  Chan-Paley  state:  'The 
cell  body,  the  seat  of  the  nucleus,  is  specialized  as  the 
metabolic  and  synthesis  center  of  the  cell.  It  provides 
the  great  majority  of  the  proteins  used  in  the  processes 
of  the  cell  since  the  dendrites  have  very  little  and  the 
axons  have  none  of  the  apparatus  necessary  for  pro- 
tein synthesis.  The  maintenance  of  the  axon  therefore 
depends  on  a supply  of  materials  from  the  cell  body."2 
The  neurosurgeon  does  not  hesitate  to  cut  into  the 
long  tracts  present  in  the  white  matter  of  the  brain 
because  of  the  lack  of  arteries  in  these  areas. 

The  branches  from  the  middle  cerebral  artery  sup- 
ply the  basal  ganglia  and  cerebral  cortex  and  not  the 
white  matter.  Occlusion  of  a middle  cerebral  artery 
produces  paresis  of  the  opposite  upper  extremity  and 
lower  portion  of  the  face  secondary  to  cortical  cell 
ischemia  When  hemiplegia  occurs  due  to  infarction, 
this  is  an  involvement  of  the  internal  carotid  artery 
with  ischemia  in  the  region  of  both  the  anterior 
cerebral  and  middle  cerebral  arteries.  This  is  not  due 
to  an  axonal  internal  capsule  infarction.  There  is  no 


Figure  1— The  blastoderm  consists  of  three  layers:  ectoderm 
(A),  mesoderm  (B),  and  endoderm  (C).  The  ectoderm  forms  the 
whole  nervous  system.  The  neural  plate  of  the  ectoderm  (D) 
develops  neural  folds  and  the  neural  groove  (E)  between  these 
folds.  The  neural  groove  deepens  gradually  and  neural  folds 
meet  to  form  the  neural  tube  (F).  The  cephalic  end  of  the 
neural  groove  is  expanded  to  form  future  forebrain,  mid- 
brain. and  hindbrain  (G).  The  forebrain  consists  of  telen- 
cephalon and  diencephalon.  The  midbrain  is  interposed  be- 
tween the  fore-  and  the  hindbrain.  The  hindbrain  consists 
of  the  meteneephalon  and  the  myelencephalon.  The  re- 
mainder of  the  neural  tube  forms  spinal  cord.  The  cavity  of 
the  neural  tube  persists  as  central  canal. 


Figure  2 — Two  major  pairs  of  vessels  provide  for  the  entire 
blood  supply  of  the  brain.  These  are  the  internal  carotid  artery 
and  the  vertebral  artery.  The  forebrain  is  supplied  by  internal 
carotid  artery  and  its  branches.  The  most  caudal  part  of  the 
forebrain  (caudal  part  of  the  dorsum  of  the  telencephalon  and 
the  rest  of  the  diencephalon)  is  irrigated  by  the  posterior 
cerebral  arteries.  In  our  terminology  posterior  communicat- 
ing arteries  are  called  proximal  stem  of  postcerebral  artery. 
The  midbrain  is  supplied  by  mesencephalic  arteries.  The 
hindbrain  is  supplied  by  the  posterior  inferior,  anterior  in- 
ferior, and  superior  cerebellar  arteries. 

doubt  that  some  disturbance  in  function  of  the  fibers 
of  the  internal  capsule  may  be  brought  about  second- 
ary to  edema  of  the  surrounding  elements  by  damag- 
ing the  arterial  supply  to  the  cells  in  this  area,  but 
recovery  usually  can  be  expected  in  a period  of  time. 
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Hemorrhage  can  destroy  the  capsule  and  produce  a 
lasting  hemiplegia 

The  anterior  choroidal  artery  infarction  demon- 
strates the  cell-artery  relationship  very  definitely.  The 
anterior  choroidal  artery  supplies  the  medial  portion 
of  the  globus  pallidus  and  adjoining  ventrolateral 
thalamus.  The  posterior  limb  of  the  internal  capsule 
passes  through  this  area  however,  occlusion  of  the 
anterior  choroidal  artery  produces  a hemihypalgesia 
i.e.  a loss  of  pin  prick  sensation  on  one  side  of  the  body 
and  a hemianopsia  This  type  of  sensory  loss  does  not 
occur  in  internal  capsule  lesions.  Internal  capsule 
lesions  produce  a dysesthesia  not  a hemihypalgesia 
The  anterior  choroidal  artery  infarcts  the  cells  of  the 


ventrolateral  nucleus  of  the  thalamus  to  produce  the 
hemihypalgesia  and  the  cells  of  the  lateral  geniculate 
body  to  produce  the  hemianopsia 

CONCLUSION 

It  is  quite  obvious  that  the  arterial  blood  supply  to 
the  brain  is  for  the  cellular  elements  and  not  for  the 
white  matter. 
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NEW  JERSEY  MEDICINE 


To  show  you  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 

INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 


Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

*At* on  IMnCDAI  I A r\h»/r'ir'iTnr  rdr'»r\rtoH  that  Qfl°/, 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERAL  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  ol  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg  80  mg  120  mg.  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60, 80,  120,  and  160  mg)  release  propranolol  HCl  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  lor 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  lor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hyperten&ion:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  NDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first-degree 
block,  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa 
thetic  stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary, they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 

diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscls 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


ONCE-DAILY 

INDERAL  LA 

(PROPRANOLOL  HCl) 


LONG  ACTING  CAPSULES 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  mapr  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures, 

INDERAL  (propranolol  HCl),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  Its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subiect  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3,  and  decreasing  T3 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function.  INDERAL  (propranolol  HCl)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pme  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial Infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytoin.  phenobarbitone , and  nlampin  accelerate  propranolol  clearance 
Chlorpromazme  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Antipynne  and  lidocame  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Cimetidme  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  m 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCl)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations  vivid  dreams  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics  For  immediate 
formulations,  fatigue,  lethargy  and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis. 

Allergic;  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 
Respiratory  Bronchospasm 

Hematologic . Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie  s disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  tour  to  six  weeks  after  reaching  the  maximal  dose.  INDERAL  LA  therapy  should 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 

yygg^g 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  ot  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCES: 

1.  INDERAL  LA  National  Compliance  Evaluation  Program  Data  on  file,  Ayerst  Laboratories 

2.  Ravid  M,  Lang  R,  Jutrin  I The  relative  antihypertensive  potency  of  propranolol,  oxprenolol, 
atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985,  145  1321-1323 

1R  71 19/887 


60  mg 

80  mg 

120  mg 

A 

■■*71 

: m 

LA  >20 

J 

tm 

wd 

J 

160  mg 

LA  160 


Ayerst 


AYERST  LABORATORIES 
New  York.  NY  10017 


1987  Ayerst  Laboratories 


Treatment  of  Obstructive  Sleep  Apnea  with  a 
Nasopharyngeal  Tube 
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The  nasopharyngeal  tube  provides  adequate  relief  of  the  sleep- 
induced  obstructive  events  and  may  be  utilized  as  an  immediate 
treatment  modality  while  the  patient  attains  the  necessary  weight 
lossf  which  is  the  definitive  treatment  goal. 


The  obstructive  sleep  apnea 
(OSA)  syndrome  with  daytime 
hypersomnolence  has  attracted 
much  interest  in  the  past  two  decades.  Gastaut  et  al. 
provided  the  first  indepth  description  of  a patient 
suffering  from  OSA  and  hypothesized:  “The  tongue 
moves  back  and  causes  obstructive  apnea  responsible 
for  hypoxia,  which  arouses  the  subject.”1  Since  then, 
the  upper  airway  obstruction  has  been  shown  to  occur, 
in  most  instances,  at  the  level  of  the  oropharynx.  This 
has  been  demonstrated  by  the  use  of  cineradiogra- 
phy,2-6 fiberoptic  laryngoscopy,4  7'  8 electromyographic 
recordings,8-10  and  pharyngeal  pressure  measure- 
ments.10 

While  the  criteria  for  diagnosis  of  the  syndrome 
using  the  clinical  history  and  polysomnographic  mon- 
itoring has  become  standardized,  the  treatment  mo- 
dalities of  these  potentially  life-threatening  recurring 
episodes  of  upper  airway  obstruction  have  remained 
quite  variable.11-13 

Pharmacologic  therapy  has  met  with  varied  success. 
Progesterone  has  shown  promise  when  OSA  is  as- 
sociated with  obesity  and  hypoventilation  (Pick- 
wickian syndrome),14 15  but  has  not  proved  to  be  con- 
sistently effective.16  Tricyclics,  such  as  protriptyline, 
also  have  met  with  equivocal  success  demonstrating 
either  partial  relief7 18  or  a mixture  of  patient  failures 
and  successes.1920  Cardiac  toxicity  remains  a major 
problem  when  utilizing  protriptyline.21 


The  use  of  continuous  airway  pressure  through  the 
nose  (nasal  CPAP)  was  first  reported  by  Sullivan  et  al. 
to  be  a successful  means  of  treating  the  OSA  syn- 
drome.22 Others  have  since  confirmed  the  value  of  an 
air  strut  in  preventing  the  obstructive  events.23-27  The 
major  drawbacks  are  the  patient’s  willingness  to  wear 
a tight  fitting  mask  to  bed  each  night,  or  even  to  be 
burdened  by  a modified  apparatus,28  dependency  upon 
an  energy  source,  and  rarely  severe  hypoxemia  as- 
sociated with  CPAP-induced  hypoventilation.29  Other 
devices  that  have  been  utilized,  but  have  not  met  with 
wide  acceptance,  include  a tongue  retainer  device30 
and  various  orthodontic  appliances.31 

Surgical  procedures  also  have  been  utilized  to  relieve 
the  hypopharyngeal  obstruction.  The  uvulopalato- 
pharyngoplasty  (UPPP)  procedure  was  first  described 
by  Fujita  et  al.32  and  subsequently  reported  by  other 
investigators33-35  to  be  an  alternative  treatment  modal- 
ity in  the  OSA  syndrome.  This  western  version  of  the 
much  disputed  uvulectomy,  ritualistically  performed 
in  Africa36  also  has  disappointing  long-term  results.37 

Tracheostomy, 11-38-39  the  standard  against  which  all 
other  treatment  modalities  are  compared,  has  obvious 
deterrents  as  well  as  its  own  unique  complications.40 
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This  report  describes  the  use  of  an  uncuffed  naso- 
pharyngeal (NP)  tube  in  patients  with  the  OSA  syn- 
drome, to  bypass  the  oropharyngeal  obstruction.  The 
purpose  of  the  study  was  to  evaluate  both  its  effective- 
ness in  alleviating  the  obstructive  phenomena  and  pa- 
tient tolerance  of  the  device  (Figures  lAand  IB). 

METHODS 

Polysomnography.  The  patient  population  con- 
sisted of  nine  subjects  (seven  males)  from  our  sleep 
disorders  registry  with  documented  OSA  syndrome. 
Each  patient:  (1)  had  an  apnea  index  (Al),  number  of 
obstructive  apneas/total  sleep  time  (TST)  greater  than 
5 during  an  all-night  polysomnogram,  and  (2)  com- 
plained of  hypersomnolence.  An  obstructive  apneic 
event  was  defined  as  a cessation  of  nasal  and  oral 
airflow  of  ten  seconds  or  greater  duration  in  the  pres- 
ence of  continuous  respiratory  effort.  A central  apneic 
event  was  defined  as  airflow  cessation  in  the  absence 
of  respiratory  efforts.  Mixed  apneas  were  classified  as 
obstructive  events  as  previously  described.41  We  in- 
cluded central  apneic  episodes,  which  represented  less 
than  3 percent  of  all  apneas  recorded,  in  the  “total 
number  of  apneas"  for  statistical  analysis.  Hypopnea 
(H)  was  defined  as  a 50  percent  or  greater  decrement 
in  airflow,  accompanied  by  a 4 percent  or  greater  de- 
crease in  oxygen  saturation  from  baseline.  Two  of  the 
patients  (males)  who  were  fitted  with  the 
nasopharyngeal  tube  were  not  included  in  the  data 
analysis  because  continuous  mucous  plugging  in  the 
tube  (as  reported  both  by  patients  and  sleep  tech- 
nicians), rendering  the  device  useless  in  providing  a 
patent  airway  and,  therefore,  presumably  accounting 
for  these  patients'  intolerance  of  the  device. 

Semiquantitative  measurement  of  airflow  was  ac- 
complished by  continuous  sampling  of  C02  at  the 
nares  and  mouth.  Respiratory  movements  of  the  rib 
cage  and  abdomen  were  recorded  by  inductive  pleth- 
ysmography. Each  polysomnogram  consisted  of  elec- 
troencephalographie  (EEG),  electro-oculographic 
(EOG),  submental  electromyography  (EMG),  and  elec- 
trocardiography (ECG)  recordings  as  previously  de- 
scribed.42 Oxygen  saturation  was  measured  continu- 
ously via  ear  oximetry  (Biox  Ila).  A Grass  Model  78D 
polygraph  (Grass  Instruments,  Quincy,  MA)  was  used 
to  record  the  data  signals  and  each  study  was  scored 
according  to  standard  criteria  in  30-second  epochs.42 

Each  patient  except  one  had  pulmonary  function 
tests  including  spirometry,  static  lung  volumes,  ar- 
terial blood  gases,  and  hemoglobin  determinations 
performed. 

Protocol.  After  the  initial  sleep  study  documenting 
OSA  the  patients  were  “fitted"  under  fiberoptic  visu- 
alization with  a 2.5  to  3.5  mm  uncuffed  pediatric  en- 
dotracheal tube  that  extended  from  the  nares  to  a level 
5 mm  above  the  epiglottis.  Each  patient  was  taught 
proper  insertion  technique  utilizing  4 percent  topical 
lidocaine  solution  via  an  atomizer  for  oral  and  nasal 
anesthesia  and  2 percent  viscous  lidocaine  for  lubri- 
cation. The  patients  demonstrated  competent  tube  in- 
sertion technique  prior  to  being  sent  home  for  nighdy 
catheter  use.  They  were  instructed  to  alternate  nostrils 
and  apply  A&D  ointment  nasally  to  prevent  irritation 
to  the  mucosa  A nasal  saline  spray  also  was  used  to 
preserve  the  mucosal  integrity. 


Figure  1A — Idealized  model  of  nasopharyngeal  (NP)  tube 
placement  above  the  epiglottis.  IB— Xerograph  of  tube  place- 
ment in  one  subject. 


A second  all-night  polysomnogram  was  recorded 
after  three  to  five  weeks  of  home  use. 

Multiple  sleep  latency  testing  (MSLT)  was  performed 
after  control  and  NP  tube  sleep  studies  in  four  patients 
to  obtain  objective  data  for  evaluating  daytime  hyper- 
somnolence.43 A sleepiness  index  (SI)  was  calculated 
according  to  whether  the  patient  received  three  or  four 
naps  and  a value  of  > 75  was  considered  to  be  rep- 
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TABLE  1 

Characteristics  oj  Patients 


ABG 


Pt. 

Sex 

Age 

Years 

Ht 

cm 

Wt 

H 

FEV 

L 

FEVj 

L 

pH 

PaC02 

mmHg 

Pa02 

mmHg 

AS. 

M 

51 

170 

72.6 

3.40 

2.73 

NA 

NA 

NA 

S.M. 

M 

47 

170 

93.9 

4.16 

3.31 

7.41 

43 

87 

R.S. 

M 

38 

180 

113.4 

5.39 

4.70 

7.42 

36 

88 

H.B. 

F 

65 

168 

84.8 

2.21 

1.71 

7.39 

42 

84 

C.H. 

M 

40 

185 

143.3 

3.64 

3.04 

7.45 

42 

72 

I.R 

F 

58 

160 

68.5 

2.69 

2.27 

7.37 

41 

91 

J.B. 

M 

58 

178 

80.7 

NA 

NA 

NA 

NA 

NA 

MEAN 

— 

51.0 

173 

93.9 

3.58 

2.96 

7.41 

41.0 

84 

±SEM 

— 

±3.8 

±3.3 

±10.1 

±0.46 

±0.42 

±0.14 

±1.2 

±3.3 

FEV  = Forced  vital  capacity  (BTPS). 

FEV!  = Forced  expiratory  volume  at  one  second  of  the  FEV. 
PaC02  = Arterial  values. 

NA  = Not  done. 


resentative  of  hypersomnolence.44  The  significance  of 
changes  that  occurred  between  the  initial  studies  and 
the  tube  studies  were  assessed  using  Student's  t-test 
for  paired  values  and  a P value  < 0.05  was  considered 
to  be  statistically  significant.45 

Results.  The  7 patients  studied  with  and  without 
the  tube  tended  to  be  obese  with  no  evidence  of  in- 
trinsic lung  disease  or  alveolar  hypoventilation  at  rest 
while  awake  (Table  1). 

Sleep  Architecture.  Table  2 reports  both  the  control 
and  the  nasopharyngeal  tube  polysomnograms.  There 
were  no  statistically  significant  differences  between 
the  two  nights  in  sleep  architecture  or  sleep  efficiency. 
However,  there  was  a definite  trend  toward  a decreas- 
ing number  of  awakenings  in  all  but  two  patients  from 
control  to  treatment  studies. 

Disordered  Breathing  Events.  With  NP  tube  use,  five 
of  the  seven  patients  had  an  apnea  index  below  5 
apnea/hr  while  a sixth  patient  experienced  a fall  in  the 
apnea  index  from  89.8  apnea/hr  to  7.2  apnea/hr.  None 
of  the  patients  had  significant  weight  loss  between 
polysomnograms. 

There  were  statistically  significant  decreases  in  the 
mean  number  of  apneic  events  from  215.7  to  50.0 
(PC0.05);  mean  apnea  index  from  40.5  apnea/hn  TST 
to  8.8  apnea/hr;  TST  (P<0.05);  and  A + H index  from 
41.8  event/hr;  TST  to  13.8  event/hr;  TST  (PC0.02) 
associated  with  the  tube  use  (Figure  2).  Although  the 
mean  number  of  hypopneas  increased  (7.6  ± 3.9  to 
26.6  ± 12.2)  with  tube  use,  it  was  a nonsignificant 
(P>.05)  increase.  The  mean  duration  of  apneas  that 
did  occur  (29.6  ±4.1  sec  to  24.6  ± 4.2  sec)  and  the 
resulting  maximum  oxygen  desaturation  during  these 
observed  apneas  were  not  significantly  affected. 

Multiple  sleep  latency  testing  demonstrated  no  sig- 
nificant difference  in  daytime  hypersomnolence.  The 
sleep  indices  after  the  baseline  and  NP  tube  use  nights 
were  65.2  ± 4.8  and  69.9  ± 3.8,  respectively. 

DISCUSSION 

Previous  successful  short-term  use  of  a NP  tube  has 
been  reported  in  both  adults446  and  children.47  Indica- 
tions included  both  the  therapeutic  relief  of  obstruc- 
tive apnea  and  the  diagnostic  screening  to  determine 


the  need  for  tonsillectomy  and  adenoidectomy.  Rem- 
mers  et  al.10  utilized  the  NP  tube  in  four  patients  with 
OSA,  and  achieved  complete  elimination  of  the  peri- 
odic apneic  events.  Experimental  occlusion  of  the  NP 
tube  re-established  complete  airway  obstruction.  Ex- 
perience with  the  NP  tube  has  not  been  uniformly 
successful.  In  Martin’s  two  patients  who  did  not  ex- 
perience symptomatic  relief,  fiberoptic  laryngoscopy 
revealed  “tissue  was  closing  directly  over  the  vocal 
cords  and  consequently,  the  intubation  did  not  bypass 
the  entire  obstruction."48  This  observation  suggests 
that  the  site  of  the  upper  airway  obstruction  will  be 
one  determinant  of  tube  efficacy. 

The  oropharynx  is  the  location  of  upper  airway  col- 
lapse in  the  majority  of  patients  with  the  OSA  syn- 
drome. During  the  fiberoptic  laryngoscopic  exami- 
nation performed  for  tube  fitting,  each  patient  per- 
formed an  isometric  (Mueller)  inspiratory  maneuver 
and  oropharyngeal  closure  was  uniformly  observed.  No 
structural  abnormalities  were  noted  in  any  of  our  pa- 
tients on  laryngoscopic  examination  except  that  all 
had  a "crowded  hypopharynx."  This  is  consistent  with 
the  concept  that  the  entire  upper  airway  of  OSA  pa- 
tients is  narrowed  and  an  exact  site  of  obstruction 
rarely  is  documented.49  In  some  patients,  neu- 
romuscular reflex  and  anatomical  abnormalities  tip 
those  functionally  predisposed  into  the  OSA  syndrome. 
Onal  et  al.  demonstrated  that  periodic  breathing  dur- 
ing sleep,41  which  occurs  normally,50-51  is  the  primary 
event  responsible  for  the  pathological  upper  airway 
occlusions,  while  others  consider  it  a secondary 
promoter.52  This  sleep-induced  periodicity  leads  to 
cyclical  increases  and  decreases  in  genioglossal  and 
diaphragmatic  activity,  which  Onal  suggests  result  in 
an  increased  supraglottal  resistance  and  transpharyn- 
geal  pressure  at  the  cycle's  nadir.  He  has  demonstrated 
that  although  diminished  diaphragmatic  activity  is 
associated  with  a decreasing  negative  intrathoracic 
pressure,41  in  the  presence  of  concomitant  genioglossal 
hypoactivity,  the  inspiratory  force  that  still  is  capable 
of  being  generated  can  be  high  enough  to  create  a 
significant  transmural  pressure  gradient,  causing  air- 
way closure  in  patients  with  a critically  narrowed 
oropharynx,  e.g.  obesity,  tonsillar  hypertrophy. 

The  NP  tube  appears  to  be  acting  as  the  sole  conduit 
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TABLE  2 

Effect  of  Nasopharyngeal  Tube  on 
Parameters  of  Sleep  Architecture 

Sleep  Stage 


Pt. 

Mode 

TST 

SE 

SL 

INGS 

RM 

AT 

1 

2 

3/4 

REM 

min 

% 

min 

# 

min 

% 

% 

% 

% 

% 

B 

442 

89 

9 

11 

143 

9 

16 

57 

5 

12 

AS. 

N 

397 

81 

86 

8 

151 

2 

7 

54 

17 

21 

B 

317 

91 

7 

0 

69 

1 

1 

43 

36 

20 

S.M. 

N 

352 

97 

5 

4 

73 

2 

7 

49 

18 

24 

B 

320 

76 

78 

11 

179 

7 

15 

69 

0 

9 

R.S. 

N 

340 

80 

38 

10 

123 

12 

16 

55 

5 

13 

B 

242 

58 

64 

13 

11 

31 

21 

45 

0 

2 

H.B. 

N 

298 

73 

13 

6 

74 

24 

10 

43 

8 

15 

B 

273 

63 

51 

10 

260 

29 

13 

50 

7 

1 

C.H. 

N 

314 

71 

46 

5 

197 

19 

6 

59 

3 

11 

B 

395 

93 

21 

5 

96 

2 

17 

40 

14 

26 

I.R 

N 

385 

96 

8 

2 

65 

1 

6 

62 

13 

19 

B 

421 

87 

6 

4 

74 

12 

5 

52 

6 

25 

J.B. 

N 

352 

84 

20 

4 

90 

7 

2 

73 

5 

12 

MEAN* 

B 

344 ±29 

80±5 

34±  1 1 

7.7±  1.8 

1 19±31 

13±5 

12±3 

51  ±4 

10±5 

14±4 

±SEM 

N 

348± 13 

83±4 

31  ± 1 1 

5.6  ±1.0 

1 10±19 

10±3 

8±2 

56±4 

10±2 

16±2 

B 

N 

TST 

SE 

SL 

AWKINGS 

RM 

AT 

Sleep  Stage 


= Initial  study. 

= Tube  study. 

= Total  sleep  time. 

= Sleep  efficiency  defined  as  hr/hr  in  bed. 

= Sleep  latency — time  to  fall  asleep. 

= Total  number  awakenings  after  sleep  onset 
= REM  latency— time  to  first  REM  period  after  falling  asleep. 
= Awake  time  as  percent  of  time  in  bed. 

= Percent  spent  in  each  REM  and  NREM  stage. 


‘There  were  no  significant  differences  between  NP  tube  and  control  studies  for  any  of  these  characteristics 
with  P values  > .05. 


for  airflow,  while  the  periodic  breathing  continues  to 
cause  upper  airway  collapse  around  the  tube.  It  has 
been  postulated  that  the  hypoxia  which  results  from 
partial  or  complete  airway  obstruction  exaggerated  the 
normal  “periodicity”  and  disordered  breathing  events 
(hypoxia  begets  hypoxia).41  With  significantly  fewer 
apneic  events  occurring  during  NP  tube  use,  there  is 
a decreased  duration  if  not  severity  of  arterial  de- 
saturation, and  attenuation  of  the  potential  hypoxic 
exaggeration  of  sleep-induced  periodic  breathing. 

We  have  observed,  as  have  others,10  the  return  of  the 
frequency  of  complete  obstructive  apneic  events  to 
pretreatment  levels  during  experimental  or  mucous 
plugging  of  the  NP  tube.  This  was  clinically  illustrated 
by  persistence  of  obstructive  apneas  in  the  two  pa- 
tients with  mucous  plugging  and  supports  the  thesis 
that  periodic  breathing  and  airway  collapse  continue 
to  occur  around  the  catheter. 

The  NP  tube  does  not  lower  the  upper  airway 
resistance  enough  to  avoid  the  development  of  the  cri- 
tical transpharyngeal  pressures,  thereby  allowing 
uninterrupted  periodic  collapse  of  the  abnormally 
compliant  pharyngeal  structures  around  the  NP 


catheter.53 

Further  information  concerning  the  NP  tube’s  mech- 
anism of  action  was  obtained  by  individual  monitoring 
of  right  and  left  nasal  airflow  and  oral  airflow  during 
a subsequent  polysomnogram  recorded  during  NP 
tube  use  in  one  patient.  The  capnographic  recordings 
revealed  episodic  apneic  events  at  the  mouth  and  con- 
tralateral nare,  but  demonstrated  uninterrupted  air- 
flow at  the  “cannulated”  nare,  with  no  accompanying 
arterial  desaturation.  Plugging  of  the  NP  tube  resulted 
in  return  of  the  obstructive  apneas  and  oxygen  de- 
saturation. 

Nasopharyngeal  occlusion  (i.e.  rhinitis  and  pharyn- 
gitis) also  has  been  implicated  in  the  pathogenesis  of 
upper  airway  obstruction.54  56  This  clinical  observation 
of  a correlation  between  nasopharyngeal  resistance 
and  degree  of  sleep  disordered  breathing  has  been  con- 
firmed.57 The  increased  resistance  leads  to  a greater 
suction  pressure  on  the  oropharynx  as  a result  of  a 
more  forceful  diaphragmatic  contraction.  The  NP  tube 
bypasses  the  nasopharynx,  ensuring  an  unobstructed 
nasal  airway,  and  would  alleviate  successfully  the  oc- 
clusive events  in  these  patients  as  well. 
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Figure  2 — Effects  of  NP  tube.  Unbroken  lines  are  individual 
values  with  and  without  tube  use.  Open  circles  and  broken 
lines  = means  with  indicated  P values. 


Although  not  statistically  significant,  an  increase  in 
the  number  of  hypopneas  were  recorded  with  tube  use. 
This  observation  is  compatible  with  the  findings  of 
Onal  and  Lopata  in  their  study  of  patients  with  OSA 
who  were  treated  by  tracheostomy.50  In  post-tracheos- 
tomy studies,  no  obstructive  apneas  occurred  but 
hypopneas  with  mild  arterial  desaturation  still  were 
observed  and  these  events  were  coincident  with  peri- 
odic breathing.  We  postulate  that  the  airflow  through 
the  "narrow  diameter”  NP  tube  during  upper  airway 
collapse,  while  preventing  obstructive  apnea  is  not 
great  enough  to  avoid  the  hypopneic  event.  These 
hypopneas  are  associated  with  only  mild  arterial  de- 
saturation. 

The  upper  airway  contains  flow  sensitive  receptors, 
which  reflexively  control  breathing  rhythm,59  and  it 
has  been  demonstrated  that  nasopharyngeal  mucosal 
receptors  may  play  an  important  role  in  pharyngeal 
muscle  activity  during  sleep.  White  et  al.  anesthesized 
the  nasal  mucosa  while  maintaining  nasopharyngeal 
patency  and  found  a fourfold  rise  in  disordered  breath- 
ing events  (central  apneas,  obstructive  apneas,  and 
hypopneas).60  Since  our  patients  used  topical  anesthe- 
sia on  the  nasal  mucosa  and  bypass  the  mucosal  recep- 
tors with  a latex  tube,  this  might  contribute  to  the 
disruption  of  the  rhythmicity  of  both  the  upper  and 
lower  respiratory  cycles,  possibly  leading  to  an  increase 
in  the  number  of  central  apneas  or  hypopneas.  Al- 
though there  was  a nonsignificant  increase  in  hypop- 
neic events,  the  number  of  central  apneas  actually  fell 
from  43  in  the  control  sleep  study  to  19  during  tube 
use.  Airflow  detection  by  the  contralateral  nasal  recep- 


tors, which  neither  were  anesthesized  nor  bypassed 
may  account  for  these  findings. 

Symptomatic  improvement  in  daytime  alertness  was 
reported  by  all  the  patients,  although  objective  data 
using  multiple  sleep  latency  testing  before  and  after 
tube  use  in  four  patients  did  not  reveal  a significant 
decrease  of  hypersomnolence.  This  discrepancy  be- 
tween subjective  and  objective  findings  of  daytime 
alertness  is  unclear,  but  may  be  due  to  a persistence 
of  laboratory-induced  poor  sleep  resulting  in  next  day 
hypersomnolence.  This  would  be  akin  to  a repeat  “first- 
night  effect”  at  the  temporally  separated  second  re- 
cording period.61 

Four  of  the  patients  studied  went  on  to  use  the  NP 
tube  for  extended  periods  of  time  and  experienced 
symptomatic  relief  from  daytime  hypersomnolence. 
This  was  reported  by  all  patients  and  was  most  clearly 
reflected  in  job-related  activities.  For  example,  a phy- 
sician now  is  able  to  read  his  medical  journals  in  the 
evening  without  hypersomnolence  and  does  not  nap 
during  the  day  to  get  through  the  rest  of  his  daily 
schedule.  NP  tube  use  in  this  patient  now  has  exceeded 
23  months.  Of  interest,  as  reported  for  CPAP,24  our 
patients  also  report  that  one  to  two  nights  without  the 
tube  can  be  tolerated  without  “apparent”  obstructive 
events.  This  reflects  the  observations  that  sleep  depri- 
vation worsens  apnea62  63  and  quality  sleep  serves  to 
restore  control  stability. 

CPAP  and  an  orthodontic  device  proved  to  be  simi- 
larly effective  in  the  two  patients  in  which  alternatives 
were  tried.  One  patient  was  able  to  discontinue  use  of 
the  NP  tube  following  weight  loss  and  no  longer  has 
OSA 
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HIV  Positive  Confirmed 
ThenWhat? 


AIDS  is  tough  to  treat.  Ruthless  to 
an  increasing  patient  population, 
it  challenges  physicians  and 
nurses  as  never  before  in  their 
commitment  to  quality  care. 

The  Spellman  Center  for  HIV- 
Related  Disease  at  St.  Clare’s  Hos- 
pital and  Health  Center  in  New 
York  City,  accepts  the  challenge 
posed  by  AIDS  and  HIV  infection. 
The  first  facility  in  the  tri-state  re- 
gion to  devote  its  resources  solely 
to  the  care  of  AIDS  patients,  the 
Spellman  Center  designates  its 
highest  priority  as  compassionate 
patient  care.  A dedicated  staff  pro- 
vides comprehensive  medical, 
nursing,  psychosocial,  and  dental 
treatment  in  an  atmosphere  that 
is  warm  and  understanding. 


The  Spellman  Center— a 60-bed 
Acute  Care  Unit,  Emergency 
Service,  Outpatient,  Ambulatory 
Infusion  and  Dental  Clinics— 
accepts  referrals  of  patients  with 
CDC-confirmed  AIDS  or  ARC 
(AIDS-related  complex),  and  those 
who  are  seropositive  for  HIV. 
Spellman  also  reaches  out  to  offer 
testing,  counseling  and  treatment 
to  persons  at  risk  for  AIDS. 


The  Spellman  Center 
for  HIV- Related  Disease 
A Designated  AIDS  Treatment  Facility 
St.  Clare’s  Hospital  and  Health  Center 


415  W 51st  St 
New  York,  NY  10019 

An  Affiliate  of  New  York  Medical  College 


If  you  need  consultation  con- 
cerning your  patients,  or  more 
information,  please  call  Dr.  Debra 
Spicehandler,  the  Medical  Direc- 
tor, at  (212)  459-8409. 


The  Spellman  Center  also  main- 
tains an  information  hotline  for 
patients  with  questions  about 


AIDS:  1-800-433-AIDS. 


Outbreaks  of  Clam-Associated  Gastroenteritis 
in  New  Jersey:  1983-1984 


John  Porter,  m.p.h.,  and  William  Parkin,  d.v.m.,  ph.d.,  trenton* 


In  1983-1984,  136 persons  were  victims  of  clam-associated 
gastroenteritis.  The  symptoms  were  diarrhea , nausea,  vomiting, 
abdominal  cramps,  and  fever.  These  outbreaks  highlight  poten- 
tial problems  of  eating  raw  seafood  and  demonstrate  the  impor- 
tance of  physician-reporting  of  clusters  of  gastroenteritis  illness. 


Many  cases  of  viral  gastroenteritis 
have  an  unknown  exposure; 
however,  some  occur  after  the 
consumption  of  clams  or  other  shellfish,  causing  acute 
gastroenteritis  and  occasionally  hepatitis.  A report 
from  New  York  State  demonstrated  an  association  be- 
tween eating  clams  and  developing  gastroenteritis  due 
to  Norwalk  virus.1 

Between  April  20,  1983,  and  June  13,  1984,  six  out- 
breaks of  clam-associated  gastroenteritis  were  re- 
ported to  the  Division  of  Epidemiology  and  Disease 
Control  at  the  New  Jersey  State  Department  of  Health. 
These  episodes  were  investigated  to  determine  the 
cause  of  the  illnesses,  whether  they  indeed  were  as- 
sociated with  the  consumption  of  clams,  and  to  find 
if  a common  distributor  was  involved. 

We  present  these  data  in  order  to  heighten  the 
awareness  of  medical  practitioners  and  other  health- 
care personnel  to  the  dangers  of  raw  seafood  consump- 
tion. These  illnesses  can  be  prevented  by  adequate 
cooking  of  seafood  to  inactivate  Norwalk  virus  and  by 
administering  immunoglobulin  to  prevent  hepatitis  in 
those  people  who  have  consumed  contaminated  raw 
seafood.  It  also  highlights  the  importance  of  reporting 
outbreaks  of  gastroenteritis  illness  and  cases  of 
hepatitis  to  the  Health  Department.  Outbreaks  of 
gastroenteritis  are  reportable  to  the  New  Jersey  De- 
partment of  Health  as  indicated  in  Chapter  2 of  the 
New  Jersey  Administrative  Code. 


METHODS 

In  these  outbreaks,  a “case”  was  defined  as  any  per- 
son who  developed  vomiting  and/or  diarrhea  of  at  least 
three  stools  per  day,  within  72  hours  of  attending  a 
function  at  which  he  had  eaten  clams.  A “clam-as- 
sociated outbreak”  was  defined  as  two  or  more  cases 
associated  with  the  consumption  of  clams.  Epidemio- 
logical investigations  were  conducted  according  to 
standard  techniques  for  evaluating  foodbome  out- 
breaks.2 In  addition  to  food  consumption  histories, 
information  was  collected  on  symptoms,  incubation 
time,  and  duration  of  illness.  Hepatitis  surveillance 
records  were  reviewed  after  the  gastroenteritis  out- 
breaks to  determine  if  people  who  had  eaten  clams  also 
had  developed  hepatitis  A. 

Where  possible,  stool  specimens  were  collected  from 
case-patients  and  analyzed  for  enteric  pathogens  in- 
cluding Salmonella,  Shigella,  and  Campylobacter 
species,  and  for  Staphylococcus  aureus,  and  Clostrid- 
ium perfringens.  In  the  largest  outbreak,  specimens 
also  were  collected  for  rotavirus.  Clam  specimens  were 
available  from  two  of  the  outbreaks  and  were  analyzed 

‘From  the  Division  of  Epidemiology  and  Disease  Control,  New 
Jersey  State  Department  of  Health,  Trenton,  and  Division  of 
Field  Services,  Epidemiology  Program  Office,  Centers  for  Dis- 
ease Control,  Atlanta,  Georgia  Correspondence  may  be  ad- 
dressed to  Dr.  Porter,  New  Jersey  State  Department  of  Health, 
Division  of  Epidemiology  and  Disease  Control,  CN  360,  Tren- 
ton, NJ  08625. 
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for  enteric  pathogens.  The  source  of  the  clams  was 
identified  in  each  outbreak.  Unfortunately,  no  serum 
specimens  for  viral  serology  were  collected. 

RESULTS 

There  were  five  outbreaks  of  clam-associated 
gastroenteritis  in  1983  and  one  outbreak  in  1984,  with 
illness  in  1 36  people.  Overall  symptoms  included  diar- 
rhea (85  percent),  nausea  (81  percent),  vomiting  (63 
percent),  abdominal  cramps  (75  percent),  and  fever  (45 
percent). 

The  first  two  outbreaks  occurred  in  April  1983,  fol- 
lowed by  two  outbreaks  in  May  and  the  largest  out- 
break, involving  54  cases,  in  June  (Table).  In  all  the 
outbreaks,  persons  eating  clams  were  found  to  be  more 
likely  to  become  ill  than  those  who  did  not  eat  clams 
(PC0.05). 

The  mean  incubation  period  ranged  from  30  hours 
in  the  April  1983  outbreak  to  41  hours  in  the  June 
1984  outbreak,  with  a mean  duration  of  illness  from 
44  to  48  hours.  Attack  rates  for  the  outbreaks  ranged 
from  29  percent  (40/144)  to  68  percent  (54/79)  (Table). 
Four  of  54  cases  in  the  largest  outbreak  in  June  1983 
developed  clinical  hepatitis  A infection  30  to  41  days 
later.  This  information  was  collected  from  reported 
surveillance  data 

Stool  specimens  were  collected  from  1 3 persons  who 
were  ill  from  the  1983  outbreaks.  All  specimens  were 
negative  for  bacterial  pathogens.  In  the  largest  out- 
break (E5  in  the  Figure),  three  stool  specimens  tested 
for  rotavirus  also  were  negative.  Stool  specimens  were 
collected  from  all  six  persons  who  were  ill  in  the  1984 
outbreak,  and  all  specimens  were  negative  for  bacterial 
pathogens. 

Clam  specimens  from  two  of  the  1983  outbreaks 
were  negative  for  bacterial  pathogens  with  satisfactory 
coliform  counts  of  <200/100  ml.  Vibrio  para- 
haemolyticus  was  isolated  from  one  of  the  clam  speci- 


mens in  the  1984  outbreak.  This  specimen  was  found 
to  have  coliform  counts  within  the  permissible  limit. 

In  four  of  the  five  outbreaks  in  1983,  a single  dis- 
tributor was  implicated.  The  distributor  purchased 
bushels  of  clams  from  a source  in  Poole,  England.  Fol- 
lowing these  outbreaks,  a representative  of  the  Food 
and  Drug  Administration  (FDA)  travelled  to  England 
to  conduct  an  investigation  of  clam  harvesting  and 
depuration  procedures.  The  results  of  their  survey  in- 
dicated that  clams  were  being  harvested  from  polluted 
waters,  that  the  depurating  system  used  was  faulty, 
and  that  the  laboratoiy  capacity  for  testing  the 
bacterial  content  of  harvested  clams  was  inadequate. 
In  view  of  these  outbreaks  and  the  findings  of  the  FDA, 
the  English  government  voluntarily  agreed  to  discon- 
tinue exporting  shellfish  to  the  United  States.  Ship- 
ments were  not  to  be  resumed  until  the  FDA  had  con- 
ducted a re-evaluation  of  the  English  program.  At  pres- 
ent there  still  are  no  imports  of  English  shellfish  into 
the  United  States. 

The  outbreak  in  1984  was  traced  to  a depuration 
plant  in  northern  New  Jersey.  An  investigation  of  the 
plant  revealed  a faulty  depuration  system,  which  was 
corrected  immediately. 

Since  1984,  the  Health  Department  has  investigated 
no  further  large  outbreaks  of  clam-associated  gastro- 
enteritis, but  the  Department  has  followed  several 
isolated  incidents  where  illness  could  have  been  at- 
tributed to  clam  consumption. 

DISCUSSION 

Shellfish-associated  gastroenteritis  outbreaks  were 
reported  from  several  northeast  states  in  1982.  1983, 
and  1984.  Previous  outbreaks  of  gastroenteritis  in 
which  shellfish  have  been  implicated  have  been  due  to 
typhoid,  hepatitis  A virus,7  and  V.  pcirahaemolyti- 
cus.8  In  1985,  the  Vermont  Health  Department  demon- 
strated an  association  between  consumption  of  raw 


TABLE 

Outbreaks  of  Clam-Associated  Gastroenteritis 

Outbreak 

Number 

Date  of 
Exposure 

Number  111/ 
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Eating  Clams 

Attack  Rate 
Among  Those 
Eating  Clams  % 
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% 

Nausea 

% 

El 

4/20/83 

5/9 

55.6 

80 

80 

E2 

4/27/83 

11/27 

41 

100 

80 

E3 
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20/34 

58 

80 

100 

E4 
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29 

83 

76 
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81 
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40 
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55 
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40 
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40 
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Figure— Clam-associated  gastroenteritis  in  New  Jersey,  1983  to  1984, 


clams  and  the  development  of  a Norwalk  virus 
gastroenteritis.3  This  association  identified  in  two 
other  studies45  is  biologically  plausible  because  clams, 
and  indeed  all  bivalved  mollusks,  are  filter-feeders  that 
concentrate  bio-organic  particles  including  bacteria 
and  viruses.6  Therefore,  in  cases  of  gastroenteritis  fol- 
lowing shellfish  consumption,  serologic  specimens 
should  be  collected  for  detection  of  the  Norwalk  agent. 

Although  no  blood  specimens  were  collected  in  the 
New  Jersey  outbreaks,  the  clinical  symptoms  suggest 
a Norwalk-like  virus.  Blood  specimens  were  not  col- 
lected because  notification  of  the  outbreak  came  too 
late  to  collect  an  acute-phase  serum  specimen.  If  a 
physician  detects  a cluster  of  cases  of  gastroenteritis 
that  may  be  caused  by  a Norwalk  agent,  serum  should 
be  collected  immediately  and  refrigerated.  The  State 
Department  of  Health  then  should  be  contacted. 

Spread  of  the  infection  in  1983  was  curtailed  by 
determining  the  vehicle  (clams),  tracing  the  source  of 
the  clams,  and  discontinuing  their  shipment  from 
England.  In  1984,  correction  of  a problem  in  the  depu- 
rating system  of  the  dispersal  plant  resulted  in  no 
further  outbreaks. 

Hepatitis  A was  identified  in  10  of  207  people  in  the 
New  York  clam-associated  outbreak  of  1982.'  In  our 
outbreaks,  surveillance  records  showed  that  4 of  136 
people  became  ill  with  hepatitis  A approximately  30 
days  after  consumption  of  clams.  This  information  de- 
pends on  the  reporting  of  hepatitis  to  the  Health  De- 
partment. None  of  the  1 36  persons  with  gastroenteritis 
were  followed  to  determine  if  they  developed  hepatitis, 
so  it  is  possible  that  there  were  more  than  four 
hepatitis  cases  from  these  outbreaks.  In  view  of  these 
findings,  the  New  Jersey  Department  of  Health  rec- 
ommends that  in  clam-associated  gastroenteritis  out- 


breaks, immunoglobulin  is  given  to  all  people  who  have 
eaten  implicated  clams.  Passive  immunization  with 
immunoglobulin  0.02-0.04  ml/kg  of  body  weight, 
should  be  given  by  intramuscular  injection  as  soon  as 
possible  after  exposure.  This  recommendation  is  con- 
troversial because  no  study  has  conclusively  demon- 
strated that  persons  who  develop  gastroenteritis  fol- 
lowing clam  consumption,  also  are  at  risk  of  develop- 
ing hepatitis  A.  However,  several  studies  investigating 
Norwalk-like  gastroenteritis  and  the  consumption  of 
shellfish  have  noted  that  a few  of  the  persons  with 
gastroenteritis  subsequently  have  developed  hepatitis 
A.1 8 Morse's  study  found  that  one  county  where  clams 
were  being  harvested  noted  a doubling  of  cases  of 
hepatitis  A. 
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Case  Report: 
Littre’s  Hernia 


Farid  F.  Muakkassa,  m.d.,  and  Claude  Abouchedid,  m.d.,  trenton* 


Littre’s  hernia  is  a rare  condition  defined  by  the  presence  of  a 
Meckel’s  diverticulum  as  the  sole  occupant  of  a hernia  sac. 

Our  patient’s  initial  problem  was  a groin  abscess  and  signs  of 
small  bowel  obstruction.  Preoperative  x-rays  suggested 
carcinoma  of  the  cecum.  Diagnosis  of  Littre’s  hernia  only  can  be 
made  at  operation. 


Meckel's  diverticulum  entrapped 
in  a hernia  sac  constitutes  a Lit- 
tre's  hernia.  Littre's  hernias  are 
50  percent  inguinal,  25  percent  femoral,  and  25  per- 
cent umbilical.1  The  incidence  is  higher  in  women, 
possibly  because  of  the  predominance  of  femoral 
hernias.2  A true  Littre’s  hernia  is  quite  rare;  Frankau’s 
series  of  1,487  strangulated  hernias  contained  only  0.3 
percent.3 

We  recognized  and  treated  a patient  with  Littre's 
hernia  which  was  heralded  by  initial  abscess  forma- 
tion and  followed  much  later  by  obstruction  of  the 
small  intestine.  The  unusual  features  of  this  case 
prompted  a review  of  the  pertinent  surgical  literature. 

Case  Report 

A 72-year-old  white  female  complained  of  erampy 
right  lower  abdominal  pain  of  five  days’  duration  as- 
sociated with  decreased  bowel  transit  and  one  recent 
episode  of  vomiting.  She  had  lost  5 kg  of  weight  in  the 
past  year  and  complained  of  a mass  in  the  right  groin 
that  had  become  progressively  more  tender.  Three 
years  earlier,  she  had  an  incision  and  drainage  of  a 
tender  right  groin  mass  in  the  same  location.  This  had 
been  followed  by  suppuration  for  several  months  with 
eventual  wound  healing,  but  the  groin  mass  persisted. 
Review  of  systems  was  otherwise  unremarkable;  past 
medical  history  included  a hiatal  hernia  repair  13 
years  prior  to  admission  and  arthritis  of  the  right 


knee.  There  was  no  history  of  medication  intake  or 
allergies. 

Upon  admission  to  St.  Francis  Medical  Center,  the 
patient  appeared  in  no  acute  distress.  Blood  pressure 
was  140/90  mm  Hg,  apical  pulse  rate  80/min,  respi- 
ration 20/min,  and  temperature  37.6°C.  The  abdomen 
was  soft,  moderately  distended,  and  nontender  with 
hyperactive  bowel  sounds.  A tender  nonreducible,  3 by 
4 cm  mass  was  present  in  the  right  groin  beneath  a 
healed  surgical  scar.  Rectal  examination  and  sigmoid- 
oscopy were  normal.  Hemoglobin  was  13  mg/dl, 
hematocrit  38.6  percent,  white  cell  blood  count  5100, 
and  SMA-18  was  normal.  Plain  x-rays  of  the  abdomen 
showed  dilated  loops  of  small  bowel  with  little  gas  in 
the  colon.  Barium  enema  x-ray  study  revealed  distal 
small  bowel  obstruction  and  a “mass  effect”  in  the  area 
of  the  cecum  possibly  involving  the  ileocecal  valve. 

We  prepared  the  bowel  mechanically  and  chemically 
(gentamicin  and  metronidazole)  and  performed  a 
laparotomy.  The  small  bowel  was  found  to  be  dilated 
proximal  to  a Meckel’s  diverticulum  that  was  in- 
carcerated in  a right  femoral  hernia  sac  (Figures  1A 
and  IB).  The  diverticulum  tip  intimately  was  adherent 
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Figure  1A — Meckel’s  diverticulum  in  the  right  femoral  hernia 
sac. 


Figure  IB— Diagrammatic  representation  of  Figure  1A 


to  the  bottom  of  the  sac  by  fibrous  bands  and  a vol- 
vulus of  the  adjacent  ileum  was  present  around  the 
Meckel’s  diverticulum.  The  volvulus  was  reduced 
without  difficulty  and  the  Meckel’s  diverticulum  (Fig- 
ure 2)  was  stapled  at  its  base  and  resected.  The  femoral 
hernia  was  repaired  intra-abdominally.  The  post- 
operative course  was  essentially  uneventful. 

Pathological  examination  revealed  a Meckel's  di- 
verticulum measuring  5 cm  in  length  and  1.5  cm  in 
diameter  at  its  base  and  0.3  cm  at  the  tip.  The  serosal 
surface  markedly  was  congested  with  chronic  inflam- 
mation and  fibrosis  with  tags  of  fibrous  tissue  at  its 
tip  (Figure  3).  The  wall  thickness  varied  from  0. 1 to  0.3 
cm  and  the  mucosa  was  pale  gray  and  trabeculated. 
No  perforation  was  identified. 

DISCUSSION 

Meckel’s  diverticulum,  the  most  common  congenital 
anomaly  of  the  small  bowel,  is  due  to  incomplete  ob- 
literation of  the  omphalomesenteric  duct.4  Its  in- 
cidence varies  from  0.8  percent  to  4 percent  depending 
upon  review  of  either  surgical  or  autopsy  series,  but 
generally  is  held  at  2 percent.5  Complications  from  a 
Meckel’s  diverticulum  in  a lifetime  were  thought  to  be 
in  the  range  of  25  percent.  However,  recent  data  sug- 
gest rates  of  4.2  percent  in  infancy  to  3 percent  in 
adulthood,  and  almost  0 in  old  age.6  In  a collective 
review  of  1,806  cases,  the  complications  were  as  fol- 
lows: hemorrhage  in  31  percent;  inflammation  in  25 


percent;  band  obstruction  in  16  percent;  intussuscep- 
tion in  1 1 percent;  hernia  entrapment  in  1 1 percent; 
umbilical  sinus  or  fistula  formation  in  4 percent;  and 
tumor  formation  in  2 percent.5 

In  1700,  Alexis  Littre,  a French  surgeon,  described 
two  cases  where  an  outpouching  of  the  ileum  was  the 
sole  occupant  of  an  inguinal  hernia  sac.7  It  is  quoted 
by  Haber,  and  reported  by  Lichtenstein  that  Fabricius 
Hildanus  probably  had  observed  intestinal  diverticu- 
lum in  1598  and  theorized  that  the  pressure  of  the 
intestinal  contents  was  a probable  cause  for  its  gen- 
esis.8 It  was  not  until  1809  that  Johann  Freidrich 
Meckel  described  the  different  types  of  intestinal 
diverticula  and  ascribed  the  one  that  today  bears  his 
name  to  an  incomplete  obliteration  of  the  omphalo- 
mesenteric or  vitelline  duct.9  Rieke,  in  1841,  coined  the 
term  “Littre’s  hernia"  after  he  observed  a Meckel’s 
diverticulum  in  a strangulated  femoral  hernia  eight 
years  earlier.10  Some  confusion  as  to  what  constituted 
a true  Littre's  hernia  appeared  subsequently  in  the 
surgical  literature,  until  1938  when  Weinstein  stated, 
“It  was  through  common  usage  that  the  title  of  Littre’s 
hernia  is  applied  only  if  the  diverticulum  is  of  Meckel's 
type,  and  is  the  sole  occupant  of  the  hernia  sac.”11  In 
1953,  Davis  reported  two  cases  that  met  the  criteria 
of  the  condition  described  by  Littre,  and  stated  a 


Figure  2 — Meckel's  diverticulum  after  it  was  freed  from  the 
hernia  sac. 
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Figure  3— Longitudinally  opened  Meckel’s  diverticulum  after 
its  resection. 
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Meckel’s  diverticulum  must  be  the  only  content  of  the 
hernia12  Our  findings  re-emphasize  these  criteria 

Meckel’s  diverticulum  represents  the  persistent 
proximal  part  of  the  vitelline  or  yolk  duct,  which  con- 
nects the  yolk  sac  and  the  primitive  digestive  tract  in 
early  life.  Its  position  is  variable,  with  an  average  dis- 
tance of  100  cm  from  the  ileocecal  valve  and  an  average 
length  of  5 cm.13  It  arises  from  the  antimesenteric 
surface  of  the  ileum  and  has  been  found  as  close  as 
15  cm  from  the  ileocecal  valve  in  4 percent  of  the  cases 
and  as  far  as  180  cm.  Hence,  it  is  necessary  to  explore 
up  to  2 m from  the  ileocecal  valve  when  one  searches 
for  it.14 

Our  case  demonstrates  the  common  features  of  Lit- 
tre's  hernia  and  some  unusual  aspects.  We  believe  that 
the  patient  initially  developed  inflammation  of  the  tip 
of  a Meckel’s  diverticulum  tightly  incarcerated  in  a 
femoral  hernia  with  subsequent  abscess  formation  in 
the  groin.  The  disease  remained  localized  following 
drainage,  and  a Meckel’s  enterocutaneous  fistula  de- 
veloped and  drained  for  several  months  before  closing 
spontaneously.  Such  fistulas  have  been  reported  by 
Weinstein  and  Leslie  et  al.1"5  Later,  our  patient  de- 
veloped small  bowel  obstruction  due  to  progressive  vol- 
vulus of  the  ileum  around  the  Meckel's  diverticulum. 
The  weight  loss  and  the  barium  enema  picture  of  ob- 
structing cecal  tumor  also  were  interesting.  Finally, 
this  case  represents  an  extremely  rare  occurrence  of 
complete  intestinal  obstruction  secondary  to  a Littre’s 
hernia  This  complication,  though  reported  by  Payson 
in  1956,  is  thought  to  occur  very  rarely  in  a Littre’s 
hernia  because  it  is  rare  to  have  total  luminal  in- 
testinal compromise  at  the  site  of  incarceration.16  In 
fact,  Sneirson  stated  that  the  diagnosis  of  a Littre's 
hernia  only  can  be  made  at  operation  and  that,  theo- 
retically, strangulation  should  result  in  local  signs  and 


symptoms  since  it  is  limited  to  the  diverticulum,  and 
the  lumen  of  the  bowel  proper  is  not  infringed  upon.17 
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WHAT 

GOES 

BETTER 

COME 


Many  of  the  60  million  Americans  who  have  high  blood 
pressure  don’t  know  it.  You  could  be  one  of  them 
So  call  the  Red  Cross  and  have  your  blood  pressure 
checked  Because  high  blood  pressure  means  a high  risk 
of  heart  attack  or  stroke  And,  unfortunately,  the 
law  of  gravity  doesn’t  affect  it. 


American  Red  Cross 


ARE  YOU  PROPERLY  CLASSIFIED? 
PROFESSIONAL  MALPRACTICE  LIABILITY 


OCCURRENCE  PLUS— 1/3,000,000  LIMITS 


New  Doctors  50%  of  Prem. 
GP— No  Surgery  $ 5,297 
Orthopedic  Surg.  $32,699 
Internal  Medicine  $ 6,799 
Colon  & Rectal 
Surgery  $12,336 


Urology-Surg.  $17,868 

Neurosurgery  $39,130 

Obst-Gynec.  $31,476 

GP— Minor  Surg.  $ 6,799 
Cardiology  $ 5,297 


OVER  100  OTHER 
CLASSIFICATIONS 


T30YNT0N 

& BOYNTON,  INC. 

42  MONMOUTH  ST. 

P.O.  BOX  887 
RED  BANK,  N.J.  07701 


MEDICAL  HOTLINE  1-800-822-0262 


MULTLSPEC1ALTY 
GROUP  PRACTICES 

cpzi's  marketing  programs  are 
proving  so  cost-effective  in  the 
tri-state  area,  you'll  also  want  to 
realize  the  benefits. 


Creative  Public  Relations 

211  Essex  Street 
Suite  405 

Hackensack.  New  Jersey 
07601 

(201)  342-9111 
(212)  432-2490 

Call  for  a complimentary  consultation 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Ob/Gyn 
Diabetes  Psychiatry 

Pediatrics  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 


Cl  20  Problems  othc'  than  specific  diagnostic/ symptomatic 

Automobile  Safety 

N Burton  Attico,  MD  • Richard  J Smith.  Ill  • Mtchaei  A Fnedman 


4 Cl  1 Communicable  diseases 

Acquired  Immunodefic  iency  Syndrome. 
Part  2:  The  Spectrum  of  Disease 

Navln  M Amin.  MO 


♦ 


Cl  7 Circulatory  system 

Antianginal  Drug  Therapy  for  Stable 
Angina  Pec  toris:  Update 


EXTENSIVE  CHORIORETINITIS  CAUSED  BY 
rOXOPLASMOSIS  ASSOCIATED  WITH  AIDS  INFECTION 


page!' 


PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  ■ CURRENT 
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DOCTOR’S 

NOTEBOOK 


Trustees’  Minutes 
July  19,  1987 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  July 
19,  1987,  at  the  Executive  Offices  in 
Lawrenceville.  Detailed  minutes  are 
on  file  with  the  secretary  of  your 
county  society.  A summary  of  sig- 
nificant actions  follows: 

Report  of  the  President  . , . Noted 
the  following  items  of  interest  from 
Dr.  Carnes’s  trip  to  England:  the  per- 
centage of  doctors  being  sued  in  the 
United  Kingdom  has  increased 
sharply  in  the  past  three  years,  and 
lack  of  funding  for  kidney  trans- 
plant programs  has  resulted  in 
much  waste. 

Report  of  Executive  Director  . . . 

( 1 ) MSNJ  Financial  Statements  . . . 

Approved  the  financial  statements 
for  the  periods  ending  April  30, 
1987,  and  May  31,  1987. 

(2)  Litigation  Report 

(a)  State  Board  Versus  Physician 
Using  Medical  Assistants  to  Admin- 
ister Intramuscular  Injections  . . . 

Defeated  a motion  to  support  the 
case  amicus  and  noted  that  only 
nurses  and  physicians  should  per- 
form intramuscular  injections. 

(b)  Physician’s  Fees  (Guarantee  By 
Patient’s  Attorney).  . . Noted  that 


application  for  entry  into  this  case 
amicus  was  approved. 

(3)  Legislative  Report  . . . 

(a)  A-2511  and  A-3305— Medicare 
Assignment.  . . Was  cautioned  that 
Medicare  assignment  is  not  a closed 
issued  and  further  activity  on  this 
issue  can  be  expected:  noted  that  a 
number  of  counties  are  developing 
voluntaiy  health  care  programs  for 
senior  citizens. 

(b)  A-2647— Physical  Therapy- 

Noted  that  MSNJ  was  requested  to 
help  draft  a disclosure  bill  for  physi- 
cal therapy  and  other  elements  with 
Assemblymen  Haytaian  and  Hard- 
wick. 

(c)  S-2721— Nurse  Specialists— 

Noted  that  this  is  a competence 
issue  and  not  a womens’  rights 
issue:  Dr.  Formica  has  agreed  to  as- 
sist in  MSNJ’s  legislative  efforts. 

(d)  S-281  and  S-2706— Tort  Re- 
form— Voted  to  have  the  President 
establish  an  ad  hoc  committee  to 
consider  all  areas  to  be  encom- 
passed in  strategic  planning  for  tort 
reform,  and  directed  that  the  actions 
of  the  committee  be  reported  at  the 
next  Board  meeting:  it  was  sug- 
gested that  representatives  from 
JEMPAC,  the  Council  on  Legis- 
lation, and  the  Council  on  Public  Re- 
lations be  appointed  to  the  commit- 
tee and  that  MSNJ  legislative  rep- 
resentatives be  invited  to  the  meet- 
ing of  the  task  force  to  assist  in  coor- 
dinating activities. 

(e)  Physician  Assistants  . . . Noted 
that  this  topic  will  become  a major 
legislative  issue. 

(4)  Meeting  with  NJ  Pharma- 
ceutical Association  . . . Voted  to 
support  the  AMA's  position  of  allow- 
ing physicians  to  dispense  as  long 
as  (a)  the  drug  is  indicated:  (b)  the 
quality  of  the  drug/ device  is  accept- 
able; and  (c)  the  cost  to  the  patient 
is  reasonable  and  nonexploitive. 
Also,  requested  Legal  Counsel  to 
contact  the  State  Board  of  Medical 
Examiners  in  an  attempt  to  clarify 
their  position  on  fee  limitation  re- 
garding physician  dispensing. 

(5)  Blue  Shield— Medallion  . . . 

(a)  Medallion  Ad  in  NEW  JERSEY 
MEDICINE  . . . Noted  correspon- 
dence from  Union  County  Medical 
Society  questioning  the  Medallion 
Plan  advertisement  which  stated 
that  “nearly  75  percent  of  all  New 
Jersey’s  physicians  participating 
statewide";  defeated  a motion  to  pool 
the  membership  to  determine  the 
actual  number  of  physicians  partici- 


pating in  the  Medallion/PACE  pro- 
gram; noted  that  comments  in  the 
form  of  a "letter  to  the  editor"  would 
be  accepted  in  NEW  JERSEY  MEDI- 
CINE. 

(b)  Discounted  Fee  to  Nonpar- 
ticipating Physicians  . . . Informed 
by  the  Department  of  Insurance  that 
there  has  been  no  evidence  under 
state  and  federal  law  of  significant 
anticompetitive  impact  resulting 
from  the  PACE-Medallion  Plan. 

(c)  Blue  Shield’s  View:  All  Partici- 
pating PACE  Physicians  Are  Auto- 
matically a Part  of  Medallion  . . . 
Voted  to  accept  the  recommendation 
of  Legal  Counsel  and  not  to  embark 
on  legal  action  against  Blue  Shield/ 
PACE/Medallion.  Also,  voted  to  refer 
all  pending  matters  on  this  subject 
to  the  Council  on  Medical  Services 
for  report  at  the  October  meeting. 

(6)  State  Board  of  Medical  Exam- 
iners . . . 

(a)  Anesthesia  Proposal  . . . Noted 
that  the  SBME  still  is  reviewing  its 
policy  proposal  for  the  supervision 
of  nurse  anesthetists. 

(b)  Business  Practice  Rule  . . . 
Noted  that  a position  will  be  de- 
veloped for  review  when  responses 
to  the  preliminary  draft  on  the  rule 
have  been  collated. 

(7)  Health  Enterprise  Zone  Com- 
mission . . . Noted  that  Mr.  Maressa 
has  accepted  appointment  to  the 
Health  Enterprise  Zone  Commis- 
sion (representing  a move  toward 
deregulation  in  the  certificate  of 
need  process). 

(8)  PRO  Sanction  Process  . . . 

Noted  that  Steven  I.  Kern,  Esq.  has 
put  together  a proposal  for  legal  cov- 
erage as  more  and  more  physicians 
are  confronted  with  the  PRO  sanc- 
tion process. 

(9)  Save  Our  Shores  (SOS)  . . . 

Noted  that  a mailing  by  SOS  urging 
physicians  to  collect  epidemiological 
data  to  be  used  in  a study  also  con- 
tained a written  solicitation  for  con- 
tributions. Voted  to  request  a notice 
of  retraction  and  a request  for  SOS 
to  write  a letter  of  apology  to  the 
Department  of  Health  for  misleading 
statements  in  the  same  mailing. 

NJ  Hospital  Association  . . . 

(1)  Objective  for  Change  . . . Was 

advised  that  NJHA  is  evaluating  and 
responding  to  new  proposals  from 
the  Department  of  Health;  these 
proposals  intend  to  accomplish  the 
first  year's  (1988)  implementation  of 
a new  reimbursement  mechanism 
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while  eliminating  a previous  pro- 
posal from  the  Department  which 
would  have  removed  over  $200 
million  for  reimbursement  of  capital 
and  uncompensated  care. 

(2)  Hospital  Retail  Pharmacy  Bill 
. . . Noted  that  NJHA  actively  op- 
poses legislation  which  would  pre- 
vent hospitals  and  their  parent  cor- 
porations or  subsidiaries  from  open- 
ing retail  pharmacies  closer  than 
1,500  feet  from  their  property. 

(3)  Statewide  Hospital-Based 
Health  Plan  . . . Noted  that  NJHA 
was  advised  not  to  sponsor  a state- 
wide hospital-based  health  plan. 

(4)  Nursing  Shortage  . . . Voted  to 
cooperate  with  NJHA  in  an  attempt 
to  resolve  the  nursing  shortage. 

Committee  on  Drug  and  Alcohol 
Abuse.  . . Deferred  action  on  a rec- 
ommendation to  adopt  a position 
statement  on  mandatory  drug 
screening  until  it  receives  a specific 
protocol  from  the  Committee. 

Committee  on  Emergency  Medical 
Care  . . . Received  for  its  informa- 
tion, a copy  of  “Emergency  Medical 
Services  Issues  and  Recommen- 
dations, Phase  I.” 

Committee  on  Membership  Ser- 
vices . . . Approved  the  following 
recommendation: 

That  the  Medical  Society  of  New  Jersey 
endorse  the  Medical  Payment  System  as 
a service  to  be  offered  to  the  Society's 
membership. 

Committee  on  Utilization  Review 
Systems  . . . 

(1)  Nonphysician  Involvement  in 
Medical  Decision-Making  . . . Ap- 
proved the  following  recommenda- 
tion and  suggested  that  Mr.  Scibetta 
(NJHA)  be  included  in  the  list  of 
those  invited  to  participate  in  the 
meeting: 

That  the  MSNJ  Executive  Committee 
meet  with  the  Commissioner  of  In- 
surance, the  Commissioner  of  Health, 
the  President  of  the  State  Board  of  Medi- 
cal Examiners,  and  a representative  of 
The  Peer  Review  Organization  of  New 
Jersey,  Inc.,  to  resolve  the  issue  of 
nonphysician  involvement  in  medical  de- 
cision making,  especially  preadmission 
certifications  and  retroactive  reviews,  via 
verbal  agreements  and/or  legislative  pro- 
cess. 

(2)  Due  Process  in  PRO  Proceed- 
ings— Resolution  #7  . . . Respond- 
ing to  the  adoption  of  Resolution  #7 


by  the  1987  House  of  Delegates,  it 
was  noted  that  significant  changes 
will  be  made  in  the  PRO  sanction 
process  and  a summary  of  those 
changes  and  amended  new  section 
6025  of  the  PRO  Manual  was  sup- 
plied: also  advised  that  physicians 
are  notified  routinely  by  PRO  in  any 
case  involving  quality  of  care  issues. 

AMA  Annual  Meeting  . . . 

( 1 ) Resolutions  Introduced  by  New 
Jersey  . . . 

(a)  Formation  of  a Section  on 
Foreign  Medical  Graduates  . . . 

Noted  that  the  AMA  House  of  Del- 
egates did  not  approve  the  establish- 
ment of  a new  section  for  foreign 
medical  graduates. 

(b)  Equality  of  Testing  Foreign 
Medical  Graduates  . . . Noted  that 
the  AMA  House  of  Delegates  did  not 
adopt  this  resolution  calling  for  the 
AMA  to  urge  the  NBME  and  the 
ECFMG  to  reach  an  agreement  that 
graduates  of  foreign  medical  schools 
seeking  an  accredited  residency  may 
take  NBME  examinations  to  meet 
the  examination  requirement  for 
ECFMG  certification,  and  that  the 
AMA  urge  NBME  to  admit  graduates 
of  foreign  medical  schools  to  its 
certification  procedures  as  a means 
of  meeting  the  examination  require- 
ments for  licensure. 

(c)  Hospitals  Limited  to  Partici- 
pating Physicians  . . . Noted  that 
the  AMA  adopted  the  following 
substitute  resolution: 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

UMDNJ’s  developing  partnership 
with  a prestigious  research  center  in 
southern  New  Jersey  anchors  this 
month's  report. 


On  August  5,  UMDNJ  and  its  new- 
est affiliate— the  Camden-based 
Coriell  Institute  for  Medical  Re- 
search (CIMR)— broke  ground  for  a 
new  headquarters  for  CIMR  at  our 
Camden  campus  at  Benson  Street 
and  Haddon  Avenue.  The  new  fa- 
cility, a five-story,  $7.7  million  ad- 
dition to  our  Education  and  Re- 
search Building,  will  replace  the  In- 
stitute’s original  quarters  on  Cope- 
wood  Street. 

CIMR’s  research  projects  focus  on 
pressing  problems  of  the  day,  in- 
cluding genetic  disease,  cancer,  dis- 
eases of  aging,  and  infectious  dis- 
eases. In  addition,  the  Coriell  In- 
stitute is  known  worldwide  as  a re- 
pository of  specialized  human  cells 
for  studies  on  genetics  and  aging. 

The  new  wing,  which  will  be 
owned  by  the  University,  is  due  for 
completion  in  about  two  years.  The 
Coriell  Institute  and  the  Education 
and  Research  Building  are  directly 
across  Benson  Street  from  Cooper 
Hospital/University  Medical  Center, 
the  primary  teaching  hospital  for 
the  Camden-based  program  of  our 
Robert  Wood  Johnson  Medical 
School.  Currently,  the  Education 
and  Research  Building  houses 
UMDNJ-Robert  Wood  Johnson 
Medical  School  at  Camden  and  the 
UMDNJ-School  of  Osteopathic  Medi- 
cine. However,  the  osteopathic 
school  is  slated  to  relocate  to  its 
clinical  campus  in  Stratford  when 
construction  projects  are  completed. 

We  anticipate  the  development  of 
numerous  collaborations  between 
CIMR  and  the  University  that  will 
lead  to  better  understanding  of  dis- 
ease. I look  forward  to  our  “meeting 
of  the  minds"  with  Dr.  Gerard  J. 
McGarrity,  president  of  CIMR  and 
his  staff  of  research  scientists.  We 
believe  the  partnership  will  mean 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 

Name 

Address 

City State Zip 
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progress  for  both  of  our  institutions 
and  the  community  at  large. 

Research  into  the  relationship  be- 
tween drug  addiction  and  AIDS  was 
the  topic  of  an  international  con- 
ference held  in  July  by  the  School  of 
Osteopathic  Medicine  and  its  Clini- 
cal Research  Center  for  the  Treat- 
ment of  Drug  Addiction.  Sixty  scien- 
tists from  the  United  States,  Can- 
ada, Israel,  Belgium,  Germany,  Eng- 
land, and  the  Netherlands  presented 
papers  on  drug  addiction  and  re- 
lated problems,  especially  the  spread 
of  AIDS. 

Jerome  J.  Platt,  Ph.D.,  director  of 
the  addiction  research  center,  re- 
ported on  a program  that  improves 
problem-solving  skills  among  drug 
addicts.  He  said  methadone-receiv- 
ing clients  of  the  Center  exposed  to 
a special  study  program  have  more 
success  in  gaining  employment 
than  those  who  do  not  receive  the 
training.  The  program  is  sponsored 
by  the  National  Institute  on  Drug 
Abuse. 

Regarding  the  concept  of  supply- 
ing sterile  needles  to  addicts,  Dr.  G.F. 


Van  de  Wyngaart  of  the  Netherlands 
said  that  clean  needles  and  syringes 
are  given  freely  to  drug  users  in  his 
country  and  "we  have  seen  only  an 
extremely  limited  incidence  of  AIDS 
among  native  Dutch  intravenous 
drug  users." 

On  AIDS  and  prostitution,  it  was 
pointed  out  that  upwards  of  45  per- 
cent of  prostitutes  in  the  United 
States  are  intravenous  drug  users 
and  more  than  half  of  them  test 
positive  for  the  AIDS  virus. 

UMDNJ-Robert  Wood  Johnson 
Medical  School,  New  Brunswick,  has 
been  selected  as  one  of  28  na- 
tionwide centers  to  participate  in  a 
five-year,  $10  million  study  into 
Parkinson’s  disease.  The  project, 
sponsored  by  the  National  Institute 
of  Neurological  and  Communicative 
Disorders  and  Stroke,  will  study  the 
drugs  deprenyl  and  tocopherol, 
alone  and  in  combination,  as  treat- 
ments to  slow  progression  of  the  dis- 
ease in  victims  with  early  symptoms. 

Dr.  Lawrence  I.  Golbe,  an  assistant 
professor  of  neurology  who  recently 
completed  a study  of  deprenyl,  is 


project  director  for  the  medical 
school.  His  department  chairman, 
Dr.  Roger  C.  Duvoisin,  an  inter- 
nationally recognized  expert  on  the 
disease,  is  involved  in  studies  focus- 
ing in  on  environmental  toxins  as 
possible  causes  of  the  disease. 

Parkinson's  afflicts  about  1 per- 
cent of  the  over-50  population  and 
an  estimated  20,000  New  Jerseyans. 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportuni- 
ties for  practice  in  New  Jersey.  The  in- 
formation listed  below  has  been  sup- 
plied by  the  physicians.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

EMERGENCY  MEDICINE— Walter  M. 
Bakun,  M.D.,  199  Casterline  Rd.,  Den- 
ville,  NJ  07834.  St.  George  (Grenada) 
1983.  Also,  internal  medicine.  Board 
eligible.  Available. 


1987  MSNJ  MEMBERSHIP  DIRECTORY 

The  1987  Membership  Directory  of  the  Medical  Society  of  New  Jersey  is 
available.  The  latest  issue  contains  all  vital  statistics  on  the  membership  of  the 
Medical  Society  of  New  Jersey,  as  well  as  information  on  most  hospitals  in  the 
Garden  State. 

All  members  of  the  Medical  Society  of  New  Jersey  will  receive  a free  copy. 
Copies  of  the  600-plus  page  Directory  are  available  for  $50  plus  sales  tax. 

Please  complete  the  form  and  submit  with  payment  for  quick  delivery  of 
this  valuable  edition. 

YES!  I want  to  receive copies  of  the 

MSNJ  MEMBERSHIP  DIRECTORY 

I have  enclosed  $50  plus  sales  tax  for  each  Directory. 

Make  checks  payable  to  the  Medical  Society  of  New  Jersey. 

Membership  Directoiy 
Medical  Society  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  NJ  08648 

Name 

Address 
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ENDOCRINOLOGY— Madeline  M.  Man 
zione,  M.D.,  141  Holmes  St.,  Apt.  16, 
Belleville,  NJ  07109.  New  York  Medical 
1979.  Board  eligible.  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able. 

FAMILY  MEDICINE — William  Jeffrey 
Rayner,  M.D.,  2000  Linwood  Ave.,  Fort 
Lee,  NJ.  New  York  Medical  1975.  Board 
certified.  HMO  or  group.  Available. 

INTERNAL  MEDICINE— Walter  M. 
Bakun,  M.D.,  199  Casterline  Rd„  Den- 
ville,  NJ  07834.  St.  George  (Grenada) 
1983.  Also,  emergency  room.  Board 
eligible.  Available. 

Robert  P.  Beswick,  M.D.,  2316  W.  Cor- 
tez St.,  Chicago,  IL  60622.  Illinois 
1981.  Board  certified.  Group,  partner- 
ship, clinic,  industry.  Available. 

Marta  Meyers,  M.D.,  43  Beals,  Brook- 
line, MA  02146.  Pennsylvania  1981. 
Board  certified.  Group  or  partnership. 
Available  October  1987. 

NEPHROLOGY-Ziaulhau  Zia  M.D..  321 
Murray  Dr.,  #B,  King  of  Prussia  PA 
19406.  American  University  (West  In- 
dies) 1981.  Also,  internal  medicine. 
Group,  solo,  partnership,  hospital, 
clinic.  Available. 

NEUROLOGY— Samir  Al-Kabbani,  M.D., 
2811  C Bleeker  Sq.,  Winston-Salem, 
NC  27106.  Damascus  (Syria)  1979. 
Single  or  multispecialty  office.  Avail- 
able. 

NUCLEAR  MEDICINE— Jose  M.  Diaz, 
M.D.,  William  Beaumont  Hospital, 
3601  West  13  Mile  Rd„  Royal  Oak,  MI 
48072.  Puerto  Rico  1981.  Board 
eligible.  Group,  partnership,  solo. 
Available. 

OPHTHALMOLOGY— Michael  J.  Caruso. 
D.O.,  4041  Balwynne  Park  Rd.,  Phila- 
delphia PA  19131.  PCOM  1984.  Board 
eligible.  Solo.  Available  July  1988. 

PEDIATRICS— Subrahmanyam  Gianti, 
M.D.,  524  Morris  Ave.,  Apt.  2K  Eliza- 
beth, NJ  07208.  Gunta  (India)  1979. 
Board  eligible.  Solo  or  group.  Available. 

PLASTIC  SURGERY-Marcia  V.  Ormsby, 
M.D.,  445  East  68th  St.,  #ll-0,  New 
York,  NY  10021.  Massachusetts  1982. 
Board  eligible.  Partnership  or  solo. 

SPORTS  MEDICINE — F. J.  Bqjani,  M.D., 
Ph.D.,  375  South  End  Ave.,  New  York, 
NY  10280.  University  of  Paris  1980. 
Board  eligible.  Group  or  partnership. 
Available. 

SURGERY— V.  Michael  Miller,  M.D.,  2417 
Walden  Dr.,  Wichita,  KS  67226-1005. 
Iowa  1951.  Also,  vascular  and  thoracic 
surgery.  Board  certified.  Group,  part- 
nership, hospital.  Available. 

SURGERY,  THORACIC/CARDIO- 
VASCULAR—Michael  D.  Harostock, 
M.D.,  2337  Gavinley  Way,  Columbus, 
OH  43220.  Georgetown  1981.  Board 
eligible.  Available  July  1988. 


DOCTORS: 

If  you've  ever  wondered 
how  computers  could 
improve  your  practice, 
now's  the  perfect  time 
to  find  out. 

Like  most  doctors,  you  have  no  time  to 
waste.  But  who  wouldn't  invest  a little  time  if  it 
could  mean  being  more  productive?  And  if  it 
could  pay  for  itself  many  times  over? 

Which  is  why  you  should  visit  your  local 
NYNEX  Business  Center.  Where  you'll  find: 

• Computer  seminars  taught  by  experts  in  the 
medical  profession; 

• A staff  of  medical  specialists  who  can  take 
you  from  initial  analysis  of  your  needs  to 
implementation  of  business  solutions; 

• Hands-on  instruction  by  thoroughly  trained 
professionals; 

• Financial  alternatives  and  leasing 
arrangements; 

• A commitment  to  unparalleled  sen/ice  and 
support; 

• And  much  more! 

So  visit  your  NYNEX  Business  Center 
today.  Talk  with  a medical  specialist.  And  find 
out  how  solutions  from  NYNEX  can  help  you 
better  manage— and  grow— your  business. 


NYNEX 


Business 

Centers 


PARAMUS,  NJ 

556  Rt.  17  North 
201-444-0490 


UNION,  NJ 

2550  Rt.  22  East 

201-686-1660 


LAWRENCEVILLE,  NJ 

2901  Brunswick  Pike 
Rt.  1 South 
609-882-1414 


NYNEX  is  a mark  of  NYNEX  Corporation  1987  NYNEX  Business  Information  Systems  Co. 


THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 


CARDIOLOGY  UPDATE  . . . 


designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 


WEDNESDAY 
OCTOBER  7,  1987 
3:00  to  5:00  PM 


CORONARY  RISK  FACTORS 

MODERATOR:  BERNARD  L.  SEGAL,  M.D. 


3:00-3:20 


3:20-3:40 


3:40-4:00 


4:00-4:30 


4:30-5:00 


Abnormal  lipids:  classification  and  therapy  Terry  Longer , M.D. 

Smoking,  diabetes,  and  obesity  Floyd  W.  Klein,  M.D. 

Progression  and  regression  of  coronary  atherosclerosis 

in  relation  to  risk  factors  Bernard  L.  Segal,  M.D. 

Case  presentations  Barbara  Kong,  M.D. 

Panel  discussion  Alan  Askenase,  M.D.;  Adrian  Weyn,  M.D. 


No  Registration  Fee 


No  Advance  Registration  Required 
CME  Credits* 


* * Refreshments  Served  Following  Each  Session  * * 


Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 


♦The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  continuing 
education  for  physicians  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  2 credit  hours  per  session 
in  Category  I of  the  Physician  s Recognition  Award  of  the  American  Medical  Association 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


Thi>  list  Is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organizadon(s), 
Indicated  by  italics— last  line  of  each 
item. 


ANESTHESIOLOGY 

October 

28  History  of  Anesthesia 

8-8:50  A.M.— Robert  Wood  Johnson 
Medical  School,  MEB-593, 

New  Brunswick 
(UMDNJ) 

November 

17  Postoperative  Hypertension: 
Diagnosis  and  Treatment 

6-9  p.m  — Ramada  Inn,  Clark 
(NJ  State  Society  oj 
Anesthesiologists) 

CARDIOLOGY 

October 

1 Advanced  Cardiac  Life-Support 

26  Provider  Course 

27  New  Jersey  Medical  School, 

29  MSB-648,  Newark 
(UMDNJ) 

13  Newer  Cardiac  Drugs 

12  noon-1  p.m  — Hospital  Center  at 
Orange 

(Hospital  Center  at  Orange) 

14  ICU  Management  of  Post  M.I. 
Complications 

8:30- 10  a.m.— Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

14  Topics  in  Cardiology 


8a.m.-  1 p.m— Squibb  Headquarters, 

Lawreneeville 

(Mercer  Medical  Center) 

November 

23  Advanced  Cardiac  Life-Support 

24  Provider  Course 

30  New  Jersey  Medical  School, 
MSB-648,  Newark 
(UMDNJ) 

DERMATOLOGY 

October 

12  Dermatology  Lecture 

8-10  p.m— Schering  Corporation, 
Kenilworth 

(Dermatological  Society  oj  NJ) 

2 1 Insights  into  Aging  Skin 

1 2:30-6: 1 0 p.m. —Robert  Wood 
Johnson  Medical  School,  MEB, 

New  Brunswick 
(UMDNJ) 

21  Dermatology  Conference 

6-9  p.m  — RCHP,  New  Brunswick 
(UMDNJ) 

November 

10  Dermatology  Lecture 

8-10  p.m. — Schering  Corporation, 
Kenilworth 

(Dermatological  Society  oj  NJ) 

18  Dermatology  Conference 

6- 9  p.m— RCHP,  New  Brunswick 
(UMDNJ) 

MEDICINE 

October 

1 Topics  in  Toxicology 

8 4-6  p.m  — Coriell  Institute,  Camden 

15  (Coriell  Institute) 

22 

29 

1 Pets  /Animals:  Diseases 
Transmittable  to  Man 

12  noon-1  p.m  — Carrier 
Foundation.  Belle  Mead 
(UMDNJ) 

2 Cancer  Research  Colloquium 

9 12  noon-1: 15  p.m  — New  Jersey 

16  Medical  School.  MSB-G,  506b, 

23  Newark 

30  (UMDNJ) 

5 Rheumatology  Staff  Conference 

5:30-7  p.m  — Robert  Wood  Johnson 
University  Hospital.  MEB-393, 

New  Brunswick 
(UMDNJ) 

5 Hematology/ Oncology 

19  Conference 

12  noon- 1 p.m  — Robert  Wood 
Johnson  Medical  School, 
MEB-108A,  New  Brunswick 
(UMDNJ) 

6 Renal  Pathology  Conference 

12  noon-1  p.m. — Robert  Wood 
Johnson  Medical  School, 

New  Brunswick 
(UMDNJ) 

6 Lung  Cancer— Advances  in 

Medical  and  Surgical  Treatment 

7- 8  p.m  — West  Hudson  Hospital, 
Keamy 

( West  Hudson  Hospital) 

6 Treatment  of  Chronic  Otitis  Media 

6:30- 1 0:30  p m — Pascack  Valley 
Hospital,  Westwood 
(AMNJ) 

7 Pathophysiology  of  AIDS 


7 


7 


7 


7 


7 


7 


8 


8 


9 


10 


12 


13 


14 


14 

28 

14 


15 
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8:30- 10  a.m.— Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

The  Albert  Siegel  Symposium 

1:30-5  p.m— Saint  Barnabas 
Medical  Center,  Livingston 
(NJ  Gastroenterological  Society) 

Endocrine  Rounds 

3:30-5  p.m  — University  Hospital, 

Newark 

(AMNJ) 

Medical  Grand  Rounds — 
Endocrinology  Section 

1 1:30a.m.-1  p.m  — East  Orange  VA 
Medical  Center,  East  Orange 
(AMNJ) 

Monthly  Dinner  Meeting, 
Endocrinology  Section 

6:30-9:30  p.m  — Airport  Holiday  Inn, 
Newark  International  Airport 
(AMNJ) 

Proper  Use  of  Antibiotics 

1:30-2:30  p.m  — Essex  County 
Hospital  Center,  Cedar  Grove 
(AMNJ) 

Medical  and  Psychiatric  Aspects 
of  Drug  and  Alcohol  Abuse 

10:30-1  1:30  a.m.— St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

Case  Presentation: 
Chondrosarcoma 

9-11  A.M.— Irvington  General 
Hospital,  Irvington 
(Irvington  General  Hospital) 
Environmental  Effects  on  the 
Cytochrome  P-450  System 
4-6  p.m  — Coriell  Institute,  Camden 
(Coriell  Institute) 

Colon-Rectal  Cancer 
12  noon-1  p.m  — Warren  Hospital, 
Phillipsburg 
( Warren  Hospital) 

Understanding  Sexuality 
9 p.m  — Rutgers  University. 

New  Brunswick,  Continuing 
Medical  Education  Center 
(UMDNJ) 

Proper  Use  of  Endoscopy 

7- 8  p.m  — Wallkill  Valley  General 
Hospital,  Sussex 

(AMNJ) 

Urology-UTI 

2-3  p.m. — John  E.  Runnels  Hospital, 

Berkeley  Heights 

(AMNJ) 

Anticholinergic  Therapy  in  Lung 
Disease 

8- 9  p.m  — The  Manor,  West  Orange 
(AMNJ) 

Scientific  Dinner  Meetings 

6:30-9:30  p.m  — The  Manor, 

West  Orange 
(AMNJ) 

Update  on  the  Diagnosis  and 
Management  of  Alzheimer's 
Disease 

7-9  p.m— The  Adam  Todd  Inn, 
Andover 

(Hackettstown  Hospital) 

Topics  in  Toxicology— Damage 
Caused  by  Free  Radicals 

4-6  p.m  — Coriell  Institute 
Auditorium,  Camden 
(Coriell  Institute  for  Medical 
Research) 
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Jefferson  Medical  College  of 
Thomas  Jefferson  University 

presents 

PREOPERATIVE  CONSULTATION: 

THE  SURGICAL  PATIENT  WITH  MEDICAL  PROBLEMS 

September  16-18,  1987 
The  Warwick  Hotel 
17th  and  Locust  Streets 
Philadelphia,  Pennsylvania 

DESCRIPTION:  This  course  is  designed  for  internists,  family 
practitioners,  surgeons,  anesthesiologists,  nurse  anesthetists, 
and  other  primary  care  physicians  who  desire  practical  infor- 
mation on  perioperative  assessment  and  patient  care.  A de- 
tailed course  syllabus  and  reference  materials  will  be  dis- 
tributed. 

OBJECTIVES:  The  objective  of  this  course  is  to  provide  phys- 
icians involved  in  medical  care  of  the  surgical  patient  a review 
of  disease  processes  which  affect  the  morbidity  and  mortality 
of  patients  undergoing  surgery  and  a rational  approach  to  the 
management  of  these  problems.  Through  the  use  of  State  of 
the  Art  Review,  Therapeutic  Updates,  Special  Problems,  and 
Core  Consultative  Seminars,  a distinguished  faculty  will  dis- 
cuss the  multisystem  approach  to  assessment  of  operative  risk 
and  maximization  of  perioperative  care.  Case  oriented  work- 
shops will  provide  an  informal  environment  for  fac- 
ulty/participant interaction  and  discussion. 

FEE  SCHEDULE: 

$360.00  for  Physicians 

$260.00  for  Nurse  Anesthetists,  Residents  and  Fellows,  with 
a letter  of  authorization  from  Department  Chair- 
man. 

CME  CREDIT:  19  credit  hours  in  Category  1 

For  further  information  and  registration,  contact  the  Office  of 
Continuing  Medical  Education,  Jefferson  Medical  College, 
1025  Walnut  Street,  Room  G3,  Philadelphia,  PA  19107— (215) 
928-6992. 


Jefferson  Medical  College 
of 

Thomas  Jefferson  University 

presents 

THE  10TH  ANNUAL  PSYCHOSOMATIC  CONFERENCE 
"SLEEP  DISORDERS:  ADVANCES  IN 
DIAGNOSIS  AND  TREATMENT" 

October  24,  1987 
Jefferson  Medical  College 
Solis  Cohen  Auditorium 
1020  Locust  Street 
Philadelphia,  Pennsylvania 

Fee  Schedule: 

$100.00  for  Practicing  Clinicians 
$ 75.00  for  Residents  and  Allied  Health  Professionals 
(If  registered  before  October  2,  1987  a $15.00 
reduced  rate  will  be  applied) 

CME  Credit: 

credit  hours  in  Category  1 

credit  hours  in  APA 

credit  hours  applied  for  in  AOA 

For  further  information  and  registration,  contact  the  Office  of 
Continuing  Medical  Education,  Jefferson  Medical  College, 
1025  Walnut  Street,  Philadelphia,  PA  19107  (215)  928-6992 


JEFFERSON  MEDICAL  COLLEGE 
THOMAS  JEFFERSON  UNIVERSITY 
IN  HISTORIC  PHILADELPHIA 


THE  DEPARTMENT  OF  OTOLARYNGOLOGY 
AND  THE  OFFICE  OF 
CONTINUING  MEDICAL  EDUCATION 

present 

THE  USE  OF  THE  C02  LASER 
FOR  HEAD  AND  NECK  SURGERY 

at  Jefferson  Medical  College 
Philadelphia,  PA. 

A two  day  workshop  given  on  the  following  dates: 


October  9-10,  1987 


ANESTHESIOLOGISTS: 

• limited  to  28  participants 

• 8 credit  hours  in  Category  I 

• participation  in  Day  I of  each  two  day  workshop 

• fee:  $300.00 

OTOLARYNGOLOGISTS: 

• limited  to  12  participants 

• 16  credit  hours  in  Category  I 

• participation  in  Day  I and  Day  II,  including  four 
(4)  hours  of  laboratory  exercises 

• fee:  $850.00 

Registration  fee  includes  course  syllabus, 
continental  breakfasts,  coffee  breaks,  luncheons 
and  an  evening  banquet. 

For  information  regarding  registration  call: 

Office  of  Continuing  Medical  Education 
(215)  928-6992 

For  information  regarding  course  content  call: 

LOUIS  D.  LOWRY,  M.D.,  PROGRAM  DIRECTOR 
STEVEN  R.  CHESNICK,  M.D.,  CO-DIRECTOR 
AT  (215)  928-6784 


tear  out  and  mail  to: 

THE  USE  OF  COj  LASER  FOR  HEAD  AND  NECK  SURGERY 
Jefferson  Medical  College 
Office  of  Continuing  Medical  Education 
1025  Walnut  Street  • Philadelphia,  PA.  19107 

Name 

Address 

City 

State Zip  Code 

Date  of  workshop  you  wish  to  attend  


664 


NEW  JERSEY  MEDICINE 


1 5 Current  Clinical  Management 
Methods  in  COPD 

5-6:30  p.m— Somerset  Medical 
Center,  Fuld  Auditorium, 
Somerville 

(Somerset  Medical  Center] 

16-  Aging— Multidisciplinary 
18  Perspective 

7:30  a.m.— Hyatt  Hotel,  Cherry  Hill 
(UMDNJ) 

18  T echniques  for  Establishing  the 
Value  of  a Medical  Practice 

2-5  p.m. — MSNJ  Headquarters, 

Lawreneeville 

(MSNJ) 

19  Morbidity  and  Mortality 
Conference 

8-9  am  — West  Hudson  Hospital. 

Kearny 

(AMNJ) 

20  Regional  Nephrology  Conference 
Series 

4-5  p m — Robert  Wood  Johnson 
Medical  School,  MEB, 

New  Brunswick 
(UMDNJ) 

20  New  Pharmacological  and 
Physiological  Approaches  to 
Immunoregulation 

1 :30-5:30  p.m— Drew  University 
Campus,  Madison 
(Drew  University) 

20-  Integrating  the  Arts  in  Clinical 

2 1 Practice:  Insight  and  Creativity 
XXVII  Annual  Fall  Symposium 

All-Day  Event,  Carrier  Foundation, 

Belle  Mead 

(UMDNJ) 

21  The  Annual  Clinical  Fall 
Symposium 

1  -9  p.m— Hyatt  Regency, 

New  Brunswick 

(American  Diabetes  Association) 

21  Medical  Grand  Rounds— Septic 
Shock 

8:30-10  am— Alexian  Brothers 
Hospital,  Grassman  Hall,  Elizabeth 
(Alexian  Brothers  Hospital) 

21  Sports  Medicine 

10:30-1  1:30  a.m.— St.  Mary's 
Hospital.  Passaic 
(AMNJ) 

2 1 Proper  Use  of  Antibiotics 

10:30-1  1:30  a.m.— St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

22  Tumor  Board  Conferences 

12  noon— Newcomb  Medical 
Center,  2 Central  Classroom, 
Vineland 

(Newcomb  Medical  Center) 

22  AIDS 

2-3  p.m. — John  E.  Runnels  Hospital, 

Berkeley  Heights 

(AMNJ) 

22  Geriatrics:  Early  Office 

Recognition  of  Depression 

2:30  p.m. — John  E.  Runnels 
Hospital,  Berkeley  Heights 
(AMNJ) 

22  Topics  In  Toxicology— Target 
Organ  Toxicity 

4-6  p.m. — Coriell  Institute 
Auditorium,  Camden 
(Coriell  Institute  for  Medical 
Research) 
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27  Bypass  for  the  Inoperable  Limb 

8- 10  p.m. —Englewood  Club, 
Englewood 

(Englewood  Hospital) 

28  Nutrition  in  the  Critically  111 
Patient 

8:30- 10  a.m.— Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

28  Fall  Scientific  Meeting 

6:30- 1 0 pm  — Hyatt  Regency, 

New  Brunswick 
(AMNJ) 

28  What’s  New  in  Life-Threatening 
Dermatoses? 

8:30-5:30  p.m —Englewood  Hospital 
Learning  Auditorium,  Englewood 
(AMNJ) 

28  8th  Annual  Medicolegal  Seminar 

MSNJ  Headquarters,  Lawreneeville 

8 am  12:30  p.m 
(AMNJ) 

29  Drug-Induced  Liver  Disease 

12  noon- 1 p.m  — Carrier 
Foundation,  Atkinson 
Amphitheater,  Belle  Mead 
(UMDNJ) 

29  Treating  Tobacco  Dependence 

1:30-2:30  p.m. —Satellite  Telecast 
(AMNJ) 

29  Mechanisms  of  Neurotoxicity 

4-6  p.m.— Coriell  Institute,  Camden 
(Coriell  Institute) 

30  Immunology  for  the  Practicing 
Physician 

8a.m.-3:30  p.m.— New  Jersey  Medical 
School,  MSB,  B-610,  Newark 
(UMDNJ) 

30  Current  Approaches  in 
Thrombolytic  Therapy 

9 am.-5  p.m  — Robert  Wood  Johnson 
Medical  School,  MEB, 

New  Brunswick 
(UMDNJ) 

3 1 Selected  Topics  In  Management  of 
Trauma 

8 am.-4  p.m  — New  Jersey  Medical 
School,  MSB,  B-552,  Newark 
(UMDNJ) 

November 

2  Rheumatology  Staff  Conference 

5:30-7  p.m  — Robert  Wood  Johnson 
University  Hospital,  MEB-393, 

New  Brunswick 
(UMDNJ) 

2 Hematology/Oncology 
16  Conference 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School, 

MEB- 1 08A  New  Brunswick 
(UMDNJ) 

3 Primary  Biliary  Cirrhosis 

7-8  pm  — West  Hudson  Hospital, 
Kearny 

(West  Hudson  Hospital) 

3 Renal  Pathology  Conference 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School, 

New  Brunswick 
(UMDNJ) 

4 Fluid  and  Electrolytes 

8:30-10  am  — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

4  Hawaii  Workshop— In  Vitro 


19  Allergy  Seminar 

For  information,  call  20 1 -837-2 1 74 
(Holy  Name  Hospital) 

5 Topics  in  Toxicology 

12  4-6  p.m. —Coriell  Institute,  Camden 

19  (Coriell  Institute) 

6 Cancer  Research  Colloquium 

1 2 noon- 1:15  p.m  — New  Jersey 
Medical  School,  MSB.  G-506b, 
Newark 
(UMDNJ) 

6 Immunology  for  the  Practicing 
Physician 

For  information,  call  201-456-4267 
(UMDNJ -AMNJ) 

7 Infectious  Disease  Update 

8:30  am  12  noon— Ramada  Inn, 
Clifton 

(General  Hospital  Center  at 
Passaic) 

9  General  Allergy 

7-8  p.m  — Wallkill  Valley  General 

Hospital,  Sussex 

(AMNJ) 

9-  Alzheimer’s  Disease  ’87 

10  All  Day,  Fountainbleau  Hilton, 
Miami  Beach,  Florida 
(Gerontology  Institute  of 
New  Jersey) 

10  Thyroid  Diseases 

1 2 noon- 1 p.m  — Hospital  Center  at 
Orange 

(Hospital  Center  at  Orange) 

1 1 Update  on  the  Management  of 
Type  n Diabetes 

7-9  p.m  — The  Villa  Mattar 
Restaurant.  Allamuchy 
(Hackettstown  Community 
Hospital) 

1 1  Diagnosis  and  Management  of 
Pulmonary  HTN 

8:30- 10  am  — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

1 1 Medical  Grand  Rounds 

18  10  am  — St.  Maiy's  Hospital, 

25  Hoboken 

(St.  Mary's  Hospital) 

1 1 Principles  of  Dermatological 
Therapy 

10:30-1  1:30  a.m.— St.  Mary’s 
Hospital,  Passaic 
(AMNJ) 

1 2 Carcinoma  of  the  Colon 

9-1 1 am  — Irvington  General 
Hospital 

(Irvington  General  Hospital) 

1 2  Immune  Alterations  by  Heavy 
Metals  and  Cellular  Thiols 

4-6pm  — Coriell  Institute,  Camden 
(Coriell  Institute) 

12  Joint  Meetings 

7:30-9:30  p.m  — Saint  Barnabas 
Medical  Center,  Livingston 
(Radiological  Society  of  NJ. 

NJ  Institute  of  Ultrasound  In 
Medicine,  AMNJ) 

12  Fall  Scientific  Meeting 
6:30-1 0:30  p.r  Thp  Manor, 

West  Orange 

(Vascular  Society  of  New  Jersey) 

13  Lung  Cancer 

12  noon-1  p.m  — Warren  Hospital, 

Phillipsburg 

(Warren  Hospital) 
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October  16-18,  1987 
Hyatt  Hotel,  Cherry  Hill,  NJ 


At  this  conference,  a distinguished  faculty  will  provide  a variety 
of  perspectives  on  caring  for  the  elderly.  The  speakers  include: 


Stanley  S.  Bergen,  Jr. 
Joseph  R Bertino 
Elaine  Brody 
Vincent  J.  Cristofalo 
Stephen  Crystal 
Carolyn  Davis 
W.  Gary  Erwin 
Albert  R.  Jonsen 
Jay  Katz 


Janice  Knoefel 
Margaret  Kuhn 
Peter  P.  Lamy 
George  L Maddox 
Edward  J.  Masoro 
Daniel  J.  McCarty 
Warren  W.  Nichols 
Elyse  Perweiler 
Cynthia  L Polich 


Barry  Reisberg 
Domeena  Renshaw 
Carl  Salzman 
Harold  W Schnaper 
Harvey  D Strassman 
Jerome  S.  Tobias 
Elliot  Vessell 
John  R.  Walsh 
Mark  E.  Weksler 


AMA  Category  I,  AAFP,  AOA,  pharmacist  and  nursing  home 
administrator  credits  available.  For  more  information,  please 
contact:  Ryna  Alexander,  Cooper  Hospital/ University  Medical 
Center,  the  clinical  campus  for  the  University  of  Medicine  and 
Dentistry  of  New  Jersey/ Robert  Wood  Johnson  Medical  School 
at  Camden,  One  Cooper  Plaza,  Camden,  New  Jersey  08103. 
(609)  342-3074. 
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Jefferson  Medical  College 
of 

Thomas  Jefferson  University 
and 

The  U.S.  Virgin  Islands  Medical  Society 

present 

LIVER  AND  GASTROINTESTINAL 
DISEASE  UPDATE  1988 

March  13-17,  1988 
at  the 

Frenchman’s  Reef  Beach  Resort 
St.  Thomas,  United  States  Virgin  Islands 

featuring 

Lawrence  S.  Friedman,  M.D.  Lillian  A.  Miller 

Willis  C.  Maddrey,  M.D.  Patricia  Rhymer  Todman 

Francis  E.  Rosato,  M.D. 

For  further  information  and  registration,  contact  the 
Office  of  Continuing  Medical  Education,  Jefferson 
Medical  College,  1025  Walnut  Street,  Room  G-3,  Phila- 
delphia, PA  19107  (215)  928-6992. 


WEIGHT  LOSS  TUTORIAL 
FOR  PRIMARY  CARE  PHYSICIANS 

An  introduction  to  the  Nutri-Lene  Supplemented  Fasting  Pro- 
gram intended  for  primary  care  physicians  and  their  office 
staff.  The  Nutri-Lene  Plan  combines  one  meal  of  regular  food 
and  two  inexpensive  Nutri-Lene  supplements  in  a program 
which  is  safe,  effective,  economical,  convenient  and  simple, 
Contact: 

ALLAN  LAZAR,  M.D. 

420  Grand  Avenue 
Englewood,  New  Jersey  07631 
201-836-2476 

(Author:  "The  Treatment  Of  Obesity:  Physician’s  Manual  For 
Supplemented  Fasting). 


ACUPUNCTURE  IN  CLINICAL  PRACTICE 

NY  Stale  Boards  of  Medicine  & Dentistry  25-hour  accredited  seminar  & workshop 
on  the  latest  theories  & techniques  of  manual  and  electro-acupuncture.  TENS  & 
simple  non-lnvaslve  diagnostic  methods  (Including  cardlo-vascular  & neuromuscular 
systems  & "BI-Digltal  O-RIng  Test"),  applicable  toward  the  300-hour  requirement  for 
acupuncture  certification,  will  be  given  for  licensed  clinicians  (with  or  without  prior 
training)  during  the  weekends  of  July  17-19,  1987  & again  Dec.  11-13,  1987  at  the 
Milford  Plaza  Hotel.  45th  St.  & 8th  Avenue.  Manhattan.  The  3rd  International  Sym- 
posium on  Acupuncture  & Electro-Therapeutics,  with  many  world  leading  scientists 
& clinicians  will  be  held  at  the  Columbia  Sch.  of  Int.  Affairs,  NYC,  Oct.  8-11,  1987. 
Co-sponsored  by  the  Int.  College  of  Acupuncture  & Electro-Therapeutics;  Its  official 
Journal,  Acupuncture  & Electro-Therapeutics,  Res.,  Int.  J.  (published  by  Pergamon 
Press.  Indexed  In  15  major  Indexing  periodicals:  Index  Medlcus,  etc  );  Heart  Disease 
Research  Foundation;  Neuroscience  Dept.  & NY  Pain  Ctr.,  Long  Island  College  Hospi- 
tal; Pharmacology.  Dept.,  Chicago  Medical  School;  Nordic  Medical  Acupuncture 
Society;  & Schmerz-Therapeutische-Kolloqullum  (W.  Germany);  etc.  Also  eligible  for 
AMA/CME  credit.  For  Info  on  meetings  or  submission  of  papers,  contact  Y.  Omura, 
MD,  ScD,  800  Riverside  Drive  (8-1),  NYC  10032.  Tel:  (212)  781-6262  or  (212)  928-0658, 
or  P.  Shlnnick,  PhD,  (201)  246-8557. 


34TH  ANNUAL  CHILDREN’S 
REHABILITATION  HOSPITAL 

Institute  for  Physically  Handicapped  and  Chronically  III  Children 


JEFFERSON  MEDICAL  COLLEGE 
OF 

THOMAS  JEFFERSON  UNIVERSITY 
presents 


ASTHMA  IN  THE  SCHOOL-AGE  CHILD 


Thursday,  November  19,  1987 
at 

Jefferson  Medical  College 
Philadelphia,  Pennsylvania 

This  course  is  designed  for  the  practical  clinician  looking  for 
information  which  can  be  used  in  the  everyday  treatment  and 
care  of  the  school-age  child  with  asthma.  The  course  follows 
the  very  successful  format  of  past  conferences  while  providing 
new  topics  of  interest  to  all  physicians  as  well  as  nurses,  social 
workers,  therapists  and  other  health  professionals  involved  in 
the  care  of  our  children.  Workshops  with  the  faculty  will  review 
management  and  answer  any  questions  of  the  participant. 
Emphasis  will  be  directed  to  the  WHAT,  WHEN,  and  HOW  of 
therapy  for  the  described  topics. 

Fee  Schedule:  $85.00  for  Practicing  Clinicians 

$60.00  for  Nurses,  Social  Workers  and 
Therapists  and  other  health  professionals 
CME  Credit:  6.5  credit  hours  in  Category  1 
For  further  information  and  registration,  contact  the  Office  of 
Continuing  Medical  Education,  Jefferson  Medical  College, 
1025  Walnut  Street,  Room  G-3,  Philadelphia,  PA  19107  (215) 

928-6992. 
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13-  Annual  Meeting,  New  Jersey 

14  Orthopaedic  Society 

3: 1 5 p m. — Somerset  Ukranian 
Center,  Somerset 
(AMNJ  and  NJ  Orthopaedic 
Society) 

14-  Sixth  Annual  Advances  in  Pain 

15  Management 

7:30  a.m.-3:30  p m — Vista  Hotel. 

New  York  City 
(UMDNJ) 

1 4 Current  Concepts  in  the  Diagnosis 
and  Management  of  Osteoporosis 

9a.m.-1  p.m— Marriott  Hotel,  Newark 

Airport,  Newark 

(UMDNJ) 

17  Regional  Nephrology  Conference 
Series 

4-5  p.m. — Robert  Wood  Johnson 
Medical  School,  MEB, 

New  Brunswick 
(UMDNJ) 

18  Rheumatology 

8:30- 1 0 A.M.— Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

18  Multiple  Fractions,  Day- Radio 
Biological,  Rational,  and  Clinical 
Experience 

6:30  p.m— Columbia  Faculty  Club, 
New  York  City 

(Radiation  Oncology  Society, 
AMNJ,  Roentgenray  Society  of 
New  York) 

18  Rheumatology:  Arthritis 

10:30-1  1:30a.m  — St.  Mary’s 
Hospital,  Passaic 
(AMNJ) 

18  Fall  Refresher  Course— 1987 

9:30am.-5p.m  — Mayfair  Farms, 

West  Orange 

(NJAFP-American  Cancer  Society) 

18  Endocrinology  and  Metabolism: 
Diabetes 


10-11  am  — Green  Brook  Regional 

Center 

(AMNJ) 

19  Tumor  Board 

1 2 noon— Newcomb  Medical 
Center,  Vineland 
(Newcomb  Medical  Center) 

19  Annual  Meeting 

All  Day,  Hyatt,  Cherry  Hill 
(NJ  Society  oj Critical  Care 
Medicine) 

19  New  Concepts  in  Treating  the 
Hypertensive  Geriatric  Patient 

5-6:30  p.m— Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center) 

20  General  Allergy 

9- 1 0 a m — North  Jersey 
Developmental  Center,  Totowa 
(AMNJ) 

20  Family  Practice  Conference 

30  12  noon— St.  Mary's  Hospital, 

Hoboken 

(St.  Mary's  Hospital) 

2 1 Surgical  Pathology  of  the  Lung 

9-12  noon 

(NJ  Society  of  Pathologists) 

25  Antibiotics 

8:30- 10  a.m.— Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

NEUROLOGY/  PSYCHIATRY 
October 

1 Case  Seminars  and  Supervision 
15  To  Improve  Psychotherapeutic 
Technique 

8- 1 0 p.m. — 3 1 2 Harding  Drive, 
South  Orange 

(Advanced  Psychiatric  Study 
Group) 

5 Case  Presentations 

8: 15- 10: 15  P.M. 

(Essex  Psychiatric  Seminars) 


ARE  YOU  MOVING? 

If  so,  please  send  a change  of  address  to  NEW  JERSEY 
MEDICINE,  Medical  Society  of  New  Jersey,  Two  Princess 
Road,  Lawrenceville,  NJ  08648,  at  least  six  weeks  before 
you  move. 


Name 

Address 

City  State Zip 

County 


5 Scientific  Dinner  Meeting 

6-9  p.m— The  Manor,  West  Orange 
(Neurological  Association  oj  NJ 
and  AMNJ) 

6 Polypharmacy/Psychopharmacy 

3-4  p.m— Developmental  Center  at 

Ancora,  Hammonton 

(AMNJ) 

8 Dementia:  Recognition, 
Evaluation,  and  Treatment 

12  noon-1  p.m  — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

1 5 The  Homeless  Mentally  111 

12  noon-1  p.m  — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 

22  New  Jersey  Psychoanalytic 
Society 

8-10  p.m —Hackensack  Medical 
Center,  Hackensack 
(AMNJ) 

22  Early  Office  Recognition  of 
Depression 

3-4  p.m  — Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

22  Scientific  Meeting 

Hackensack  Medical  Center 
(NJ  Psychoanalytic  Society) 

22  Early  Office  Recognition  of 
Depression 

2-3  p.m. — John  E.  Runnells  Hospital, 

Berkeley  Heights 

(AMNJ) 

November 

2 Various  Therapeutic  Approaches 
in  Dynamic  Psychotherapy, 

Case  Presentations 

8: 15- 10: 15  p.m 

(Essex  Psychiatric  Seminars) 

4 Child  Sex  Abuse  Allegations: 
Actual  and  Fabricated 

8-10:30  p.m. — South  Mountain 
School,  South  Orange 
(Mental  Health  Association  oj 
Essex  County) 

4 Child  Abuse— Neglect 
10:30-1  1:30  a.m.— St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

5 Case  Seminars  and  Supervision 
19  To  Improve  Psychotherapeutic 

Technique 

8- 10  p.m.— 312  Harding  Drive, 

South  Orange 

(Advanced  Psychiatric  Study 
Group) 

5 The  Dream:  Its  Role  in  Clinical 
Practice 

1 2 noon- 1 p.m.— Carrier 
Foundation,  Atkinson 
Amphitheater,  Belle  Mead 
(The  Carrier  Foundation) 

1 2 Indications  for  Family  Therapy 

12  noon-1  p m — Carrier 
Foundation,  Atkinson 
Amphitheater.  Belle  Mead 
(The  Carrier  Foundation) 

18  American  Health  Care  in  the '90s: 
Who  Will  Be  There? 

All  Day  Event— Carrier  Foundation. 
Belle  Mead 

(The  Carrier  Foundation) 

19  Research  Update: 
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Electroconvulsive  Therapy 

12  noon-1  p.m  — Carrier 
Foundation,  Atkinson 
Amphitheater.  Belle  Mead 
( The  Carrier  Foundation) 

19  Emergency  Care 

3-4  p.m—  Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

19  Scientific  Meeting 

Hackensack  Medical  Center 
(NJ  Psychoanalytic  Society) 

19  Developmental  Disabilities: 
Medical  Aspects  of  Behavior 
Management 

1:30-2:30  p.m  — Vineland 
Developmental  Center  and 
Hospital,  Vineland 
(AMNJ) 

20  Magnetic  Stimulation  in  Clinical 
Neurophysiology 

8:30  a.m-5  p.m.— Hyatt  Regency, 

New  Brunswick 

(UMDNJ) 

OBSTETRICS /GYNECOLOGY 
November 

4 Medical  /Legal  Complications  in 
Obstetrics  and  Perinatal  Practice 

8 a.m.-5  p.m.— Somerset  Ukranian 
Center,  Somerset 
(NJ  Obstetrics  and  Gynecology 
Society) 

8 The  Second  Annual  Issues  and 
1 1 Controversies  in  Ob  / Gyn 

Hilton  Hotel,  Walt  Disney  Village, 
Lake  Buena  Vista  Florida  Call 
201-456-4267  for  more 
information 
(AMNJ) 


1 4 Current  Perspectives  in  the 
Diagnosis  and  Management  in 
Osteoporosis 

Marriott  Hotel,  Newark  Airport, 
Newark.  Call  201-456-4267  for 
more  information 
(AMNJ) 

PEDIATRICS 

November 

19  Birth  Injuries  and  the  Law 

22  Robert  Wood  Johnson  Medical 

School.  Call  20 1 -456-4267  for  more 

information 

(UMDNJ) 

RADIOLOGY 

October 

1 Radiology— Ultrasound 

1 1 A.M.— St.  Joseph’s  Hospital, 

Paterson 

(UMDNJ) 

1 5 Radiological  Society  of 
New  Jersey 

7:30-9:30  p.m.— St.  Barnabas 
Medical  Center,  Livingston 
(AMNJ) 

SURGERY 

October 

27  Bypass  for  the  Inoperable  Limb 

8-10  p.m— Englewood  Club, 

Englewood 

(AMNJ) 

3 1 Third  Annual  Selected  Topics  in 
Trauma 

New  Jersey  Medical  School,  1 30 
South  Orange  Ave„  Newark.  Call 
201-456-4267  for  time 
(AMDNJ-NJMS) 


November 

18  Surgical  Conference 

1 1 A.M.— St.  Mary’s  Hospital, 
Hoboken 

(St.  Mary's  Hospital) 

24  Update  on  the  Management  of  the 
Perforated  Viscus 

8-  1 0 p.m.— Englewood  Club, 
Englewood,  1 15  E.  Palisade  Ave. 
(Englewood  Surgical  Society) 

SURGICAL  SPECIALTIES 
November 

1 6  The  Fifth  Corneal  Transplant 
23  Tutorial 

30  New  Jersey  Medical  School,  1 30 
South  Orange  Ave.,  Newark.  Call 
201-456-4267. 

(UMDNJ) 

2 1  37th  Annual  Fall  Slide  Seminar- 
Surgical  Pathology  of  the  Lung 

9- 12  noon— UMDNJ-Robert  Wood 
Johnson  Medical  School, 
Piscataway 

(AMNJ) 

MISCELLANEOUS 

October 

7 Continuing  Medical  Ethics: 
Designing  Successful  Programs 

9 A.M.- 1 2:30  p.m.— Hyatt  Regency 
Hotel.  Princeton 

(Association  for  Hospital  Medical 
Education) 

26  Proper  Prescribing  of  Controlled 
Dangerous  Substances 

9 a.m  -5  p.m  — Cherry  Hill  Campus 
Hospital,  Cherry  Hill 
(UMDNJ) 


Bergen  Transcriptions,  inc. 

EXPERT  MEDICAL  TRANSCRIPTION 

ACCURATE 
FAST 

CONVENIENT 

Dictate  from  any  phone 
or 

mail  in  your  cassettes 

106  E.  Ridgewood  Ave.  Paramus,  N.J.  07652 
201-262-8483 


DO  A GOOD  DEED 
AND 

GET  SATISFACTION 

Do  you  have  a patient  that 
is  more  like  a good  friend? 

Is  he  ailing? 

Does  he  have  a business  that 
now  needs  help? 

Should  he  retire  from  his  business? 

If  so,  let  us  hear  from  you! 

We  may  be  able  to  help. 

Mr.  Lou  Adams  P.O.  Box  1410 

Englewood  Cliffs,  NJ  07632  (201)-585-1555 
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Give  your  angina  patients 
what  they're  missing... 

rhQ nin 


CARDIZEM:  FEW  SIDE  EFFECTS 

diltiazem  HCI/Marion 


Antianginal  action  includes  dilatation  of 
coronary  arteries,  a decrease  in  vascular  resis- 
tance/afterioad,  and  a reduction  in  heart  rate 

Proven  efficacy  when  used  alone  in  angina ' 

Compatible  with  otherantianginals2  3 

A safe  choice  for  angina  patients  with  coexisting 
hypertension,  asthma,  COPD,  or  PVD4  5 

See  Warnings  and  Precautions. 


Please  see  brief  summary  of  prescribing  information  on  the  next  page. 


CARDIZEM 

diltiozem  HCl/Marion 


FEW  SIDE  EFFECTS 
IN  ANTUNGINAl  THERAPY 


60  mg  fid  or  qid 

Erie!  Summary 

Professional  Use  Information 

CARDIZEM" 

(diltiozem  HCI) 

30  mg,  60  mg,  90  mg,  and  120  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  wild  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
tbird-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  for 
0.48%)  Concomitant  use  of  diltiozem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  alter  a single  dose  of  60  mg  of 
diltiozem. 

2 Congestive  Heart  Failure.  Although  diltiozem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SGOT,  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiozem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  /4s  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiozem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued.  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes : however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated.  Available  data  ore  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities.  In 
healthy  volunteers,  diltiozem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility.  A 24-month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
wos  also  no  mutagenic  response  in  in  vitro  bacterial 
tests.  No  intrinsic  effect  on  fertility  was  observed  in  rats 
Pregnancy.  Category  C Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits.  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  tetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates.  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiozem  is  excreted  in  human 
milk.  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels.  It  use  of  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 
Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition. 

In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  are:  edema  (24%), 
headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%), 
rash  (13%),  asthenia  (1.2%).  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1 %). 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor. 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT,  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase. 

Petechiae,  pruritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties. 

The  following  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established.  issued  9/86 

See  complete  Professional  Use  Information  before 
prescribing 


References:  1.  PepineCJ,  Feldman  RL,  Hill  J A eta  I 
Clinical  outcome  after  treatment  ot  rest  angina  with 
calcium  blockers : Comparative  experience  during  the 
initial  year  of  therapy  with  diltiozem,  nifedipine,  and 
verapamil  Am  Head  J 1983 . 106(6)1341-1347 
2.  Shapiro  W:  Calcium  channel  blockers:  Actions  on  the 
head  and  uses  in  ischemic  head  disease.  Consultant 
1984,  24(Dec):  150-159.  3.  Johnston  DL,  Lesoway  R, 
Humen  DP,  etal:  Clinical  and  hemodynamic  evaluation  of 
propranolol  in  combination  with  verapamil,  nifedipine 
and  diltiazem  in  exedional  angina  pectoris  A placebo- 
controlled,  double-blind,  randomized,  crossover  study 
Am  J Cardiol  1985; 55. 680-687  4.  Cohn  PE,  Braunwald 
E:  Chronic  ischemic  head  disease,  in  Braunwald  E (ed): 
Head  Disease:  A Textbook  of  Cardiovascular  Medicine. 
ed2  Philadelphia,  WB  Saunders  Co,  1984,  chap  39 
5.  SchroederJS:  Calcium  and  beta  blockers  in  ischemic 
head  disease:  When  to  use  which  Mod  Med 
1982; 50(Sept)  94-116 


Cardiovascular 

Nervous  System: 
Gastrointestinal 

Dermatologic 

Other 


Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES,  INC 

KANSAS  CITY  MO  64137 


1VI 


1403E7 


Book  Reviews 


Complications  in 
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Surgical  Shock  and 
Cardiovascular  Surgery 


Complications  in 
Otolaryngology:  Head 
and  Neck  Surgery, 
Volume  1 

Richard  J.  Wiet,  M.D.,  and  Jean- 
Bernard  Causse,  M.D.,  (eds).  St. 
Ixjuis,  MO.  The  C.V.  Mosby  Com- 
pany. 1986.  Pp.  207.  Illustrated. 

This  volume  is  the  first  of  a series 
on  various  complications  which 
occur  in  otolaryngology  and  head 
and  neck  surgery.  Volume  1 em- 
braces ear  and  skull  base  surgery. 

Since  complications  are  a part  of 
every  surgeon’s  life,  this  and  future 
volumes  are  devoted  to  reducing 
those  complications.  By  reporting 
and  discussing  the  complications 
that  others  have  encountered,  the 
reader  will  learn  from  the  mistakes 
of  others. 

From  diagnostic  audiology  to  mid- 
dle ear  surgery,  to  skull  base  neuro- 
otologic surgery,  various  complica- 
tions are  enumerated  and  dis- 
cussed. Problems  encountered  with 
laser  surgery  and  with  cochlear  im- 
plantation are  included. 

A chapter,  "Legal  Defense:  An 
Ounce  of  Prevention,"  is  interesting 
and  should  prove  helpful  to  the 
otologic  surgeon.  Common  law  neg- 
ligence principles  as  they  apply  to 
the  practice  of  medicine  are  out- 
lined. The  chapter  covers  negligence, 


malpractice,  informed  consent,  and 
professional  liability  insurance. 

The  authors  have  been  compre- 
hensive in  their  emphasis  on  pre- 
vention. More  emphasis  on  treat- 
ment would  be  even  more  helpful. 
Nevertheless,  this  volume  will  prove 
to  be  an  important  addition  to  the 
library  of  any  otolaryngologist  who 
performs  ear  surgery.  Besides  being 
helpful  to  the  practicing  otologist  it 
should  be  helpful  to  the  resident 
who  is  being  trained  to  perform  all 
types  of  ear  and  skull  base  surgery. 

Raymond  B.  Strauss,  M.D.,  Ph.D. 

Detection,  Prevention, 
and  Management  of 
Urinary  Tract  Inf  ections. 
Fourth  Edition 

Calvin  M.  Kunin.  M.D.  Philadelphia. 
PA  Lea  & Febiger.  1987.  Pp.  447. 
(S48.50) 

This  is  the  best  book  on  urinary 
tract  infections  I have  seen.  Dr. 
Kunin  is  one  of  the  most  respected 
authorities  in  this  field.  Despite 
being  a professor  of  medicine  rather 
than  urology,  Dr.  Kunin  certainly 
knows  more  about  urinary  infec- 
tions than  many  urologists.  And  he 
writes  well.  Dr.  Kunin  has  much  per- 
sonal experience  in  the  field,  as  well 
as  avast  knowledge  of  the  literature. 

There  are  chapters  on  the  clinical 
aspects,  e.g.  pyelonephritis,  cystitis, 
significant  and  insignificant  bacte- 
riuria,  bacteriology  and  immunol- 
ogy, diagnostic  methods,  catheter 
care,  host  defenses,  management, 
and  useful  agents. 

If  you  want  to  know  more  about 
urinary  tract  infections,  this  is  the 
book  to  get.  At  least,  recommend  it 
to  your  hospital  library  committee. 

Robert  Zufall,  M.D. 

Drugs  and  Performance 
in  Sports 

Richard  A.  Strauss.  M.D.  Philadel- 
phia. PA  W.B.  Saunders  Company. 
1987.  Pp.  240.  ($19.95) 

This  book  is  an  excellent  review  of 
current  drugs  legally  and  illegally  in 
use  by  athletes;  it  also  contains  in- 
formative sections  on  nutrition  and 
on  the  philosophy  of  sports. 

Drugs  and  Performance  in  Sports 
begins  with  an  overview  of  the  his- 
tory of  substance  use  by  athletes  in- 
cluding the  role  of  mythology;  the 
book  then  dwells  on  the  ethics  of 
drug  use  by  competitors  and  what 


policies  might  be  adopted  by  those 
who  take  leadership  roles  in  sports. 
There  is  a good  basic  chapter  on  the 
importance  of  proper  nutrition  fol- 
lowed by  chapters  on  the  types  of 
methodologies  employed  to  try  and 
enhance  performance,  blood  doping, 
anabolic  steroids,  stimulants,  de- 
pressants, and  psychological  coun- 
seling. A chapter  also  is  devoted  to 
methods  of  drug  detection  and  the 
difficulties  encountered  in  trying  to 
utilize  these  tests.  In  context  with 
the  previous  chapters,  a discussion 
on  the  improvement  of  sports  rec- 
ords is  quite  interesting. 

The  final  portion  of  the  book  deals 
with  the  usage  and  effects  of  thera- 
peutic drugs  on  sports  performance, 
the  management  of  musculoskeletal 
injuries,  and  the  effects  of  drugs  and 
exercise  on  the  cardiovascular  sys- 
tem. 

I recommend  the  book,  as  it  is 
interesting  and  informative.  It  is  a 
comprehensive  review  of  the  topic. 

Christine  E.  Haycock  M.D. 

Evaluation  and 
Management  of  Trauma 

Norman  E.  McSwaln.  Jr.  and  Morris 
D.  Kerstein  (eds).  Norwalk,  CT,  Ap- 
pleton-Century-Crofts.  1987.  Pp. 
470.  Illustrated. 

This  hardcover  book  of  429  pages 
is  a sign  that  trauma  has  come  of 
age,  indicating  the  greening  of  trau- 
matology. The  text  is  divided  into  21 
chapters  involving  every  portion  of 
human  anatomy,  including  such 
important  subjects  as  drowning,  hy- 
pothermia prevention  and  manage- 
ment of  pulmonary  complication, 
antibiotics  in  trauma  and  child 
abuse.  Thirty-one  contributors  from 
all  over  the  United  States  including 
the  Department  of  the  Army  have 
contributed  material  for  this  text. 

It  is  important  to  note  that  at  the 
present  time  "trauma  is  the  number 
one  killer  of  people  under  age  44.” 
Trauma  is  the  neglected  disease  of 
modem  society.  This  text  helps  iden- 
tify some  of  the  pitfalls  in  trauma 
care.  Patient  care  and  the  speed  at 
which  care  is  administered  are 
prime  concerns — for  they  determine 
survival. 

All  aspects  of  injuries  are  dis- 
cussed, for  example,  mechanisms  of 
blunt  trauma  and  physics  of  mis- 
sile injuries.  The  material  is  illus- 
trated adequately  with  descriptive 
diagrams,  radiograms,  photographs, 
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and  computed  tomography  scans. 
Because  time  is  of  the  essence  in  the 
severely  injured  patient,  the  emer- 
gency physician  and  trauma  sur- 
geon must  have  information  relayed 
by  prehospital  providers.  Not  only  is 
this  text  a must  for  a trauma  sur- 
geon and  for  every  hospital  emer- 
gency department,  it  is  a must  for 
trauma  training  and  for  the  board 
examinations. 

Jack  R Karel,  M.D. 

Pathology  Annual  1987 

Paul  Peter  Rosen,  M.D.,  and  Robert 
E.  Fechner,  M.D.  Appleton-Century- 
Crofts,  1987.  Pp.  400.  ($69.95) 

The  editors  of  this  text  offer  a pot- 
pourri of  interesting  articles.  Al- 
though catering  to  the  pathologist, 
physicians  in  all  disciplines  will  find 
much  new  information  and  many 
new  interpretations  and  classi- 
fications of  older  knowledge.  Sub- 
jects range  from  technical  and  inter- 
pretive to  clinically  applicable  and 
controversial. 

Eleven  sections  include  classifica- 
tion of  vasculitis,  neoplasms  of  skin 
adnexa,  salivary  glands,  uterine 
cervix,  and  non-Hodgkin’s  lympho- 
ma of  the  central  nervous  system. 
Other  chapters  consider  chlamydial 
infections  of  the  female  genital  tract 
and  Campylobacter-associated  ap- 
pendicitis. Technical  items  relating 
to  bone  marrow  tissue  examination 
and  fine-needle  aspirates  of  kidney 


and  adrenal  gland  hold  many 
“pearls”  for  the  pathologist.  Round- 
ing out  the  volume  is  an  excellent, 
partially  controversial  symposium 
on  preinvasive  lesions  of  the  upper 
aerodigestive  tract. 

The  chapters  are  all  written  clearly 
and  the  organization  is  exemplary. 
The  charts,  graphs,  and  lists  of  dif- 
ferential diagnoses  are  constructed 
well  and  are  complete.  The  artwork 
and  photographs  are  exceptionally 
well  prepared.  The  editors  are  to  be 
commended  for  assembling  this  col- 
lection of  pathology  topics.  Although 
relatively  expensive,  this  book,  like 
its  predecessors,  should  prove  to  be 
of  value  as  a reference  text. 

Marvin  Shuster,  M.D. 


Pioneering  Research  in 
Surgical  Shock  and 
Cardiovascular  Surgery. 
Vivien  Thomas  and  His 
Work  with  Alfred  Blalock 

Vivien  T.  Thomas.  Philadelphia.  PA, 
University  of  Pennsylvania  Press. 
1985.  Pp.  245.  Illustrated.  ($29.95). 

Overcoming  racial  prejudice  and 
educational  disadvantages,  Vivien 
Thomas  became  an  accomplished 
animal  surgeon,  de  facto  director  of 
the  Hunterian  Laboratory  at  Johns 
Hopkins,  and  a key  instructor  in  ex- 
perimental surgery.  Virtually  every 
surgeon  who  passed  through  Hop- 


kins learned  his  operative  technique 
under  Thomas. 

Thomas  designed  a positive  pres- 
sure anesthetic  apparatus  for  tho- 
racic procedures,  and  made  notable 
contributions  to  cardiovascular  sur- 
gery. The  high  point  of  his  career 
came  in  1944  when  Alfred  Blalock, 
his  mentor,  and  Helen  Taussig,  a 
pediatric  cardiologist,  performed  the 
first  “blue  baby”  operation.  Thomas 
had  paved  the  way  by  doing  the  req- 
uisite experiments  on  dogs.  Con- 
tinuing to  work  on  the  tetralogy  of 
Fallot,  he  skillfully  produced  inter- 
ventricular septal  defects  and  pul- 
monary artery  stenosis  at  a time 
when  heart-lung  machines  and 
open-heart  surgery  were  nonexis- 
tent. 

As  a black  man,  Thomas  suffered 
many  injustices.  Although  a surgical 
technician,  he  was  classified  as  a 
janitor  and  paid  a lower  salary  than 
his  white  peers.  His  name  rarely  ap- 
peared on  publications.  During  30 
years  of  collaboration,  Blalock  only 
included  Thomas  as  a coauthor 
twice.  Thomas  lived  with  the  per- 
sonal satisfaction  that  he  con- 
tributed to  solving  numerous  health 
problems.  Recognition  finally  came 
in  1976  when  he  received  an  honor- 
aiy  doctorate  from  John  Hopkins. 

Well  written,  with  wonderful  il- 
lustrations by  Leon  Schlossberg  (a 
student  of  Max  Broedel),  the  book  is 
worth  the  reader’s  time  and  money. 

Vincent  J.  Cirillo 
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Obituaries 


Dr.  Alfred  T.  DeVito 

Retired  since  1984,  after  30  years 
as  a specialist  in  pediatric  and  ado- 
lescent medicine,  Alfred  T.  DeVito, 
M.D.,  died  on  May  30,  1987,  at  the 
age  of  70.  A native  of  Somerville,  Dr. 
DeVito  was  graduated  from  Hahne- 
mann Medical  School,  Philadelphia, 
in  1944,  and  served  his  residency  at 
the  Children's  Hospital,  Washing- 
ton, D.C.  He  received  a fellowship 
from  Harvard  University  at  Boston 
Children's  Hospital  in  1971,  and 
later  was  affiliated  with  Morristown 
Memorial  Hospital.  Dr.  DeVito  was  a 
Diplomate  in  pediatric  medicine. 
During  World  War  II,  Dr.  DeVito  was 
a lieutenant  in  the  Navy  of  the  Unit- 
ed States,  and  completed  his  in- 
ternship at  the  U.S.  Naval  Hospital 
in  Corpus  Christi,  Texas.  He  also 


was  a physician  during  the  Korean 
conflict  at  the  Naval  Hospital,  Nor- 
folk, Virginia  In  1970,  Dr.  DeVito 
served  as  a member  of  the  Volunteer 
Physicians  of  Vietnam.  He  was  a 
member  of  our  Morris  County  com- 
ponent. 

Dr.  Everett  V.  Dulin 

We  have  just  received  word  of  the 
death  on  October  17,  1981,  of  Ever- 
ett V.  Dulin,  M.D.,  a former  dermatol- 
ogist in  East  Orange.  Bom  in  1899 
in  Springfield,  Missouri,  Dr.  Dulin 
received  his  medical  degree  from  the 
College  of  Physicians  and  Surgeons, 
New  York,  in  1925.  A Diplomate  in 
dermatology,  he  was  affiliated  with 
Orange  Memorial  Hospital.  Dr.  Dulin 
was  a member  of  our  Essex  County 
component,  and  of  the  American 
Medical  Association.  In  honor  of  50 
years  of  service  as  a physician,  he 
received  the  Medical  Society  of  New 
Jersey’s  Golden  Merit  Award.  From 
1917  to  1919,  he  served  as  a cor- 
poral in  the  medical  corps  of  the 
Army  of  the  United  States. 

Dr.  Sol  J.  Fanburg 

Sol  J.  Fanburg,  M.D.,  retired  in 
Palm  Beach,  Florida,  from  his  der- 
matology practice,  died  on  January 
11,  1987,  at  the  age  of  84.  Bom  in 
Chattanooga,  Tennessee,  Dr.  Fan- 
burg received  his  medical  degree 
from  University  of  Pennsylvania 
Medical  School  in  1927,  and  later 
was  affiliated  with  Orange  Memorial 
Hospital,  Clara  Maass  Medical  Cen- 
ter, Belleville,  and  JFK  Memorial 
Hospital,  Atlantis,  Florida  A Dip- 
lomate in  dermatology.  Dr.  Fanburg 
was  a member  of  our  Es§ex  County 
component  and  of  the  American 
Medical  Association.  In  1977,  he  re- 
ceived the  Medical  Society  of  New 
Jersey's  Golden  Merit  Award,  honor- 
ing his  50  years  in  medicine. 

Dr.  Archibald  Fishberg 

Retired  since  1981,  Archibald 
Fishberg,  M.D.,  75,  a family  practi- 
tioner in  the  Bronx,  New  York,  and 
Fair  Lawn,  died  on  June  5,  1987. 
Bom  in  New  York  City,  Dr.  Fishberg 
was  graduated  from  New  York  Uni- 
versity School  of  Medicine  in  1935, 
and  was  later  affiliated  with  Com- 
munity Memorial  Hospital.  He  be- 
came a member  of  our  Middlesex 
County  component.  Dr.  Fishberg 
was  a captain  in  the  medical  corps 
of  the  United  States  Army  during 


World  War  II,  serving  in  North  Africa 
and  Italy.  For  his  completion  of  50 
years  of  service  as  a physician,  Dr. 
Fishberg  received  the  Golden  Merit 
Award  from  the  Medical  Society  of 
New  Jersey  in  1985. 

Dr.  M.  Morris  Hafetz 

Retired  since  1983,  after  45  years 
as  a Trenton  physician,  M.  Morris 
Hafetz,  M.D.,  died  on  June  12,  1987, 
at  the  age  of  78.  Bom  in  Russia  Dr. 
Hafetz  received  his  medical  degree 
from  Temple  University  School  of 
Medicine,  Philadelphia,  in  1937,  and 
was  a staff  member  of  Mercer  Medi- 
cal Center,  Trenton.  He  became  a 
member  of  our  Mercer  County  com- 
ponent and  of  the  American  Medical 
Association. 

Dr.  Samuel  Penchansky 

A family  practitioner  in  Bayonne 
for  many  years,  Samuel  Penchansky. 
79,  died  on  May  12,  1987.  He  was 
graduated  from  the  University  of 
California  School  of  Medicine  in 
1934,  and  served  on  the  staff  of 
Bayonne  Hospital  most  of  his  career. 
Dr.  Penchansky  was  a Fellow  and 
charter  member  of  the  American 
Academy  of  Family  Practice  and  a 
member  of  our  Hudson  County  com- 
ponent and  of  the  American  Medical 
Association.  In  1984,  his  50  years  of 
service  in  medicine  was  honored 
when  he  received  the  Medical  So- 
ciety of  New  Jersey's  Golden  Merit 
Award.  A captain  in  the  medical 
corps  of  the  United  States  Army  dur- 
ing World  War  II,  Samuel  Penchan- 
sky received  the  purple  heart  and 
bronze  and  silver  stars  in  recog- 
nition of  his  service  in  the  Italian 
campaign. 

Dr.  Clarence  J.  Poppen 

A general  practitioner  retired 
since  1970  in  Fort  Myers,  Florida, 
Clarence  J.  Poppen,  M.D.,  died  on 
May  4,  1987,  at  the  age  of  87.  After 
receiving  his  medical  degree  in  1925 
from  University  of  Michigan  Medical 
School,  Dr.  Poppen  was  in  private 
practice  in  Reading,  Michigan,  for 
20  years.  He  later  was  a faculty  mem- 
ber at  Michigan  State  University, 
and  a consultant  for  RCA  in  Mor- 
ristown before  his  retirement.  Dr. 
Poppen  was  a member  of  our  Bur- 
lington County  component  and  of 
the  American  Medical  Association. 
From  1947-1948,  he  served  as  a pri- 
vate in  the  United  States  Army. 
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Establishing  and  maintaining  a successful  medical  practice  requires  more  of 
you  than  your  skill  and  expertise  as  a physician — it  calls  for  a thorough 
understanding  of  your  financial  needs  and  alternatives.  Whether  you  are  start- 
ing out  in  practice,  expanding,  or  preparing  to  buy  or  lease  medical  equip- 
ment, you  need  to  know  how  and  where  to  find  the  necessary  financing. 

Medical  Practice  Finance:  A Guide  for  Physicians  is  a new  resource  from  the 
AM  A specifically  designed  for  medical  practices. 

Prepared  in  cooperation  with  Arthur  Young  & Co.,  this  primer  reviews 
sources  of  financing,  the  advantages  and  disadvantages  of  various  alterna- 
tives, and  the  steps  involved  in  obtaining  financing.  It  also  presents  you  with 
case  studies,  sample  practice  plans  and  loan  applications,  and  a listing  of 
sources  for  additional  information. 

Let  Medical  Practice  Finance:  A Guide  for  Physicians  help  you  acquire  the 
resources  you  need  to  provide  the  best  possible  care  for  your  patients. 
Complete  the  coupon  to  order  your  copy  today. 


Medical 

Practice 

Finance: 

A Guide  for  Physician* 


Book  & Pamphlet  Fulfillment:  OP-233 
American  Medical  Association 
P.O.Box  10946 
Chicago,  IL  60610-0946 

Yes,  please  send  me  my  copy  of  Medical  Practice 
Finance:  A Guide  for  Physicians. 


Name 


Address 


City/State/Zip 

Please  allow  4-6  weeks  for  delivery.  Prices  are 
subject  to  change  without  notice. 


copies  @ $14.95  ea.  delivered  $ 

copies  @ $9.95  ea.  delivered, 

AMA  members  only  $ 

Subtotal  $ 

Sales  tax  (IL,  NY  residents  only)  $ 

TOTAL  $ 

Enclosed  is  my  check,  payable  to  the  American 

Medical  Association,  for  $ Payment 

must  accompany  order. 


676 


NEW  JERSEY  MEDICINE 


Author  Information 


New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs:  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors' Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statment  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors: 

“In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8 Vi”  by  11”  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
1 1"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— ®. 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
1 1”  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medic  us: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York,  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers' comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  JMSNJ.  A check  for  the  cost  of 
reprints  including  remake  charge  if 
order  is  received  after  due  date  must 
accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine, MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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$5,000 — $60,000 
Unsecured 

For  Residents,  Start-Up  Practitioners 
and  Established  Physicians 

• Unsecured  loan  amounts  $5,000— $60,000 

• No  Points  or  Fees 

• Competitive  rates— level  payments 

• Up  to  six  years  to  repay 

For  Mediversal  information  and  application, 
call  800-331-4952  Dept.  #167 
or  Contact  HOWARD  LANE  at 
AMERICAN  CREDIT  AGENCY 
150  Route  9,  Freehold,  N.J.  07728 
Call  (201)  308-1155 

DO  A GOOD  DEED 
MD 

GET  SATISFACTION 

Do  you  have  a patient  that 
is  more  like  a good  friend? 

Is  he  ailing? 

Does  he  have  a business  that 
now  needs  help? 

Should  he  retire  from  his  business? 

If  so,  let  us  hear  from  youl 
We  may  be  able  to  help. 

Mr.  Lou  Adams  P.O.  Box  1410 

Englewood  Cliffs,  NJ  07632  (201)-585-1555 

CARDIOLOGIST 

To  work  approximately  15-20  hrs  per  week  at  Cardiac  Re- 
habilitation Center  in  Middlesex  County  (Woodbridge  Area). 
Must  be  available  after  4:00  p.m.  weekday  evening  and  from 
8:00  a.m.  Saturday  and/or  Sunday  morning.  Excellent  salary. 
Reply  with  resume  to  Physicians  Cardiopulmonary  Rehab. 
Ctr.,  P C.  120  Wood  Ave.,  South;  Iselin,  N.J.  08830  or  call 
201-494-9424,  and  ask  for  Carmen  Rivera,  Administrator. 

Physicians  Cardiopulmonary 

Rehabilitation  Center,  P.C JLa X* — X* — X^_ 

at  The  Woodbridge  Hilton  Hotel 
120  Wood  Avenue  South 
Iselin,  New  Jersey  08830 

EMERGENCY  MEDICINE  POSITIONS 

Full/part  time  emergency  medicine  physicians  sought 
by  multi  state  professional  association  for  openings  in 
metropolitan  NY,  PA,  MD,  DC,  FL,  New  England  and 
throughout  U.S.  Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Ste.  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 

Family  Practice  For  Sale 

INTERNIST  WANTED 

Retiring  family  practitioner  desires  to  sell  estab- 
lished practice  in  Merchantville-Pennsauken,  N.J. 
area,  and  assist  during  transition  period.  With  or 
without  existing  residential-office  building. 

Send  Resume  to  William  B.  Hutchinson,  Jr.,  Box 
#165,  Pennsauken,  N.J.  08110. 

Busy  three  man  General  Internal  Medicine  Prac- 
tice in  community  setting  seeks  Board 
Eligible/Board  Certified  Internist  for  primary  care 
responsibilities.  Excellent  benefits  and  op- 
portunities offered  for  association. 

Contact  (201)  837-3200  or  send  C.V.  to  Dr. 
Peter  W.  Coppola  751  Teaneck  Road,  Teaneck, 
NJ  07666 

PRIMARY  CARE  PHYSICIANS 

Multi-state  practice  association  seeks  BE/BC  primary 
care  physicians  for  unique  opportunities  in  PA,  NJ,  New 

"2 *J  Liberty 
m w Healthcare 

iCorporatio  n 

England,  MD,  FL,  and  other  areas  of  the  U.S.  Most 
positions  offer  Monday-Friday  8 AM  to  5 PM  schedules 
with  up  to  five  weeks  paid  time  off.  Paid  malpractice. 
Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 

399  Market  Street,  Suite  400  • Philadelphia,  PA  19106 

RECRUITER 

Energetic,  persuasive  Professional  Healthcare  Admin- 
istrator sought  for  high  demand,  high  reward  position 
in  Physician/Health  Personnel  recruiting  for  National 
Healthcare  firm  headquartered  in  Phila.  Send  letter  or 
resume  to:  Liberty  Healthcare  Corporation,  399  Market 
Street,  Suite  400,  Philadelphia,  PA  19106.  No  calls 
please. 
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Health  Care  Personnel 
Consulting,  Inc. 

a division  of  The  Health  Care  Group 

specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the  following 
specialty  areas: 

ALLERGY,  DERMATOLOGY,  FAMILY  PRACTICE, 
INTERNAL  MEDICINE,  OPHTHALMOLOGY, 
PEDIATRICS,  PSYCHIATRY,  PSYCHOLOGY, 
RADIOLOGY  AND 
URGENT  CARE. 

For  more  information  regarding 
selling  or  buying  a medical  practice, 
contact  our  brokerage  division 
at  The  Health  Care  Group, 

400  GSB  Bldg.,  Bala  Cynwyd,  PA  19004 
or  call  (215)667-8630. 


MUI1  niWCI 

DOES  YOUR  PRACTICE  NEED 
A NEW  PERSPECTIVE? 

Look  into  Air  Force  Aerospace  Medicine.  As  an 
Air  Force  Flight  Surgeon,  you  will  have  a truly 
general  practice  in  your  office.  In  the  air  you'll  fly 
with  and  observe  air  crew  members— adding  a new 
perspective  to  your  medical  career.  You  can  be 
an  Air  Force  Flight  Surgeon.  Leave  the  headaches  of 
office  overhead  and  paperwork.  Enjoy  30  days  of 
vacation  with  pay  each  year,  time  for  your  family, 
medical  and  dental  care,  low  cost  life  insurance 
plus  a generous  noncontributory  retirement  program. 
Maybe  it's  about  time  to  give  your  life  a new  perspec- 
tive. Contact  your  nearest  Air  Force  recruiter  and 
examine  your  opportunities  in  aerospace  medicine 
today!  Call 


SSgt  James  Campbell 
609-667-9208 
Collect 
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“SELLING  PRACTICES 
IS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment?  Before 
you  buy  or  sell,  call  for  an  appraisal  to  assure  the  best 
financial  and  transfer  terms.  We  are  a full  service  prac- 
tice broker,  not  simply  a listing  service.  Since  1981, 
Countrywide  has  been  instrumental  in  helping  hundreds  of 
doctors  like  yourself  buy  and  sell  their  practices.  We  guide 
you  through  the  entire  sales  process  from  initial  meeting 
to  closing.  Our  offices  serve  New  Jersey,  New  York  and 
New  England. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (617)  232-1075  (203)  869-3666 


OFFICE  CONDO 

For  Sale  or  Long  Term  Lease 

5 Examination  Rooms  & Rest  Room 
and  1/3rd  Share  of  Large  Waiting 
Room  with  2 Rest  Rooms 
Jersey  City— Adjoining  Greenville  Hospital 

Inquiries— (201)  653-3171 


EAGLE  ROCK  AVENUE,  ROSELAND 
HOME  AND  OFFICE 


Within  ten  minutes  of  3 major  hospitals,  this 
custom  designed,  built  and  decorated  home  is 
meticulous.  Amenities  include:  real  beamed  den 
with  fireplace,  formal  dining  room,  many  built-ins, 
three  full  baths  with  double  sinks,  custom  land- 
scaping and  much  more. 

The  six  room  office  suite  has  a separate  en- 
trance, ample  parking  and  complete  privacy. 

Just  for  guests,  relatives  or  help,  the  basement 
has  a great  room  with  fireplace,  2 bedrooms,  eat 
in  kitchen,  laundry  room,  bath  with  oversize 
shower  and  much  more. 

CALL  KEN  BARIS  AT  201-763-7700 

For  brochure  or  inspection 

JORDAN  BARIS,  INC. 

203  IRVINGTON  AVENUE 
SOUTH  ORANGE,  NJ  07079 


MOW  leasing  - 


commercial  an  rations  with  suppo  s o35-t661 

Interiors  to  your  Mlchael  Lewis  at  (609)  235 

23st  oate  « 

©aOl  y ChurenStreet&G,thetDhve 
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Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  of 
preceding  month;  Payment 
in  advance;  $5. 00 first  25 
words,  1 0<t  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word.  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as five  words. 


DERMATOLOGIST— Sought  by  Inter  re- 
ferral group  in  Ocean  County,  New  Jer- 
sey. Please  reply  to  Box  No.  245,  NEW 
JERSEY  MEDICINE. 

FAMILY  PHYSICIAN— Needed  for  Family 
Practice  Group  in  Flemington,  NJ.  No  ob- 
stetrics; automatic  coverage;  excellent 
hospital  with  Family  Practice  Residency 
minutes  away,  professional  emergency 
room  coverage;  revised  new  salary  struc- 
ture; vacation  benefits.  Please  send  Cur- 
riculum Vitae  to  Doctors  Doyle,  Madonia 
and  Manchen  of  The  Flemington  Medical 
Group,  6 North  Main  Street,  Flemington. 
NJ  08822. 

GENERAL  PRACTITIONER  — Op 

portunity  for  Young  Physician.  Older 
physician  with  very  active  general  prac- 
tice and  excellent  income  plans  to  retire 
in  two  or  three  years  and  seeks  young 
practitioner  to  continue  business  as 
partner  and  then  owner.  Guaranteed 
salary  with  increasing  percentage  of  total 
after  each  year.  Office  is  in  Irvington. 
Hospital  connection  is  presently  Newark 
Beth  Israel.  Privileges  can  be  arranged. 
Other  hospitals  acceptable.  If  interested, 
call  201-374-1415. 

OB/GYN— Multi-specialty  group  in  Cen- 
tral NJ  seeks  OB/GYN  physician  to  re- 
place retiring  member  of  4 physician 
OB/GYN  department.  Board  certified  or 
eligible.  Send  C.V.  to  Mr.  T.J.  English. 
Sayreville  Medical  Group,  PA,  26 
Throckmorton  Lane,  Old  Bridge,  NJ 
08857.  201-679-5800. 

ONCOLOGIST— Sought  by  Inter  referral 
group  in  Ocean  County,  New  Jersey. 
Please  reply  to  Box  No.  247,  NEW 
JERSEY  MEDICINE. 


PEDIATRICIAN— Wanted  to  join  busy 
group  pediatric  practice  on  Jersey  Shore. 
Salary  with  eventual  partnership.  Excel- 
lent opportunity.  Please  call  201-363- 
4892  or  201-929-0494. 

PHYSICIANS— Needed  for  successful, 
well  known,  walk-in  medical  office  center 
in  Central  NJ.  Full  and  part-time.  Skilled 
and  personable.  American  trained  MD's. 
Send  CV  to  E.V.  McGinley,  MD.  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812  or  call  201-968-8900. 

PSYCHIATRIST— Part-time  for  out-pa- 
tient program  in  private,  non-profit 
clinic;  flexible  hours;  bi-lingual  (Spanish) 
desirable;  send  resume  to  Executive  Di- 
rector, U.C.P.C.,  1358  South  Avenue, 
Plainfield,  NJ  07062. 

RHEUMATOLOGIST— Sought  by  Inter 
referral  group  in  Ocean  County,  New  Jer- 
sey. Please  reply  to  Box  No.  246,  NEW 
JERSEY  MEDICINE. 

PRACTICE  FOR  SALE— Solo  OB/GYN 
practice  in  Camden  County.  Thirty  years 
in  the  same  area  Average  gross  172,000. 
Call  609-429-0147  after  5:00  P.M. 

PRACTICE  FOR  SALE — Family  practice. 
Retiring.  Established  family  practice  in 
Hackensack  area  40  years.  Ideal  comer 
office  and  home.  Call  201-845-8451. 

PRACTICE  FOR  SALE— ENT  practice. 
Well  established,  38  years  in  busy  Jersey 
shore  area  Call  evenings  201-872-9337 
or  days.  201-747-0230. 

HOME/OFFICE  FOR  SALE — Centrally 
located  in  Livingston,  NJ.  Raised  ranch, 
4 bedrooms,  2 baths,  studio,  family  room, 
covered  deck  with  gas  BBQ,  fireplace  in 
living  room.  Separate  5 room  office.  Gas 
hot  air  heat  central  AC  plus  extras.  Ask- 
ing $259,900.  Call  realtor,  201-994-2820. 
Evenings,  R Simpson,  201-992-3683. 

HOME/OFFICE  FOR  SALE— Princeton 
suburb.  4 bedroom  home.  2 exam-room 
office.  Busy  road.  High  growth  area. 
$350,000.  Call  201-874-0966. 

EQUIPMENT  FOR  SALE— Ultra 
sound — Echocardiogram — machine.  ATL 
Mark  3,  suitable  for  abdominal  and 
pelvic  studies  also.  Strip  chart  recorder 
and  page  printer  included.  $10,000.  Tele- 
phone 201-625-1015. 

EQUIPMENT  FOR  SALE — Cryosurgery 
machine  with  2 platinum  tipped  elec- 
trodes and  2 40  pound  C02  cylinders. 
AC.M.I.  shortwave  diathermy  machine 
with  numerous  electrodes  and  pads.  Of- 
fice sized  Castle  autoclave.  Sterilizer  16 
inch.  AC.M.I.  observation  and  operating 
cystoscope  with  numerous  ureteral 
catheters  and  bougies.  Decker  cul- 
doscope.  Picker  x-ray  viewer  14x1 7,  X-ray 
cassettes  with  screens  (3-14x17, 
3-11x14,  4-10x12),  numerous  surgical 
and  gynecological  instruments.  Bausch 
& Lomb  ophthalmoscopy  and  otoscope. 
National  transformer  for  lights  and 


cautery.  Case  with  5 different  ano  and 
sigmoidoscopes.  Clay-Adams  centrifuge. 
Hanovia  ultraviolet  lamp,  filing  cabinets 
and  instrument  cabinets.  All  equipment 
in  good  condition  and  working  order. 
Contact  Werner  Steinberg,  MD,  P.O.  Box 
325.  Linden,  NJ  07036  or  201-486-4426. 

EQUIPMENT  FOR  SALE— Clay-Adams 
physicians  compact  centrifuge.  Like  new; 
used  2 weeks  in  drug  study.  Cost  $295, 
asking  $175.  Call  D.J.  Flaster,  MD, 
201-267-3883. 

EQUIPMENT  FOR  SALE— 30  Liter 
Liquid  Nitrogen  Tank  with  discharge 
device.  Like  New.  Any  reasonable  offer. 
Contact  Box  No.  252,  NEW  JERSEY 
MEDICINE. 

WEIGHT  LOSS  TUTORIAL— How  to  or- 
ganize a simple  effective,  economical 
weight  loss  program  in  your  office  prac- 
tice. No  fee.  Contact  Allan  Lazar,  MD,  420 
Grand  Avenue,  Englewood,  NJ  07631. 
201-568-3742. 

OFFICE  SPACE—  Belleville.  Ideal  for 
physician.  Ultra-modem  building.  Prime 
location,  immediate  occupancy,  1200 
and  800  square  feet.  Affordably  priced. 
Call  201-751-5592. 

SUBSPECIALIST— Sublease  Doctor  s Of- 
fice located  near  West  Jersey  & Garden 
State  Hospitals,  RT  73  South,  E>esham 
Commons,  Marlton,  NJ.  Available  now  for 
evenings,  days,  Saturdays.  For  infor- 
mation call  609-778-4222.  Rent  nego- 
tiable. 

OFFICE  SPACE— Share  Expenses.  Office 
in  New  Milford,  NJ.  Fully  equipped.  Call 
Dr.  Rhine.  201-836-7722. 

VACATION  RENTAL— Akumal;  Las 
Celosias,  a snorkeler’s  idyll,  one  hour 
Cancun;  3 bedrooms,  3 baths,  staff.  Over- 
looks lagoon— Caribbean.  White  sand 
beach,  accredited  diving  school.  Mayan 
mins  nearby.  May-Oct  $900;  Nov. -Apr. 
$ 1 1 00/weekly.  Also  San  Cristobal  Las 
Casas,  Mexico:  El  Jacarandal,  enchant- 
ing guest  house  overlooking  Spanish  col- 
onial town.  Indian  villages,  markets. 
Three  excellent  meals,  good  horses,  open 
bar,  $90/person/day.  Write:  Wood.  Calle 
Comitan  #7,  San  Cristobal  Las  Casas, 
Chiapas,  Mexico.  Call:  011-52-967- 
81065. 

VACATION  RENTAL— British  Virgin 
Islands  (Virgin  Gorda).  Elegant  new  villa 
directly  on  own  private  snorkeling  beach, 
spectacular  panoramic  view  of  North 
Sound  including  Bitter-End  (dive  school, 
etc.)  Perfect  weather  year  round.  3 
bedrooms.  2 baths,  magnificent  Liv- 
ingroom,  wrap  around  deck,  full  modem 
kitchen,  microwave,  dishwasher,  washer- 
dryer.  (Staff,  provisioning,  marina  res- 
taurant fishing,  pool,  tennis,  car  avail- 
able.) $1,890  week.  Call  609-921-7872. 

CLASSIFIED  ADVERTISING— Re- 
plies/Requests: Write  to  NEW  JERSEY 
MEDICINE,  Advertising  Office,  370 
Morris  Avenue,  Trenton,  NJ  0861 1 or  call 
609-393-7196  for  availability. 
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ORTHOPAEDIC  SURGEONS 

CjVi's  sports  medicine  and 
orthopaedic  programs  work  so 
well  in  the  tri-state  area,  we  know 
that  other  physician  groups  will 
want  to  benefit  from  our  expertise. 

Full  service  marketing  firm 
serving  healthcare  professionals. 


Creative  Public  Relations 

211  Essex  Street 
Suite  405 

Hackensack.  New  Jersey 
07601 

(201)  342-9111 
(212)  432-2490 

Call  for  a complimentary  consultation 


It's  Here  At  Last... 

A Choice  of  Two  LowCost 
Practice  Evaluations. 


Basic  Practice  Evaluation 


Provides  a benchmark  for 
your  practice. 


Expanded  Option 
Evaluation 


Provides  15  different  option  categories, 
with  180  evaluations,  under  a variety 
of  conditions. 


Here's  Why  You 
Should  Consider  a 
Pro-Tech  Practice 
Evaluation: 


1 Analysis  can  be  used  in  buying, 
selling,  merging  or  dissolving  of 
a practice. 

1 Analysis  can  serve  to  confirm  other 
appraisals. 

1 Analysis  is  processed  quickly  — 
usually  within  10  days. 


Name 


Get  the  hard  facts. 


_ Phone 


Address 


£ 1986  All  Rights  Reserved 


State 


Zip. 


240  Cedar  KnolllRd..  Suite  310.  Cedar  Knolls.  NJ  07927-9990 


Exclusive  Marketing  Agents:  Sarantos  & Co.,  Inc. 


THE  KIRWAN  COMPANIES 

Kirwan 

Financial  Group,  Inc. 

Financial  Products 
Personal  and  Professional 

Investments,  Pensions,  Keoghs, 

Life  and  Disability  Insurance 
Asset  and  Insurance  Portfolios  Analyzed 

Kirwan 

Financial  Advisory,  Inc. 

Registered  Investment  Advisors 

Financial  Advice 
Personal  and  Professional 

Authorized  Representatives 
of  the 

Medical  Society  of  New  Jersey 

609-778-4388  215-750-7616 


Your  Staff  Needs 
Time  To  Devote  To 
Patients.  As  Well  As  Time 
To  Manage  The  Business 
End  Of  Your  Practise. 


At  your  convenience  we  will 
show-  you  how  the  industry's 
leading  computer  systems  and 
practise  management  software 
can  help  your  staff  with  billing, 
scheduling,  tracking,  word 
processing  and  more— leaving 
more  time  to  spend  with 
patients. 

So  if  you  want  to  find  out  what 
Health  Care  Professionals 
should  know  about  using 
Business  Computer  Systems — 


PUT  MDBASE  TO  WORK!!!!!!!!! 

Special  Introductory 
offer  $595 

JHJ 

SOFTWARE  INC. 

250  West  57th  Street  Suite  521 
New  York,  N.Y.  10107 


Call  Us  For  A FREE  DEMONSTRATION  AT  YOUR  LOCATION 
For  Further  Information: 

(212)  265-5977  Ask  For  Jay  (201)  499-0587  Ask  For  Jay  Shah 
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Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and 
2.5  mg  clidinium  bromide. 


Please  consult  complete  prescribing  information,  a summary 
of  which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  indi- 
cations as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepox- 
ide HCI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  ( e.g 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 


Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors,  phe- 
nothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions 
reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope 
reported  in  a few  instances.  Also  encountered:  isolated 
instances  of  skin  eruptions,  edema,  minor  menstrual  irregu- 
larities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent,  generally  con- 
trolled with  dosage  reduction;  changes  in  EEG  patterns  may 
appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  pro- 
tracted therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 

PI  0186 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


When  brain  and  bowel  conflict.. 


It’s  time 

for  the  Peacemaker. 

In  irritable  bowel  syndrome*  anxiety  can  aggravate  intestinal  symptoms,  which  may 
further  intensify  anxiety  — a distressing  cycle  of  brain/bowel  conflict.  Librax  intervenes  with 
two  well-known  compounds.  The  Librium®  (chlordiazepoxide  HCl/Roche)  component 
safely  relieves  anxiety.  And  Quarzan®  (clidinium  bromide/Roche)  provides  antisecretory 
and  antispasmodic  action  to  relieve  discomfort  associated  with  intestinal  hypermotility. 

Dual  action—  for  peace  between  brain  and  bowel.  Because  of  possible  CNS  effects,  caution 
patients  about  engaging  in  activities  requiring  complete  mental  alertness.  Specify  Adjunctive 

T.TRRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  bromide 


*Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  the  irritable  bowel  syndrome. 
Copyright  © 1987  by  Roche  Products  Inc.  All  rights  reserved.  Please  see  summary  of  prescribing  information  on  adjacent  page. 
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Introducing  the  improved,  bath- 
free  lithotripter . . . the  first  of  its  kind, 
nationwide . . . available  at  The 
Stone  Center  of  New  Jersey. 

The  new  Dornier  HM-4  uses 
the  same  principles  as  did  the 
previous  lithotripter ...  but 
now  the  procedure  is  easier  to 
perform  and  less  stressful  for 
your  patients. 

Using  a simple  water-filled 
cushion  instead  of  the  cumber- 
some water  bath,  the  HM-4  is  of  New  Jersey 


the  latest  refinement  available  in  litho- 
tripter design. 

And  it’s  available  now. . . at 
The  Stone  Center.  So,  contact 
Arlyn  Rayfield  today,  and 
inquire  about  ESWL®  treat- 
ment and  machine  demon- 
strations. 

After  all,  your  patients  don’t 
need  to  take  a bath. 

The  Stone  Center  of  New  Jer- 
sey. For  the  new  wave  in  kid- 
ney stone  treatment. 


150  Bergen  Street,  Newark,  NJ  07103-2425 
(201)  456-4765  • 1-800-52-STONE 


Your  kidney  stone  patients 
don’t  need  to  take  a bath. 


University  Lithotripsy  Affiliates,  Inc.,  a progressive  healthcare  service,  offered  by 
UMDNJ’s  University  Hospital  and  Saint  Barnabas  Medical  Center. 

®Registered  trademark  of  Dornier. 
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As  a physician,  you  know  the  importance  of  trust 
between  you  and  your  patients.  What’s  more, 
you're  well  aware  that  the  foundation  of  that  trust 
lies  in  the  knowledge  and  experience  you  have 
demonstrated  as  a professional. 

Expertise  is  also  the  cornerstone  of  AMA 
Advisers,  Inc.,  a subsidiary  of  the  American 
Medical  Association.  We  naturally  have  your 
investment  interests  in  mind.  That’s  why  we 
dedicate  our  efforts  to  physicians  like  you. ..and 
why  we  provide  a variety  of  alternative  investment 
strategies  that  can  be  tailored  to  your  specific 
needs. 


Asset  Allocation,  and,  of  course,  professional 
management  of  the  highest  quality. 

Whether  you’re  new  to  investing  or  an  “old  pro’,’ 
AMA  Advisers’  money  management  expertise 
may  help  you  reach  your  financial  goals.  Simply 
complete  and  mail  the  coupon  for  your  FREE 
Information  Kit  on  the  funds  in  The  AMA  Group. 
We  ll  send  you  a prospectus  with  more  complete 
information  detailing  fees  and  expenses.  Please 
read  the  prospectus  carefully  before  you  invest 
or  send  money. 

Services  and  products  as  described  herein  are  not  offered  for  sale  in 
any  state  where  they  are  not  lawfully  registered. 


You  can  build  your  investment  program  around 
The  AMA  Group,  the  mutual  funds  managed  by 
AMA  Advisers.  Inc.,  designed  to  help  you  meet 
your  financial  goals  w ith  a broad  choice  of 
investment  strategics.  Plus,  we  offer  a full  range 
of  investor  services,  including  our  newest  service. 

Building  Mutual  Trust 


AMA  ADVISERS,  I1\C. 


FOR  FASTER  ACTION,  CALL  TOLL  FREE 
1 -800-AMA-FIJ1ND  EXTENSION  2044,  ANYTIME! 


MAIL  TO:  The  AMA  Group 

Mutual  funds  managed  by  AMA  Advisers,  Inc. 

PO.  Box  1923.  Westchester.  PA  19380-1923 


IN. 120-14 


iTy  ES.  I want  my  FREE  Information  Kit 
on  the  funds  in  The  AMA  Group,  as  well  as  a 
prospectus  with  more  complete  information 
detailing  fees  and  expenses. 


Name 


Address 

City 

State Zip 


AMA  Advisers.  Inc.  is  a subsidiary  of  the  American  Medical 
Association  and  manages  the  mutual  funds  in  The  AMA  Group. 


Daytime  Telephone 


EMERGENCY! 
MEDICAL  CLAIMS 
OVERLOAD! 

Vie 

EMOExpress 

System 

TO  THE  RESCUE! 


The  EMC*  EXPRESS  System 

is  a computerized  medical 
claims  system  which  enables 
you  to  deliver  medical  claims 
to  participating  carriers  within 
hours  of  treating  a patient. 

One  phone  call  is  all  it  takes  to 
have  your  computer  speed  all  the 
information  needed  to  process  your 
claims  to  multiple  carriers,  including 
Medicare,  commercial  and  private. 
Working  with  the  software  already  in 
your  office,  the  EMC*  EXPRESS 
System  helps  you: 

• Reduce  your  administrative  costs  for 
processing  claims 

• Reduce  the  number  of  claims  rejected 
because  of  incorrect  or  incomplete 
information 

• Speed  up  your  claims  payment— and 

that  can  put  new  life  into  you r 
cash  flow. 


systems,  from  easy-to-use  claims 
entry  systems  to  the  most  sophisti- 
cated practice  management  systems. 

So  whatever  the  size  of  your  office, 
whatever  the  magnitude  of  your  paper- 
work problem,  we  recommend  the 
EMC*  EXPRESS  System  as  your 
treatment  of  choice. 

For  more  than  20  years,  GE  Information 
Services  has  been  helping  companies 


To  have  the  EMC*  EXPRESS  rescue  squad  come  to 
your  aid,  call  an  authorized  EMC*  EXPRESS  system 
vendor  or  contact  us  directly  at  1-800-433-3683, 
extension  7321.  We'll  send  help  your  way  before 
you  can  say,  "Emergency!" 


If  claims  processing  paperwork  can 
get  your  office  all  backed  up,  you 
need  to  call  in  GE  Information 
Services'  EMOEXPRESS 
rescue  squad. 


‘-S270 

«'ooo 
*97  »0 
i/0 


<*100 


The  EMOEXPRESS  System 
and  Your  Office 
The  EMC*  EXPRESS  System  accommo- 
dates a broad  range  of  practice  sizes 
and  a wide  variety  of  office  computer 


around  the  world  do  business  better. 
And  now  GE  has  teamed  up  with 
authorized  system  vendors  to  bring 
rapid,  accurate,  and  cost-effective 
electronic  medical  claims 
communications  to  the  healthcare  field. 


INFORMATION 

SERVICES 


USA 
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System 


PARTICIPATING  CARRIERS 

Prudential  Medicare  Part  B 


NEIC  ACTIVE  PARTICIPANTS 


Aetna  Life  & Casualty 
Allstate  Life  Insurance  Co. 

Benefit  Trust  Life 

CNA  Insurance  Companies 

Confederation  Administration  Life  Insurance  Co. 

Confederation  Life  Insurance  Co. 

Connecticut  Life  Insurance  Co 
Connecticut  General  Life  Insurance  Co.  [CIGNA) 
Equitable  Life  Assurance  Society  of  the  U S. 
General  American  Life  Insurance  Co. 

The  Great-West  Life  Assurance  Co.  of  America 
Gulf  Group  Services 

John  Hancock  Mutual  Life  Insurance  Co. 

Liberty  Life  Assurance  Co. 

Lincoln  National  Life  Insurance  Co 
Metropolitan  Life  Insurance  Co. 

Mutual  of  Omaha  Insurance  Co. 

New  England  Mutual  Life  Insurance  Co. 

New  York  Life  Insurance  Co 
Pacific  Mutual  Life  Insurance  Co. 

Philadelphia  American  Life  Insurance  Co 
Philadelphia  Life  Insurance  Co. 

Phoenix  Mutual  Life  Insurance  Co. 

Pilot  Life  Insurance  Co. 

Principal  Mutual  Financial  Group 
Provident  Life  and  Accident  Insurance  Co. 
Prudential  Insurance  Co. 

State  Mutual  Insurance  Co. 

The  Travelers  Insurance  Co. 

(includes  Railroad  Retirement) 

Unionmutual  Stock  Life  Insurance  Co 
Transamerica  Occidental  Life  Insurance  Co. 


AUTHORIZED  SYSTEM 

VENDORS 

Annson  Systems 

312 

Articulate  Publications,  Inc. 

800 

Artificial  Intelligence,  Inc. 

206 

CALYX 

800 

Colwell  Systems,  Inc. 

800 

Coopervision 

800 

EDP  Systems,  Inc. 

214 

Effective  Solutions  and  Services 

312 

Health  America  Systems 

312 

LDS,  Inc. 

913 

MOS,  Inc. 

800 

Physicians'  Micro  Systems,  Inc. 

206 

Physicians'  Office  Computer 

213 

Prism  Data  Systems 

800 

ProSource  Systems 

800 

Santiago  Data  Systems,  Inc 

800 

Unitec,  Inc. 

800 

UNIVAIR,  Inc. 

314 

Westland  Software  House,  Inc 

818 

564-8310 
872-2282 
271-8633 
558-2208 
637-1140 
772-CVIS 
881-8454 
635-991 1 
362-3730 
648-71 1 1 
323-6671 
441-8490 
603-0555 
428-2310 
645-5609 
652-3500 
237-3762 
426-1099 
992-0081 


NEW  VENDORS  AND  CARRIERS  ADDED 
REGULARLY.  FOR  MOST  RECENT  LISTINGS, 
CALL  1-800-433-3683. 


INFORMATION 

SERVICES 


USA 


401  N.  WASHINGTON  ST.,  ROCKVILLE,  MD  20850 

NJMEDI087 


BOARD  CERTIFIED 
ORTHOPAEDIC  SURGEONS 

cpw’s  sports  medicine  and 
orthopaedic  programs  work  so 
well  in  the  tri-state  area,  we  know 
that  other  physician  groups  will 
want  to  benefit  from  our  expertise. 


Full  service  marketing  firm 
serving  healthcare  professionals. 


Creative  Public  Relations 


211  Essex  Street 
Suite  405 

Hackensack.  New  Jersey 
07601 

(201)  342-9111 
(212)  432-2490 

Call  for  a complimentary  consultation 


| ‘Horderu  | 

^ Realty  Company.  Inc.  | 


ESTABLISHED  1917 

COMMERCIAL  and  INVESTMENT 
DIVISION 

SPECIALIZING  in 
MOBILE  HOME  PARKS 

We  consider  these  to  be  some  of  the  safest 
investments  in  Real  Estate.  Very  Conducive  to 
absentee  management 

CALL 

BOB  or  LIL  LASLOCKY 


414  STOKES  AVE.  MEDFORD,  N.J.  08055 

(609)  953-0082 
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HIV  Positive  Confirmed. 
Then  What? 


AIDS  is  tough  to  treat.  Ruthless  to 
an  increasing  patient  population, 
it  challenges  physicians  and 
nurses  as  never  before  in  their 
commitment  to  quality  care. 

The  Spellman  Center  for  HIV- 
Related  Disease  at  St.  Clare’s  Hos- 
pital and  Health  Center  in  New 
York  City,  accepts  the  challenge 
posed  by  AIDS  and  HIV  infection. 
The  first  facility  in  the  tri-state  re- 
gion to  devote  its  resources  solely 
to  the  care  of  AIDS  patients,  the 
Spellman  Center  designates  its 
highest  priority  as  compassionate 
patient  care.  A dedicated  staff  pro- 
vides comprehensive  medical, 
nursing,  psychosocial,  and  dental 
treatment  in  an  atmosphere  that 
is  warm  and  understanding. 


The  Spellman  Center— a 60-bed 
Acute  Care  Unit,  Emergency 
Service,  Outpatient,  Ambulatory 
Infusion  and  Dental  Clinics— 
accepts  referrals  of  patients  with 
CDC-confirmed  AIDS  or  ARC 
(AIDS-related  complex),  and  those 
who  are  seropositive  for  HIV. 
Spellman  also  reaches  out  to  offer 
testing,  counseling  and  treatment 
to  persons  at  risk  for  AIDS. 

If  you  need  consultation  con- 
cerning your  patients,  or  more 
information,  please  call  Dr.  Debra 
Spicehandler,  the  Medical  Direc- 
tor, at  (212)  459-8409. 

The  Spellman  Center  also  main- 
tains an  information  hotline  for 
patients  with  questions  about 
AIDS:  1-800-433-AIDS. 


The  Spellman  Center 
for  HIV-Related  Disease 
A Designated  AIDS  Treatment  Facility 
St.  Clare’s  Hospital  and  Health  Center 


An  Affiliate  of  New  York  Medical  College 
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PRESIDENTS  HOT  LINE:  HARRY  M.  CARNES,  M.D. 


Tort  Reform 

★ Legislative  reform  has  been  stalled  by  the  Senate 
Judiciary  Committee.  The  Board  of  Trustees  has 
created  a special  task  force  which  met  on  August 
26,  1987,  to  form  a strategy  to  mobilize  the  pro- 
fession. I appointed  physician  team  leaders  to  meet 
with  the  individual  senators;  their  reports  were  re- 
viewed on  August  26.  Every  doctor  should  call  and 
write  the  senators  on  that  Committee  and  urge 
them  to  approve  S-281  and  S-2706  now! 

Physical  Therapy  Regulations 

★ The  State  Board  of  Physical  Therapy  has  adopted 
regulations  which  would  allow  therapists  to  exam- 
ine and  instruct  patients  without  physician  refer- 
ral. The  regulations  also  allow  therapists  to  alter  a 
doctor’s  prescribed  treatment  without  securing 
physician  approval. 

The  Society  has  filed  a lawsuit  challenging  those 
rules. 

Medicaid  Fees 

★ The  Society  has  called  on  the  Assembly  Health  and 
Human  Resources  Committee  to  act  favorably  on 


A-3933.  This  bill  would  provide  a 10  percent  in- 
crease in  physician  fees.  The  Society  is  supporting 
the  bill,  but  asking  for  a more  substantial  increase. 
Members  should  write  to  the  Assembly  Committee 
on  Health  and  Human  Resources  and  ask  that  it 
approve  legislation  to  increase  physician  fees 
under  Medicaid. 

Special  Public  Relations  Assessment 

★ In  May  1987,  the  House  of  Delegates  approved  a 
Si 00  special  assessment.  The  money  will  be  used 
to  articulate  the  Society’s  position  on  key  issues  in 
the  press  and  mass  media  Thus  far,  only  41  per- 
cent of  the  dues-paying  membership  has  re- 
sponded. If  you  haven’t  yet  paid,  please  do  so  im- 
mediately! 

Shore  Pollution 

★ The  House  of  Delegates  adopted  a resolution  asking 
the  Department  of  Environmental  Protection  to 
crack  down  on  plastic  and  other  hard  types  of  pol- 
lution in  the  ocean,  and  not  to  limit  its  concerns 
to  “colicounts."  The  events  of  August  1987  have 
been  distressing.  The  Society  reinforced  the  call  for 
tough  enforcement  of  the  anti  dumping  laws  at  a 
public  hearing  on  August  26,  1987. 


OUTPATIENT  HOSPITAL  SERVICES  FOR  THE 
MEDICALLY  NEEDY 

This  proposal  amends  the  Administration  Manual, 
and  the  Hospital  and  Special  Hospital  Manuals,  to 
include  outpatient  hospital  services  for  the  Medically 
Needy  Program.  Outpatient  hospital  services  will  be 
available  to  all  three  coverage  groups  (pregnant 
women,  dependent  children,  and  the  aged,  blind,  or 
disabled). 

This  proposal  is  the  result  of  a provision  in  the  New 
Jersey  Medicaid  law  (N.J.SA  30:4D-6(g)(5)(b)),  which 
indicates  that  in  the  event  the  Federal  Department  of 
Health  and  Human  Services  discontinues  New  Jersey’s 
waiver  to  establish  outpatient  reimbursement  rates 
under  Medicare  and  Medicaid,  then  the  New  Jersey 
Medicaid  (Title  XIX)  program  would  cover  outpatient 
hospital  services  for  Medically  Needy  patients.  Since 
the  Federal  Department  of  Health  and  Human  Services 
did  in  fact  discontinue  the  waiver,  the  Division  began 


providing  outpatient  hospital  services  for  the  Medi- 
cally Needy  on  January  1,  1987. 

The  proposal  also  provides  that  outpatient  hospital 
services  shall  be  limited  to  clinic  services  and  to  emer- 
gency room  services  for  injuries  and  significant  acute 
medical  conditions. 

PROPOSED  RULE  MAKING— ADMINISTRATIVE 
MANUAL 

These  proposed  amendments  and  new  rules  con- 
cern recent  amendments  to  the  New  Jersey  Medicaid 
legislation  establishing  additional  coverage  under  Title 
XIX  (Medicaid)  for  pregnant  women  and  certain  chil- 
dren whose  income  and/or  resources  exceed  the  cate- 
gorical eligibility  levels.  The  proposed  amendments 
and  new  rules  describe  the  basic  criteria  by  which 
persons  may  establish  eligibility  under  this  expansion 
of  the  Medicaid  program.  The  topics  covered  include 
the  application  process,  financial  and  nonfinancial  fac- 
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tors  governing  eligibility,  and  other  administrative  re- 
quirements. 

There  are  two  coverage  groups  under  this  expansion 
of  the  Medicaid  program:  pregnant  women  and  certain 
children.  A pregnant  woman  determined  eligible  under 
the  provisions  of  these  proposed  amendments  and  new 
rules  is  eligible  for  services  as  a pregnant  woman  dur- 
ing the  term  of  the  pregnancy  itself  and  for  the  60-day 
period  beginning  with  the  last  day  of  the  pregnancy. 
Children  may  establish  eligibility  with  the  following 
age  restrictions: 

Through  September  30,  1987,  under  the  age  of  one 
year,  and  under  the  age  of  two  years  effective  October 
1.  1987. 

A child  for  whom  application  has  been  made  and 
who  is  eligible  for  Medicaid  prior  to  October  1,  1987, 
and  who  attains  the  age  of  one  year  before  that  date, 
will  continue  to  be  viewed  as  meeting  the  age  require- 
ment until  October  1.  This  provision  will  prevent 
eligible  children  from  "aging  out"  of  the  program  who 
would  again  be  eligible  October  1,  and  will,  therefore, 
provide  for  the  continuity  of  medical  care. 

In  order  to  establish  eligibility  for  Medicaid  under 
the  provisions  of  the  proposed  amendments  and  new 
rules,  a pregnant  woman  or  child  must  be  a citizen  of 
the  United  States  or  an  alien  lawfully  admitted  for 
permanent  residence,  as  well  as  a resident  of  New  Jer- 
sey. Before  eligibility  will  be  granted,  an  individual 
must  apply  for  any  pensions  or  benefits  to  which  he 
or  she  is  entitled.  No  person  who  is  an  inmate  of  a 
public  institution  may  receive  Medicaid  benefits. 

For  pregnant  women  and  children  described  in  the 
proposed  amendments  and  new  rules,  the  value  of 
their  resources  or  assets  is  not  counted  in  determining 
Medicaid  eligibility.  Resources  will,  however,  be  re- 
viewed as  part  of  the  eligibility  process  to  identify  pos- 
sible income  sources. 

In  determining  income  eligibility  for  Medicaid  ben- 
efits under  the  proposed  amendments  and  new  rules, 
income  of  the  entire  “household  unit"  will  be  con- 
sidered. In  the  case  of  a pregnant  woman,  the  house- 
hold unit  will  consist  of  the  pregnant  woman  and  her 
unborn  child,  her  spouse,  and  her  children  under  the 
age  of  21  who  reside  in  the  same  household.  For  chil- 
dren, the  household  unit  will  include  the  child,  the 
child's  natural  or  adoptive  parents,  and  the  child’s 
blood-related  or  adoptive  siblings  who  are  under  the 
age  of  21  and  who  reside  in  the  same  household. 

The  household  unit’s  income  is  determined  in  ac- 
cordance with  the  methods  employed  in  the  AFDC-C 
program  as  found  in  N.JAC.  10:82  with  the  following 
exceptions.  The  maximum  income  limits  at  N.JAC. 
10:82- 1.2(d),  the  $30  and  one-third  disregard  of  earned 
income  at  N.JAC.  10:82-2.8(a)3  and  4.4(c),  the  deem- 
ing of  stepparent  income  at  N.JAC.  10:82-2.9(d),  and 
the  deeming  of  income  of  an  alien’s  sponsor  do  not 
apply  in  determining  income  eligibility  under  the 
provisions  of  this  chapter. 

Countable  household  unit  income  is  compared  to 
the  official  poverty  income  guidelines  as  published  an- 
nually by  the  U.S.  Department  of  Health  and  Human 
Services  as  required  by  sections  652  and  673(2)  of  the 
Omnibus  Budget  Reconciliation  Act  of  1981  (Pub.  L. 
97-35).  If  the  income  is  less  than  or  equal  to  the  guide- 
line for  the  household  unit  size,  income  eligibility  is 


established.  If  that  guideline  is  exceeded,  eligibility  for 
Medicaid  benefits  does  not  exist.  The  federal  poverty 
income  guidelines  for  1987  are  as  follows: 


Family  Size 

Monthly  Poverty  Guideline 

1 

$ 458 

2 

616 

3 

775 

4 

993 

5 

1091 

6 

1250 

7 

1408 

8 

1566 

each  additional 

158 

If,  during  the  term  of  her  pregnancy,  a woman  meets 
the  income  and  all  other  eligibility  requirements,  she 
will  remain  income  eligible  for  the  full  term  of  her 
pregnancy  as  well  as  for  the  60-day  period  following 
the  last  day  of  pregnancy.  The  child  resulting  from  the 
pregnancy  will  likewise  continue  income  eligible  for 
the  60-day  period  following  birth.  For  children  other- 
wise age  eligible  under  the  proposed  amendments  and 
new  rules,  in  order  to  obtain  Medicaid  benefits,  income 
eligibility  must  continue  to  be  met  each  month.  Thus, 
an  increase  in  the  household  unit’s  income  may  cause 
a previously  eligible  child  to  lose  entitlement  to  ben- 
efits. 

Persons  who  are  determined  eligible  for  this  pro- 
gram will  be  entitled  to  the  full  range  of  Medicaid 
services,  including  but  not  limited  to,  hospital  services 
(inpatient  and  outpatient),  physician’s  services,  inde- 
pendent clinic  services,  laboratory  and  radiological  ser- 
vices, pharmaceutical  services,  medical  supplies  and 
equipment,  prosthetic  and  orthotic  devices,  vision  care 
services,  dental  services,  nurse- midwifery  services,  and 
long-term  care  and  home  care  services. 

LOAN  REPAYMENT— HEALTH  PROFESSIONALS 
PROGRAM 

The  United  States  Army  Reserve  has  received  fund- 
ing for  the  Health  Professionals  Loan  Repayment 
(HPLR)  Program.  Periodically,  programs  such  as  this 
are  authorized  for  physicians  in  specialties  in  which 
the  Army  Reserve  is  most  critically  short.  It  is  designed 
to  repay  up  to  $3,000  per  year  ($20,000  program  maxi- 
mum) on  designated  loans  secured  by  eligible  com- 
missioned officers  of  the  Medical  Corps. 

Effective  July  1,  1986,  Health  Education  Assistance 
Loans  (HEAL)  made  or  insured  under  part  C,  title  VII, 
of  the  Public  Health  Service  Act  as  well  as  any  loan 
made,  insured,  or  guaranteed  under  part  B or  E of  the 
Higher  Education  Act  of  1965  may  be  considered  for 
repayment  if  secured  after  October  1,  1975.  These  in- 
clude: guaranteed  student  loans,  federally  insured  stu- 
dent loans,  national  direct  student  loans,  and  auxiliary 
loans  to  assist  students  where  the  borrower  is  the 
student  and  not  the  parent. 

Repayment  is  made  on  the  basis  of  each  year  of 
satisfactory  service  performed  as  a commissioned  of- 
ficer in  the  Selected  Reserve.  Several  programs  provid- 
ing maximum  flexibility  of  participation  have  been  es- 
tablished in  this  area  to  assist  those  physicians  who 
require  this  flexibility  due  to  rigorous  professional 
commitments. 
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In  order  to  meet  current  eligibility  requirements,  a 
physician  must  be: 

1 . Commissioned  in  the  Medical  Corps  as  a member 
of  the  Selected  Reserve  after  September  30,  1985,  and 
before  October  1,  1988. 

2.  Remaining  in  good  standing  in  the  Selected  Re- 
serve and  professional  community. 

3.  Board  eligible  or  certified  in:  emergency  medicine, 
anesthesiology,  general  surgery,  thoracic  surgery,  or- 
thopedic surgery,  neurosurgery,  or  otorhinolaryn- 
gology. 

If  you  wish  additional  information  please  contact 
Major  Claudia  Gibson,  609-667-8190/8198. 

CATASTROPHIC  ILLNESS  PROPOSAL 

The  House  of  Representatives  approved  a recom- 
mendation for  a bill  on  catastrophic  illness  on  July  22, 
1987,  by  a vote  of  302-127.  This  plan  has  the  possi- 
bility of  moving  us  rapidly  toward  national  health  in- 
surance as  in  England.  For  obvious  reasons,  this 
should  not  be  allowed  to  go  forward  without  opposi- 
tion. 

It  is  an  established  fact  that  85  percent  of  the  per- 
sonnel involved  with  the  delivery  of  health  care  in  Eng- 
land are  involved  in  administrative  work  and  have  little 
or  no  responsibility  in  the  actual  delivery  of  medical 
care.  It  is  another  bureaucratic  maneuver  along  the 
road  to  socialized  medicine. 

There  are  two  basic  objections  to  this  proposal: 

1)  It  would  invite  political  sweeteners  in  years  to 
come.  Should  this  bill  become  law,  political  pork  barrel- 
ing would  lead  to  increasing  the  benefits  which  would 
increase  the  cost  of  delivery  in  a never-ending  spiral. 
This  would  have  to  be  supported  by  increased  taxes. 

2)  It  would  eliminate  the  incentive  for  private  car- 
riers to  offer  coverage  for  the  elderly.  Absence  of  normal 
competition  would  create  a bureaucratic  monopoly. 
This  would  make  possible  a health  care  dictatorship 
with  a chaotic  end  result  in  monstrous  costs  and  dis- 
astrous damage  to  the  private  health  care  system. 

HEALTH  PROTECTION  ACT  OF  1987 

The  AMA  has  initiated  a proposal  in  Congress  which 
would  prohibit  advertising  or  other  promotion  of 
tobacco  products  (H.R  1972,  the  Health  Protection  Act 
of  1987).  The  goal  of  this  project  is  for  physicians  to 
mail  a postcard  to  a member  of  Congress  whenever  a 
patient  dies  of  smoking-related  illness. 

In  keeping  with  the  appropriate  standards  of  con- 
fidentiality, the  cards  would  not  identify  the  patient. 
The  physician  need  only  check  one  of  the  categories 
of  smoking- related  illness,  sign  his  name,  fill  in  the 
name  of  the  representative,  and  affix  postage.  The  post- 
cards will  be  made  available  through  the  county  so- 
cieties or  on  direct  request  from  the  Medical  Society 
of  New  Jersey.  This  procedure  has  proved  to  be  most 
effective  where  it  has  been  tried. 

ASSISTING  SURGEONS 

The  Judicial  Council  has  received  a number  of  com- 
plaints regarding  charges  by  assisting  surgeons. 

When  an  assisting  will  be  present,  it  is  necessary 
that  the  primary  surgeon  so  advise  the  patient  and 
give  the  necessary  details  such  as  identity  and  fee  to 
be  charged.  Please  remember — the  patient  must  agree 


to  the  presence  of  the  assisting  surgeon  and  the  fee 
to  be  charged  by  the  assisting  surgeon. 

If,  however,  the  assisting  is  required  by  law,  i.e.  regu- 
lation of  the  State  Board  of  Medical  Examiners 
13:35-4.1,  rather  than  medical  necessity,  that  fact 
should  be  made  clear  to  the  patient 
AMA’s  MEDICARE  LITIGATION 

The  AMA  has  filed  its  brief  with  the  U.S.  Supreme 
Court  asking  it  to  review  the  decision  of  the  U.S. 
Circuit  Court  of  Appeals  for  the  First  Circuit,  that 
upheld  the  constitutionality  of  the  Massachusetts 
statute  which  requires  physicians  to  accept  the  Medi- 
care “reasonable”  charge  as  a condition  for  medical 
licensure. 

The  high  court  is  expected  to  decide  later  this  year 
whether  to  hear  the  case.  Petitioners  are  the  AMA,  the 
Massachusetts  Medical  Society,  and  Joseph  J. 
O’Connor,  M.D. 

In  question  is  whether,  under  the  Supremacy 
Clause  of  the  United  States  Constitution,  a state  law 
may  eliminate  an  option  which  Congress  specifically 
enacted  and  deliberately  preserved,  to  ensure  the 
proper  operation  of  its  federally  funded  and  federally 
administered  health  insurance  program. 

In  enacting  the  Medicare  Act,  Congress  deliberately 
gave  physicians  the  option  to  charge  Medicare 
beneficiaries  an  amount  which  exceeds  the  Medicare 
reimbursement  level.  The  Massachusetts  statute  ex- 
plicitly eliminates  this  federally  created  option. 

Copies  of  AMA’s  brief  are  sent  to  all  state  medical 
associations  from  James  H.  Sammons,  M.D. 

MSNJ  DISPUTES  INSURANCE  COMMISSIONER 

In  August,  the  Insurance  Commissioner,  Kenneth 
Merin,  advised  the  press  that  the  medical  malpractice 
problem  was  caused  by  a “lot  of  bad  doctors.”  The 
Society  immediately  contacted  Mr.  Merin  and  rebutted 
his  misguided  and  unsubstantiated  comments.  The 
Board  will  consider  further  action  in  this  regard. 

HEALTH  DEPARTMENT  CAMPAIGN 

The  State  Department,  through  three  different  regu- 
latory' proposals,  has  brought  itself  into  direct  confron- 
tation with  the  Society: 

1)  The  State  Health  Coordinating  Council,  at  the 
urging  of  the  Department  is  calling  for  a licensing  of 
physician  assistants. 

2)  The  Planning  Division  within  the  Department  is 
attempting  to  force  hospitals  that  are  applying  for 
cardiac  services  certificates  to  require  that  physicians 
accept  mandatory  assignment  of  Medicare  and  Medi- 
caid and  forego  billing  uninsured  and  indigent  pa- 
tients. 

3)  The  Commissioner  has  directed  that  insurance 
carriers  be  certified  to  conduct  their  own  medical 
necessity  and  utilization  reviews  under  the  DRG  pro- 
gram. 

The  Society  is  vigorously  opposing  all  three  actions. 
The  President  has  called  for  a meeting  with  the  Com- 
missioner. 

FINI 

“It’s  difficult  to  soar  like  an  eagle  when  you  fly  with 
turkeys.” 
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Its  time  to  recommend 
the  best  idea  in  nutrient  therapy! 


"Hard  to  swallow"  just  about  says  it  all  — about  the  tablets, 
capsules,  oils,  emulsions,  and  caplets,  you  recommend  for 
most  patients  who  need  nutrient  therapy. 

You've  listened  to  complaint  after  complaint  of  the  many 
discomforts  these  kinds  of  nutrients  cause.  Queasiness,  nausea, 
stomach  irritation,  vomiting — even  mentioning  injection  can 
cause  patient  panic.  It  seems  patients  have  been  choking  on 
old  ideas  in  nutrients  too  many  sunsets  to  mention. 

But  it's  now  a brand  new  day — The  researchers  of  Purity 
Technology  have  formulated  a major  advance  in  oral 
nutrient  therapy! 

By  combining  nutrients  and  isotonicity,  the  state  of  mat- 
ter in  complete  harmony  with  the  body,  we  have  created 
isotonic  capable  therapeutic  nutrients. 

IsoNutrients®  — the  single  most  excitingly,  effective 
advance  in  nutrition  since  vitamins! 

When  mixed  with  the  correct  amount  of  water, 
IsoNutrients®  becomes  a refreshing,  good  tasting,  and  very 
easy  to  swallow  liquid. 

It  also  becomes  isotonic! 

So  it  enters  the  body  in  perfect  balance — with  the  body.  The 
osmotic  equilibrium  required  for  metabolism  is  accomplished, 
without  any  further  action  from  the  body. 

Most  importantly,  there  is  no  prolonged  stay  in  the 
stomach.  Rapid  gastric  emptying  occurs  soon  after  ingestion. 
Nutrients  proceed  directly  through  the  stomach;  quickly 
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Bypassing  timely  digestive  processes,  IsoNutrients® 
also  bypass  the  cause  of  adverse  reactions  that  have  plagued 
patients  for  years.  And  where  there's  less  patient  aggravation 
and  inconvenience,  compliance  always  follows.  Stomach  upset, 
nutrient  dilution,  lining  irritation,  caused  by  the  old  forms  of 
nutrients — simply  do  not  occur! 

To  your  patient,  who  may  not  understand  this  revolu- 
tionary physiological  advantage,  your  recommending 
IsoNutrients®  could  be  the  difference  between  comfort  and 
discomfort — between  complaints  and  compliance. 

The  optimal  nutrient  therapy  has  been  achieved. 
IsoNutrients®,  without  negative  patient  side  effects,  deliver 
high  concentrations  of  nutrients  to  the  absorption  site — fast 
and  efficiently — a quantum  leap  in  nutrient  efficacy  and 
patient  comfort. 

We  prefer  to  call  it  the  nutrient  therapy  whose  time  is  now! 

You'd  like  to  know  more  about  IsoNutrients®?  Please  call 
us  (1/317/842-4433).  Your  written  inquiries  are  also  welcome. 
You  already  know  all  there  is  to  know  about  nutrient  therapy, 
now  you  can  recommend  the  best  way  to  administer  it! 

IsoNutrients 

Purity  Technology,  Inc. 
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Introducing 

MEDALLION 


A totally  new  concept  in  health  care  protection... 
for  the  way  you  practice  medicine  today. 


As  a physician,  you  come  into 
contact  with  a wide  variety  of  health 
insurance  programs.  MEDALLION, 
the  newest  and  most  comprehensive 
health  care  coverage  from  Blue  Cross 
and  Blue  Shield  of  New  lersey  is  one 
ideally  suited  for  both  patients  and 
physicians.  Here's  why... 

Fee-For-Service  Reimbursement. 

You  submit  your  full  fees  for  each 
and  every  service  provided  under 
MEDALLION.  Payments  are  made 
via  our  reasonable  and  customary 
(R&C)  fee  schedule,  which  is 
evaluated  and  adjusted  periodically. 

■ No  capitation  or  holdback. 

■ No  referral  or  incentive  pools. 


Comprehensive  Benefits.  Your 
patients  will  receive  benefits  for 
almost  all  health  care  services, 
including: 

■ Office  visits 

■ Well-child  care 

■ Immunizations 

■ Unlimited  $ maximums  for 
laboratory  and  X-rays 

Freedom  Of  Choice  Of  Physicians. 

MEDALLION  affords  your  patients 
a wide  selection  of  participating 
physicians  and  hospitals.  Of  course, 
you  are  encouraged  to  refer  your 
patients  to  the  extensive  network 
of  Blue  Cross  and  Blue  Shield  of 
New  Jersey  participating  specialists. 


Services  rendered  by  a non- 
participating physician  will  be 
reimbursed  at  up  to  80%  R&C. 

Advantages  For  Participating 
Physicians.  Blue  Cross  and  Blue 
Shield  of  New  Jersey  Participating 
Physicians  enjoy: 

■ Direct  payment  for  a wide  range 
of  services 

■ Simpler  administration 

■ Reduced  collection  expenses 

■ Improved  cash  flow 

For  more  information,  call  your 
Provider  Relations  representative: 
Princeton  1-609-452-1090 
Newark  1-201-456-3200 


USA 

Sponsor 
1988  U S. 
Olympic  Team 


Blue  Cross 

and 

Blue  Shield 

of  New  Jersey 

® Registered  Trademark  Blue  Cross  and  Blue  Shield  Association 
® Registered  Trademark  Blue  Cross  and  Blue  Shield  ot  New  Jersey.  Inc.  • 


Professional  Liability 
Commentary* 

An  Alternate  Proposal  for 
Compensating  Injuries 
Occurring  in  the  Health  Care 
Delivery  System 

This  article,  which  appeared  in  the  May 
1987  publication  oj  Best’s  Review,  is  re- 
printed with  permission  oj  A.M.  Best  and 
Company  and  the  Kentucky  Medical  As- 
sociation. The  author,  Carl  Wedekind,  is  the 
attorney  for  the  Kentucky  Medical  Associa- 
tion and  is  President  oj  the  Kentucky  Medi- 
cal Insurance  Company,  a physician-owned 
malpractice  insurance  carrier.  This  article 
is  jor  injormational  purposes,  intending  to 
stimulate  thought  and  discussion  and  does 
not  represent  any  ojficial  or  unojficial  po- 
sition oj  MSNJ. 

Tort  reform  is  being  seriously  de- 
bated and  acted  upon  in  many 
of  the  state  legislatures  and  in 
the  federal  Congress.  Proposals  vary  but  frequently 
break  down  to  the  categories  of  a)  limiting  the  amount 
of  recovery;  b)  regulating  contingency  fees  for  at- 
torneys; c)  allowing  credit  for  collateral  source  pay- 
ments available  to  the  injured  party;  d)  providing  for 
periodic  payments  rather  than  lump  sum  award: 
e)  establishing  economic  incentives  to  promote  a 
prompt  resolution,  and  so  forth.1  The  nagging  ques- 
tions kept  surfacing:  Will  any  of  these  measures  help 
in  the  availability  and  cost  of  liability  insurance?  Are 
these  proposals  fair? 

This  proposal  addresses  a system  of  reform  which 
will,  if  carried  out  properly,  help  directly  in  both  the 
cost  and  availability  of  professional  liability  insurance 
for  physicians,  hospitals,  and  other  health  care  pro- 
viders and  is  intended  to  contain  the  basic  tenets  of 
fairness.  The  proposal  is  the  result  of  several  years  of 
research  and  review  and  embodies  a number  of  ideas 
from  different  sources  and  the  thoughts  and  ex- 
periences of  the  author.2  No  claim  of  originality  is 
made  unless  it  be  in  the  perceived  uniqueness  of  the 
overall  plan. 

The  basic  assumptions  that  form  the  framework  of 
the  proposal  are  these: 

1 .  Persons  who  are  injured  in  the  health  care  system 
should  be  compensated. 

2.  Persons,  or  institutions,  responsible  for  such  in- 
juries should  be  held  accountable. 

3.  Provable  fault  should  not  be  a requisite  to  recover 
compensation  for  an  injury  other  than  death. 

4.  The  inherent  identifiable  risk  of  any  modality  of 
treatment  should  be  excluded  from  coverage,  and  that 
risk  insured  through  a separate  mechanism. 

5.  The  current  tort  system  for  determining  medical 
malpractice  has  a serious  economic  flaw  as  the  ma- 
jority of  all  claims  dollars  are  being  spent  to  determine 
the  question  of  fault. 

The  statistics  that  led  to  this  proposal  are  the  results 


of  closed  claims  studies  done  by  the  Kentucky  Medical 
Insurance  Company  (KMIC),  a physician-owned  medi- 
cal malpractice  company.  These  statistical  studies  are 
similar  in  results  to  closed  claims  studies  done  by 
other  medical  malpractice  carriers.3 

The  30-month  period  covered  by  this  study  is  from 
January  1,  1984,  to  June  30,  1986,  and  includes  all 
medical  malpractice  claims  closed  by  KMIC. 

Of  the  268  closed  claims  studied  it  was  determined 
that  in  112  cases  (42  percent)  there  was  liability.  That 
is,  there  was  a recognized  standard  of  care  that  had 
not  been  met.  The  average  indemnity  payment  to  the 
plaintiff  for  all  112  liability  cases  was  853,367.  The 
average  cost  to  defend  these  112  cases  (defense  law- 
yers. expert  witnesses,  depositions,  court  costs,  etc.) 
was  $8,166  for  a total  average  cost  on  liability  cases 
of  $61,533. 


On  those  cases  where  we,  or  a judge  or  jury  de- 
termined there  was  no  liability  (156  cases,  58  percent), 
there  were  zero  indemnity  payments  made  and  the 
average  defense  cost  per  claim  was  $5,304. 

The  total  268  claims  cost,  for  both  indemnity  pay- 
ments and  defense  costs,  was  $7,845,679.  The  break- 
down is:  indemnity  payments,  $5,977,065;  and  defense 
costs,  $1,868,614. 

The  indemnity  payments  are  made  directly  to  the 
plaintiff  and  his  or  her  attorney.  We  are  advised  that 
the  average  contingent  attorney's  fee  on  medical 
malpractice  cases  in  the  Kentucky  area  currently  is  40 
percent  and  the  plaintiff s expert  witnesses,  depo- 
sitions, and  other  costs  are  on  top  of  that  and  can  be 
currently  estimated  at  about  10  percent.  So  the  plain- 
tiff receives  approximately  50  percent  of  the  indemnity 
settlement.4 

Thus  the  use  of  the  $7,845,679  total  paid  out  on 
these  268  claims  breaks  down  as  follows: 


To  the  Plaintiff 
To  the  Plaintiffs 
attorney  and  costs 
To  the  Defendant's 
attorney  and  costs 
Total 


$2,988,532 


2,988,532 


38% 


24% 


1,868,614 
$7,845,679  100.0% 


Thus  of  the  total  $7,845,679  paid  on  these  claims,  62%, 
$4,857,146  went  to  attorneys  and  the  system's  cost. 

The  object  of  this  proposal  is  to  achieve  reallocation 
of  those  dollars  so  that  the  claimant  will  receive  more 
of  the  total  dollars  spent,  and  the  system  will  receive 
less.  This  can  be  achieved  through  a modified  no-fault 
system  patterned  somewhat  after  the  Workers’  Com- 
pensation laws,  which  this  proposal  calls  “The  Pa- 
tients' Compensation  Plan.  ”5  The  basic  tenets  of  this 
plan  are  these: 

1.  Those  who  are  injured  in  using  the  health  care 
system  should  have  a source  to  recover  reasonable 
compensation  for  those  injuries,  regardless  of  fault. 

2.  Such  compensation  should  be  paid  by  the  health 
care  provider  in  some  instances  and  should  be  borne 
by  the  patient  in  some  instances,  the  test  being: 

a If  the  injury  is  the  result  of  an  inherent  risk, 
previously  identified  and  made  known,  of  the  health 
care  procedure  being  followed,  then  the  economic 
burden  falls  on  the  patient  who  will  have  access  to 
health  and  accident  insurance  to  cover  the  risk. 

b.  If  the  injury  is  due  to  some  other  cause  within 
the  health  care  delivery  system,  either  negligence  or 
unknown  cause,  then  the  economic  burden  falls  on  the 
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health  care  provider,  who  will  have  access  to  liability 
insurance  to  cover  the  risk. 

3.  The  procedure  for  determining  reasonable  com- 
pensation to  be  paid  by  the  health  care  provider  is  a 
procedure  similar  to  Workers'  Compensation  whereby 
medical  costs  and  lost  income  are  dealt  with  on  an 
actual,  as  occurring  basis,  and  the  claimant's  legal  fees 
are  regulated. 

4.  Cases  in  dispute  would  be  heard  by  a hearing 
officer  as  in  Workers'  Compensation  and  decided  by  a 
Patients'  Compensation  Board  similar  to  the  Workers' 
Compensation  Board,  with  two  major  additions: 

a The  Patients'  Compensation  Board  would  have  an 
advisory  board  of  medical  specialists  to  render 
opinions  on  “inherent  risk"  questions  and  technical 
medical  questions. 

b.  The  Patients’  Compensation  Board  would  have, 
as  part  of  its  operations,  procedures  for  peer  review  of 
all  medical  procedures  involved  in  claims  and  prompt 
referral  to  licensure  boards  or  regulatory  bodies  of  in- 
cidences of  apparent  deviation  from  a reasonable  stan- 
dard of  care. 

5.  Each  patient  would  have  the  opportunity  to  elect 
not  to  be  covered  under  the  system,  just  as  each  worker 
can  elect  not  to  be  covered  by  Workers'  Compensation, 
in  which  case  a claim  for  an  injury  would  be  dealt  with 
in  the  existing  court  system. 

6.  The  plan  would  cover  all  aspects  of  the  health  care 
system  and  licensed  professionals  and  institutions. 

7.  Some  of  the  details  of  the  procedures  are: 

a Each  patient  entering  the  health  care  delivery  sys- 
tem would  come  under  the  plan,  unless  he  elected  in 
writing  not  to.  Each  health  care  professional  and  in- 
stitution would  be  required  to  come  under  the  plan. 

b.  The  "inherent  risk"  would  have  to  be  determined 
in  advance  and  specified  in  writing,  as  is  currently 
done  under  the  doctrine  of  "informed  consent."  These 
determinations  would  be  made  by  the  health  care  pro- 
fessional with  the  assistance  of  his  specialty  society  or 
the  Advisory  Board  to  the  Patients'  Compensation 
Board. 

c.  When  a compensable  incident  occurs,  the  patient 
must  give  prompt  notice,  and  a claim  must  be  brought 
within  one  year  of  the  occurrence,  with  a five-year  cap 
for  discovery,  and  by  a minor  under  six.  by  his  eighth 
birthday. 

d.  Compensation  will  be  paid  in  the  form  of  all 
necessary  medical  attention  and  lost  wages  under  a 
formula  similar  to  the  Workers'  Compensation  for- 
mula When  the  injured  party  is  a non-wage  earner, 
compensation  can  be  paid  for  lost  services  or  for  future 
lost  wages. 

e.  Compensation  can  be  offset  by  other  collateral 
sources  of  payment  available  to  the  patient,  less  the 
cost  of  obtaining  such  collateral  source.  Compensation 
is  limited  to  economic  losses. 

f.  Rehabilitation  is  a major  part  of  the  recovery  ben- 
efits, as  it  is  in  Workers'  Compensation. 

g.  Death  is  a compensable  event  only  when  there 
has  been  negligence  as  a causative  factor. 

h.  Special  provisions  are  made  for  emergency  treat- 
ment where  inherent  risk  can't  be  communicated  and 
where  there  is  no  real  opportunity  for  a patient  to  elect 
to  come  under  the  act. 

i.  Compensation  can  be  increased  where  there  is 


serious  fault  and  decreased  when  the  patient  does  not 
follow  instructions. 

j.  Continuing  physical  exams  of  claimant  can  be  re- 
quired, and  medical  and  hospital  bills  must  be  reason- 
able and  are  under  the  control  of  the  Board. 

k.  Cases  may  be  subsequently  reopened  where  the 
disability  has  improved  or  worsened. 

l.  Attorney's  fees  for  the  claimant  are  limited  to  20 
percent  of  the  first  S25.000  of  recovery.  15  percent  of 
the  next  Si 0,000  and  in  no  case  to  exceed  S6.500. 
These  fee  limitations  are  identical  to  the  current 
Workers'  Compensation  Act  in  Kentucky. 

m.  The  Patients'  Compensation  Board  of  15  mem- 
bers would  hold  hearings  in  panels  of  three.  The  15 
members  are  split  with  five  members  from  the  health 
care  delivery  system,  five  from  the  legal  profession,  and 
five  from  the  public. 

n.  The  Board  would  have  hearing  officers  who  would 
gather  the  facts  and  make  recommendations,  as  in 
Workers'  Compensation. 

o.  The  Board  would  receive  administrative  services 
from  the  State  Department  for  Human  Resources,  or 
a like  governmental  agency. 

p.  The  Advisory  Committee  to  the  Board  would  be 
all  health  care  professionals  with  access  to  Ad  Hoc 
Committees  from  all  the  specialties  and  institutions. 

q.  There  would  be  continuing  peer  review  by  the 
reporting  of  incidents  to  the  Board,  and  the  review  of 
such  incidents  by  the  Advisory  Committee  with  refer- 
ral to  the  licensuring  boards  where  appropriate. 

r.  Patients  coming  under  Federal  Tort  Law  would  be 
exempt  from  this  act. 

s.  No  cases  would  go  to  court  for  a jury  trial.  There 
would  be  limited  appeals  from  Board  decisions  to  the 
Circuit  Court. 

t.  Insurance  will  be  available  to  health  care  pro- 
viders, who  may  also  become  self-insured  or  pool  their 
risk  as  currently  in  Workers'  Compensation. 

u.  Insurance  will  be  available  to  patients  to  cover 
inherent  risks,  and  would  be  health  and  accident  in- 
surance policies  somewhat  similar  to  "trip  insurance." 

v.  There  are  penalties  for  bringing  claims  without 
reasonable  grounds. 

The  major  changes  that  this  proposal  will  bring  over 
the  current  tort  system  are  set  out  below,  with  some 
comments  pro  and  con  on  their  anticipated  effects. 

a Everyone  who  is  injured  in  the  system  would  be 
compensated  without  regard  to  fault,  except  in  the 
case  of  death,  or  when  the  injury  is  an  inherent  risk. 

Many  observers  believe  that  a “no-fault"  system 
would  bring  to  the  surface  many  injuries  that  are  oc- 
curring in  the  health  care  system  and  are  not  being 
prosecuted  because  of  the  cost  and  difficulty  involved. 
They  believe  that  even  though  the  proposed  system 
might  be  less  expensive  on  the  known  claims,  the  “un- 
known" claims  that  would  come  to  light  would  cause 
expenses  to  soar.6 

My  response  is  that  there  probably  are  a lot  of  in- 
juries that  the  proposed  system  would  uncover — but 
if  they  are  occurring  why  shouldn't  they  come  to  light? 
To  the  extent  that  these  new  claims  are  exposed,  eco- 
nomic pressures  would  work  towards  eliminating  the 
causes.  The  costs  of  these  injuries  are  now  being  borne 
by  some  segment  of  society  and  the  more  we  know 
about  them  the  better  we  could  deal  with  them. 
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Death  is  excluded  from  the  no-fault  system  because 
almost  all  deaths  take  place  within  the  system  and 
can't  be  compensable  unless  there  was  negligence  in 
causing  the  death. 

b.  All  injuries  would  be  reported  to  a responsible 
body  for  peer  review  and  appropriate  steps  could  be 
taken  to  eliminate  the  causes. 

Currently  a negligent  act  in  the  deliveiy  of  health 
care  can  result  in  monetary  damages  paid  by  an  in- 
surance company,  but  little  else  happens.  Under  Ken- 
tucky Law  the  insurance  companies  report  all  claims 
payments  to  the  Department  of  Insurance,  which  in 
turn  advises  the  Kentucky  State  Board  of  Medical 
Licensure  of  the  name  of  the  doctor  and  the  amount 
of  the  settlement,  and  if  a doctor  gets  enough  paid 
claims  against  him  the  Medical  Licensure  Board  will 
look  into  it.  This  is  far  short  of  an  efficient  on-going 
process  of  review  of  the  quality  of  medical  care.  This 
proposal  provides  the  mechanism,  and  makes  it  man- 
datory, that  continuing  peer  review  of  quality  of  care 
be  performed,  and  ties  the  system  directly  into  the 
responsible  licensing  authorities  and  brings  the 
scrutiny  not  only  of  doctors,  but  on  all  providers  in  the 
health  care  delivery  system. 

c.  The  identification  of  inherent  risks  and  the 
elimination  of  compensation  for  such  risk. 

The  technological  and  scientific  developments  in 
diagnostic  techniques  and  treatment  and  the  invasive- 
ness of  many  of  these,  and  the  development  and  use 
of  new  drugs,  all  lead  to  increasing  risks  in  our  health 
care  system.  This  proposal  requires  that  these  in- 
herent risks  be  determined  and  disclosed  in  writing 
and  in  advance  to  the  patient.  This  is  currently  being 
done  (or  should  be  done)  to  satisfy  the  requirements 
of  “informed  consent."  There  is  often  the  question  of 
"how  great  is  the  risk"  and  might  the  patient  be  better 
off  not  knowing  some  of  the  risks.  This  proposal  is  in 
favor  of  disclosure  and  the  patient  knowing  the  risks. 
It  is  believed  that  the  pressures  to  determine  and  dis- 
close risks  in  order  to  avoid  possible  liability,  in  con- 
flict with  the  often  existing  pressures  to  proceed  with 
treatment  and  minimize  any  real  analysis  of  risks,  will 
result  in  an  accommodation  where  risk  will  be  de- 
termined and  disclosed  in  a reasonable  manner.  There 
is  also,  as  part  of  this  proposal,  an  Advisory  Board  to 
the  Patients'  Compensation  Board  made  up  of  medical 
expert  professionals  who  will  assist  in  determining 
inherent  risks  and  in  settling  disputes  concerning 
them. 

There  are  conflicting  views  on  the  treatment  of  risks 
in  modem  medicine  and  some  of  those  concerned  with 
hospital  occupancy  and  expensive  procedures  may  feel 
that  the  disclosure  requirements  are  too  stringent,  and 
not  necessary,  and  not  in  the  patient’s  best  interest. 
The  author  of  the  proposal  believes  otherwise. 

Where  injuries  occur  because  of  an  inherent  risk  in 
any  procedure,  there  will  be  made  available  accident 
and  health  insurance  applicable  to  these  inherent 
risks  that  an  individual  is  assuming,  and  this  in- 
surance will  be  available  like  “trip  insurance"  for  a 
premium  to  each  patient  as  he  enters  the  system.  This 
“trip  insurance”  will  be  offered  by  private  insurance 
carriers.7 

d.  The  proposal  would  change  the  current  statute  of 
limitations  applied  to  minors. 


The  proposal  adopts  the  existing  statute  of  limi- 
tations in  Kentucky  on  medical  malpractice  claims  for 
adults  of  one  year  (with  five  years  for  discovery),  but 
changes  the  rule  as  to  minors.  Currently  no  limitations 
run  against  minors  until  they  reach  their  18th  birth- 
day, and  the  proposal  changes  this  so  that  the  statute 
starts  to  run  at  age  6.  This  means  that  a parent  or 
guardian  would  have  to  assert  a claim  for  a minor  over 
6 years  of  age  in  the  same  way  a claim  has  to  be  made 
by  an  adult. 

Critics  will  assert  that  this  is  unfair  to  impose  on 
one  who  cannot  fend  for  himself  and  may  later  dis- 
agree with  a parent  or  guardian’s  decision  on  pros- 
ecuting a claim.  I believe,  in  fact,  almost  all  serious 
claims  involving  minors  are  brought  promptly  by  the 
parent  because  of  the  economic  necessities,  and  leav- 
ing the  door  open  for  a claim  for  as  much  as  23  years 
brings  unfair  uncertainty  and  exposure  to  pedia- 
tricians and  obstetricians.  Many  states  have  adopted 
similar  statute  of  limitations  for  minors.8 

e.  The  proposal  will  do  away  with  jury  trials. 

There  will  no  longer  be  any  necessity  for  a jury  trial 

to  determine  fault.  The  questions  will  be:  was  there  an 
injury:  was  it  caused  by  the  health  care  system;  was 
it  an  inherent  risk.  If  the  answer  to  the  first  two  ques- 
tions is  yes,  and  to  the  third  question  is  no,  then  an 
award  must  be  determined.  All  of  these  decisions  will 
be  made  by  an  Administrative  Board  in  informal 
procedures  with  very  little  expense. 

If  the  concept  of  no  fault  is  accepted  then  there  can 
be  little  criticism  of  eliminating  jury  trials.  They  are 
not  needed.  But  critics  will  object  as  the  right  to  a jury 
trial  lies  deep  in  our  Anglo-Saxon  experience  over  some 
800  years.  It  has  been  our  major  civil  system  for  hold- 
ing people  accountable  for  their  acts. 

It  is  the  foundation  of  this  proposal  that  jury  de- 
termination of  fault  in  a medical  malpractice  case  is 
so  expensive  we  can  no  longer  afford  it,  and  therefore 
we  do  away  with  fault  in  awarding  compensation  and 
substitute  a more  efficient  and  professional  system  oi 
accountability  through  peer  review  of  all  accidents  and 
claims.  We  eliminate  the  expenses,  but  maintain  the 
deterrence. 

Critics  will  also  question  the  creation  of  another 
Board,  another  government  bureacracy,  another  politi- 
cal entity,  and  the  further  intrusion  of  government  in 
the  private  practice  of  medicine.  These  are  serious  con- 
cerns. But  the  bottom  line  is  the  private  practice  of 
medicine  is  already  a public  matter  and  the  cost  of 
medical  malpractice  is  a public  concern  and  the 
purpose  of  government  is  to  deal  effectively  with  social 
problems.  We  have  a social  problem  and  if  government 
is  further  involved  we  must  see  to  it  that  it  is  done 
effectively. 

f.  Attorney  fees  are  regulated. 

The  proposal  adopts  the  regulation  of  claimant’s 
attorney  fees  that  is  now  the  law  in  Kentucky  in 
Workers’  Compensation  cases— 15  percent  to  20  per- 
cent of  the  award,  not  to  exceed  $6,500  in  any  case. 
This  will  reduce  these  costs  to  claimants,  on  average, 
by  over  60  percent.9 

Additionally,  the  defense  attorney  costs  on  a con- 
tested case  in  Workers'  Compensation  average  between 
$2,250  and  $2,500.  This  reduction  over  current  de- 
fense costs  will  also  average  over  60  percent.  These 
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Table  A:  Comparison  of  Payments  and  Distribution — 100  Closed  Files 


Tort  System 

Total  Paid 

8,064.156 

Indemnity  Payments 

7. 1 70.099 

To  Claimant 

3,585,050 

To  Claimant's  Attorney4 

2.868,049 

To  Costs4 

7 1 7,000 

7, 1 70.099 

To  Defendant's  Attorney  and  Costs11 

894,057 

8,064,156 

Total  Insurance  Costs16 

8,064,156 

Net  to  Claimants 

3,585,050 

Patients’  Compensation  System 


Total  Paid 

4,358,232 

Indemnity  Payments12 

4,165.732 

To  Claimant13 

3,938,473 

To  Claimant's  Attorney14 

180,759 

To  Costs14 

46,500 

4,165,732 

To  Defendant's  Attorney  and  Costs17 

192,500 

4,358,232 

Total  Insurance  Costs 

4,358,232 

Net  to  Claimants 

3,938,473 

savings,  along  with  savings  on  expensive  expert  wit- 
nesses, and  the  recoveries  from  collateral  source 
prepaid  medical  insurance  are  the  economic  basis  that 
will  make  this  proposal  work. 

g.  The  proposed  compensation  benefits  are  limited, 
exclude  any  award  for  pain  and  suffering,  and  the  plan 
takes  advantage  of  some  collateral  sources  available  for 
reimbursement. 

The  proposal  has  adopted  the  payment  schedule  cur- 
rently in  effect  in  Kentucky  for  Workers'  Compensation 
which  pays  all  medical  expenses,  actual  lost  wages  with 
a cap  equal  to  the  average  wage  in  Kentucky,  and  no 
award  for  pain  and  suffering. 

Critics  may  assert  that  the  limitations  are  arbitrary 
and  are  unfair  to  the  injured.  They  could  be  right,  it 
depends  upon  your  perspective  and  beliefs,  concerning 
the  allocation  of  resources.  The  system  was  chosen 
because  it  actually  works  fairly  well  in  Workers'  Com- 
pensation cases  in  Kentucky  and  it  does  cover  all,  or 
the  major  part,  of  the  true  economic  loss,  and  it  has 
the  flexibility  to  be  increased  or  decreased  according 
to  the  future  needs  of  the  injured  party.  If  there  are 
adequate  resources  available  the  structure  of  the 
awards  could  be  increased  and  awards  of  pain  and 
suffering  could  be  included.  It  is  my  belief  that  this 
should  not  be  considered  until  some  experience  has 
been  achieved  with  the  plan  in  effect. 

In  many  of  our  states,  including  Kentucky,  there  are 
serious  problems  over  the  increasing  costs  of  long- 
standing Workers’  Compensation  systems  and  the 
question  logically  arises  whether  the  proposed  Pa- 
tients' Compensation  system  will  inherit  these  cost 
problems.  The  answer  initially,  at  least  is  no. 

It  is  true,  however,  the  largess  of  a state  legislature 
or  of  the  courts  can  subsequently  effect  any  system  of 
compensation  for  injury,  but  the  specific  terms  of  this 
Patients’  Compensation  proposal  will  hold  costs  to 
reasonable  and  predictable  levels. 

h.  Comparative  cost  analysis. 

A group  of  100  closed  claims  handled  by  the  Ken- 
tucky Medical  Insurance  Company  under  the  existing 
tort  system  was  selected  for  a cost  analysis  to  compare 
the  actual  amount  and  distribution  of  payments  under 
the  tort  system  with  the  anticipated  payments  and 
distributions  under  the  proposed  Patients'  Compensa- 
tion system.  This  group  of  claims  are  from  the  same 
30-month  study  group  referred  to  earlier  in  this  paper, 
but  were  selected  from  the  most  recent  period  to  more 
adequately  reflect  our  current  results.10 

These  closed  claims  run  the  gamut  from  the  very 
serious  to  the  very  trivial:  some  were  settled,  some  went 
to  trial  and  some  were  dismissed  or  abandoned.  We 


know  the  actual  costs  under  the  tort  system  and  we 
have  determined  the  probable  costs  under  the  Pa- 
tients' Compensation  system. 

The  results  clearly  disclose  the  waste  of  economic 
resources  in  trying  to  determine  fault  under  the  cur- 
rent tort  system,  and  how  a Patients'  Compensation 
system,  properly  administered  can  produce  better  net 
benefits  to  the  injured  parties  for  about  half  the  cost 
(Table  A). 

I envision  a system  where  an  individual  entering  any 
health  care  facility  would  become  a member  of  the 
Patients’  Compensation  plan  and  would  be  informed 
of  the  inherent  risks,  if  any,  of  the  treatment  he  is  to 
receive.  He  will  have  available  to  him  health  and  acci- 
dent insurance  to  cover  those  inherent  risks.  He  will 
further  have  the  Patients’  Compensation  plan  to 
provide  benefits  if  he  is  injured  by  negligence  or  un- 
known cause.  In  the  event  of  such  injury,  he  or  his 
family  would  fill  out  a simple  claim  form  which  would 
be  processed  by  the  health  care  facility  or  its  insurance 
carrier.  A prompt  determination  would  be  made  if  this 
was  an  injury  which  was  not  an  inherent  risk,  and  a 
prompt  determination  of  benefits  for  lost  income  and 
medical  expenses  would  be  made  and  would  be  paid. 
If  there  is  evidence  of  negligence  by  any  health  care 
provider,  the  claim  will  be  referred  by  the  Patients’ 
Compensation  Board  to  its  medical  specialist  Advisory 
Board  which  would  review  the  facts  of  the  claim  and 
if  necessary  refer  the  matter  on  to  the  appropriate 
licensing  authority  for  peer  review  and  remedial  ac- 
tion. 

Absent  from  this  system  are  the  costs  and  delays 
that  have  become  the  most  prominent  feature  of  de- 
termining fault  under  our  current  court  system. 

What  is  proposed  is  that  one  or  more  states  establish 
a five-year  experimental  program  to  test  the  fairness 
and  efficiency  of  the  proposed  Patients'  Compensation 
system;  enact  the  legislation  which  is  detailed  in  this 
proposal  with  a five-year  sunset  provision  and  estab- 
lish methods  for  monitoring  the  effects  on  those  in- 
jured, as  compared  to  the  general  results  currently 
under  the  tort  system,  and  monitoring  the  cost  to  the 
insurance  carriers  offering  the  Patients’  Compensa- 
tion coverage.17  If  the  studies  done  thus  far  are  correct 
there  should  be  a substantial  reduction  in  cost 
without  a concomitant  net  loss  to  those  injured  in  the 
health  care  system. 

NOTES 

Due  to  space  limitations,  the  notes  section  could  not 
be  included.  Copies  are  available  upon  request. 
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IT’S  NOT  JUST 
MONEY  IN  THE 
BANK. 


How  do  you  know  you’re  collecting  as  much  money  as  you  should  be?  What 
percentage  of  your  billing  for  professional  services  is  currently  going  uncollected?  And 
why  be  satisfied  with  your  cash  flow  when  you  could  be  generating  even  more?  It’s 
time  to  make  a change. 

SANDATA  MEDICAL  INFORMATION  SYSTEMS  makes  it  easy  to  maximize  revenues. 
With  more  than  15  years  of  experience  in  processing  and  collecting  health  care 
claims,  we  at  SANDATA  have  developed  a program  guaranteed  to  improve  practice 
management  and  cash  flow. 


At  SANDATA,  we  handle  billing,  collection  and  account  management  more 
productively  than  any  other  system.  Our  staff  of  150  experts  will  work  with  you  to 
accommodate  the  needs  of  any  specialty.  We  respond  to  patient  inquiries,  monitor 
insurance  carriers,  follow  up  and  follow  through  on  every  aspect  of  the  billing  process. 
And  we  never  stop  until  the  claim  is  resolved. 


We  also  supply  you  with  frequent  reports,  invaluable  as  marketing  and  financial 
management  aids.  These  reports  help  you  establish  budgets,  give  you  a means  of 
tracking  referrals  to  your  practice,  procedures  performed  and  more,  so  you  can 
maximize  your  profit  potential. 

We  not  only  think  we  have  the  best  practice  management  system,  we’ll  prove  it.  Allow 
us  to  do  a FREE  Computer  Analysis  of  your  billing,  and  we’ll  show  you  that  we  can 
expedite  cash  flow  and  significantly  reduce  turnaround  time,  even  on  long-pending 
Medicare  and  Medicaid  accounts.  Well  tell  you  how  much  you  should  be  collecting, 
even  before  we  do  the  billing! 

I 1 

MAIL  TO: 

SANDATA  MEDICAL 
INFORMATION  SYSTEMS  INC. 

48  Harbor  Park  Dr.,  Port  Washington,  NY  11050 

1-800-544-SAND  • IN  NV  516-484-0700 


Flexible  and  compatible,  our 
computer  can  extract  patient 
information  from  hospital  data 
processing  departments.  And  our 
results  are  consistent:  increased 
cash  flow  and  collection  rates. 
Maximized  profits.  And  more  money 
in  the  bank. 


To  arrange  for  your  FREE  Computer 
Analysis,  mail  our  coupon  or  call: 

1-800-544-SAND 

IN  NY 

516-484-0700 


SANDATA 

MEDICAL  INFORMATION 
SYSTEMS 


□ YES,  I want  a FREE  Computer  Analysis. 

□ Please  have  your  sales  representative  call.  I 
understand  there  is  no  cost  or  obligation  for 
a consultation. 

□ I would  like  to  know  more  about  your 
services.  Please  send  me  additional 
information. 

NAME 


TITLE  _ 

ORGANIZATION 

ADDRESS 


CITY/STATE/ZIP 
TELEPHONE 


BEST 

TIME 


L_. 


NJM1087 


LEGAL  RAMIFICATIONS 
OF  THE  DEVELOPMENT 

OF  AN 

AIDS  VACCINE 


Acquired  immunodeficiency  syn- 
drome (AIDS)  is  a fatal  disease 
which  has  affected  more  thqn 
20,000  people  in  the  United  States;  over  9,200  people 
have  died  from  AIDS.1  AIDS  is  caused  by  a retrovirus2 
which  has  been  identified  as  HTLV-III  (human  T-cell 
lymphotropic  virus-III).  This  virus  is  transmitted  by 
contact  with  the  blood  or  semen  of  an  individual  who 
suffers  from  AIDS  or  ARC,  the  AIDS-related  complex.3 

Numerous  research  projects  are  underway  through- 
out the  world  which  are  directed  toward  a cure  for 
AIDS  and  to  develop  a vaccine  which  will  protect  the 
general  public  from  the  AIDS  virus. 

The  need  for  an  AIDS  vaccine  is  compelling.  Evi- 
dence suggests  that  homosexuals,  hemophiliacs,  and 
hypodermic  needle  users  (controlled  dangerous  sub- 
stance abusers  who  share  hypodermic  needles)  are  not 
the  only  people  who  have  contracted  AIDS  or  who  are 
“at  risk"  to  do  so.4  New  risk  groups,  including  pro- 
miscuous heterosexuals,5  prostitutes,  infants  bom  of 
prostitutes,  and  Haitians,4  are  being  identified.5 

Additional  factors  confirm  the  need  for  an  AIDS  vac- 
cine. People  who  are  afflicted  with  AIDS  want  to  lead 
as  normal  a life  as  possible  and  to  remain  active,  pro- 
ductive members  of  society  for  as  long  as  they  can. 
AIDS  is  not  like  Hansen's  disease  (leprosy),  where  the 
disfigurement  caused  by  the  disease  and  the  oppro- 
brium heaped  upon  its  victims  prompted  them  to  se- 
quester themselves. 

To  this  end,  courts,  legislatures,  and  administrative 
agencies  have  been  called  upon  to  promulgate  rulings, 
statutes,  and  guidelines  intended  to  balance  and  pro- 
tect the  rights  of  AIDS  victims,  members  of  risk 
groups,  and  the  general  public.  For  example,  in  Novem- 
ber 1985,  the  Department  of  Health  and  Human  Ser- 
vices issued  protocols  for  preventing  transmission  of 
the  AIDS  virus  in  workplace  settings.  The  guidelines 
state  in  part  that  health  care  workers  known  to  be 
infected  with  HTLV-III/LAV  (lymphadenopathy  associ- 
ated virus)  who  do  not  perform  invasive  procedures 
need  not  be  restricted  from  work  unless  they  have 
evidence  of  other  infection  or  illness  for  which  any 
health  care  worker  should  be  restricted.  In  addition, 
individuals  other  than  health  care  workers,  personal 
service  workers,  and  food  service  workers,  who  are 


known  to  be  infected  with  HTLV-III/LAV,  should  not 
be  restricted  from  work  solely  based  on  this  finding. 
Moreover,  they  should  not  be  restricted  from  using 
telephones,  office  equipment,  toilets,  showers,  eating 
facilities,  and  water  fountains. 

The  Health  and  Human  Services  guidelines  are  a 
major  victory  in  the  AIDS  sufferers'  struggle  to  be 
treated  like  everyone  else.  But,  how  does  their  victory 
affect  public  confidence  and  trust  in  health  care 
workers?  Would  the  fear  of  contracting  AIDS  in  a hos- 
pital deter  persons  who  need  treatment  from  seeking 
medical  care?  How  many  patients  would  be  uncom- 
fortable or  dismayed  to  learn  that  one  of  their  care 
providers  had  AIDS?  Would  that  person's  colleagues 
shun  him  or  her?  Clearly,  AIDS  victims’  continued 
presence  in  the  workplace  can  give  rise  to  uncertainty 
and  fear. 

The  only  way  successfully  to  combat  and  eradicate 
the  fear  is  to  root  out  the  cause.  Wholesale  execution 
or  internment  of  persons  known  to  be  afflicted  with 
AIDS  is  legally  and  morally  unacceptable.67  The  de- 
velopment of  a cure  or  vaccine  to  help  persons  who 
have  AIDS  is  not  imminent.  The  only  reasonable  solu- 
tion is  the  development  of  a vaccine  which  will  protect 
the  uninfected  general  public  against  the  AIDS  infec- 
tion. 

Until  recently,  the  consensus  was  that  there  was  no 
chance  that  an  AIDS  vaccine  would  be  developed  before 
the  1990s.2  However,  on  April  10,  1986,  scientists  at 
the  National  Institutes  of  Health  and  at  Oncogen,  a 
subsidiary  of  Bristol-Meyers  Company  in  Seattle,  re- 
ported that  they  had  successfully  modified  the  vaccinia 
virus,  previously  used  to  eradicate  smallpox,  to  carry 
a key  gene  of  the  AIDS  virus.  Mice  and  monkeys  which 
were  infected  with  the  remodeled  vaccinia  virus  de- 
veloped antibodies  against  AIDS.  Studies  aimed  at 
ascertaining  whether  these  antibodies  effectively  com- 
bat the  AIDS  virus  are  in  progress.®  If  research  in- 
dicates that  these  antibodies  do  protect  against  the 
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AIDS  infection,  the  Bristol-Meyers  group  will  apply  to 
the  Food  and  Drug  Administration  (FDA)  for  permis- 
sion to  start  human  trials. 

Unfortunately  for  those  presently  afflicted  with 
AIDS,  the  vaccinia  virus-based  vaccine  would  not  be 
expected  to  help  them.  AIDS  patients  already  have  anti- 
bodies against  the  virus  in  their  systems;  their  anti- 
bodies do  not  protect  them.  Furthermore,  the  vaccinia 
virus  itself  poses  grave  risks  to  someone  whose  im- 
mune system  is  already  compromised  by  the  AIDS 
virus.  Many  experts  say  that  utilizing  the  vaccinia 
virus  would  be  justified  only  if  the  disease  in  question, 
like  smallpox,  was  deadly  and  widespread.  Pre- 
sumably, AIDS  fits  the  bill. 

The  development  of  an  AIDS  vaccine  which  would 
protect  the  general  public  raises  a host  of  serious 
medicolegal  issues.  Can  the  states  require  people  to  be 
vaccinated?  Should  all  persons  be  vaccinated,  or  only 
those  who  fall  within  a so-called  risk  group?  Why  sub- 
ject the  population  at  large  to  a vaccine  which  can  be 
as  fatal  as  the  illness  it  is  intended  to  prevent  if,  as 
the  Department  of  Health  and  Human  Services  claims, 
casual  contact  with  the  tears  and  saliva  of  AIDS  pa- 
tients does  not  produce  infection,  and  spread  of  infec- 
tion has  not  been  detected  when  the  household  con- 
tacts of  infection  have  not  been  sex  partners  or  the 
infants  of  infected  mothers?9 

The  battle  that  was  fought  earlier  in  this  century 
over  the  propriety  of  state-mandated  smallpox  vacci- 
nations provides  useful  answers  to  the  AIDS  vacci- 
nation dilemma  In  Jacobson  versus  Massachusetts,10 
the  United  Staes  Supreme  Court  upheld  state  and  mu- 
nicipal regulations  calling  for  smallpox  vaccination 
and  revaccination  of  all  of  the  adult  inhabitants  of 
Cambridge,  Massachusetts.  Smallpox  was  described  in 
the  municipal  ordinance  as  "prevalent  to  some  extent 
in  the  city  of  Cambridge  and  still  [continuing]  to  in- 
crease."11 Accordingly,  vaccination  of  all  adults  was 
deemed  necessary.  Children  were  exempt  from  the  vac- 
cination requirement  if  they  presented  a doctor's 
certificate  indicating  that  they  were  not  fit  subjects  for 
vaccination.  The  penalty  for  failing  to  submit  to  vacci- 
nation/revaccination was  five  dollars. 

Jacobson  refused  to  be  vaccinated  and  was  pros- 
ecuted for  violating  the  statute.  He  challenged  the  ordi- 
nance, claiming  that  it  violated  the  spirit  of  the  Con- 
stitution and  particularly  the  14th  amendment.  He 
offered  to  prove  that  he  had  suffered  adverse  reactions 
to  the  previous  disease  vaccination,  and  that  he  be- 
lieved that  he  would  be  adversely  affected  by  revaccina- 
tion. One  of  Jacobson’s  many  objections  to  the  statute 
was  that  requiring  vaccination  for  all  adults,  but  ex- 
cusing children  for  good  cause,  was  oppressive,  un- 
reasonable, and  arbitrary. 

The  Supreme  Court  ruled  that  “[U]pon  the  principle 
of  self  defense,  of  paramount  necessity,  a community 
has  the  right  to  protect  itself  against  an  epidemic  of 
disease  which  threatens  the  safety  of  its  members."12 
The  Court  referred  to  the  uncontroverted  evidence  in 
the  record  that  smallpox  was  on  the  rise  in  Cambridge 
at  the  time  that  the  local  ordinance  was  adopted,  and 


noted  that;  “[I]f  the  mode  adopted  by  the  Com- 
monwealth of  Massachusetts  for  the  protection  of  its 
local  communities  against  smallpox  proved  to  be  dis- 
tressing, inconvenient,  or  objectionable  to  some  . . . the 
answer  is  that  it  was  the  duty  of  constituted 
authorities  primarily  to  keep  in  view  the  welfare,  com- 
fort and  safety  of  the  many  and  not  permit  the 
interests  of  the  many  to  be  subordinated  to  the  wishes 
or  convenience  of  the  few."12 

The  Court  pointed  out  that  an  individual's  right  of 
liberty  and  self-determination  yields  to  public  safety 
concerns  in  many  situations,  including  when  he  is 
conscripted  into  the  army  and  compelled  (by  force  if 
necessary)  to  risk  being  shot  down  in  defense  of  his 
country. 

Finally,  the  Court  ruled  that  Jacobson  was  not  de- 
nied equal  protection  of  the  laws  because  children 
could  be  exempted  from  vaccination.  The  law  did  not 
discriminate  between  and  among  adults,  and  there 
undoubtedly  were  reasonable  considerations  which 
warranted  treating  children  differently  from  adults. 

The  case  would  appear  to  be  entirely  dispositive  of 
the  compulsory  vaccination  issue.  Certainly,  the  prin- 
ciple that  an  individual  may  not  refuse  to  be  vacci- 
nated where  his  refusal  presents  a threat  to  the  com- 
munity at  large  has  been  reaffirmed  in  recent  land- 
mark “right  to  die"  cases.1314 

However,  several  objections  to  imminent  compulsory 
inoculation  against  the  AIDS  virus  could  be  raised.  The 
first  objection  would  be  to  the  wholesale  dissemination 
of  a relatively  new  and  untried  vaccine.  By  contrast,  the 
smallpox  vaccine  had  been  in  use  in  America  and 
abroad  for  more  than  half  a century.15  The  Jacobson 
Court  could  and  did  point  to  statistics  and  evidence 
attesting  to  the  efficacy  of  the  smallpox  vaccine.  By 
contrast,  researchers  hope  to  have  the  remodeled  vac- 
cinia virus  vaccine  in  use  nationwide  within  the  next 
decade. 

The  Jacobson  case  and  its  progeny  indicate  that 
state  and  local  legislative  bodies  are  vested  with  the 
discretion  to  decide  both  if  wholesale  inoculation  is 
needed,  and  if  the  AIDS  vaccine  is  a reasonable  and 
appropriate  means  of  combatting  the  disorder  not- 
withstanding the  risks  that  inhere  in  its  use.  If  the 
legislature  decides  after  inquiry,  investigation,  and 
study  that  general  inoculation  with  an  AIDS  vaccine 
is  an  appropriate  means  of  protecting  the  public 
health,  then  that  would  be  dispositive  of  an  objection 
to  the  use  of  an  AIDS  vaccine  because  it  is  experimen- 
tal or  new. 

Another  objection  to  inoculation  could  be  phrased 
in  terms  of  protecting  individual  liberties.  In  other 
words,  if  homosexuals  or  heroin  users  want  to  engage 
in  sexual  relations  or  “shoot-up"  without  receiving  the 
AIDS  vaccine,  why  should  the  state  interfere  by  man- 
dating inoculation?  Should  the  state  be  protecting 
people  from  the  consequences  of  their  ostensibly  pri- 
vate decisions? 

The  general  state  interest  in  protecting  the  general 
health  and  safety  of  its  citizens  extends  to  the  protec- 
tion of  individuals  as  well.  The  recent  adoption  of  a 
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mandatory  seatbelt  law16  demonstrates  both  the 
state's  interest  in  preserving  the  life  of  an  individual 
and  its  ability  to  do  so.  A seatbelt  protects  the  driver 
of  a vehicle  from  the  consequences  of  his  own  conduct 
(driving)  as  well  as  from  becoming  the  victim  of  some- 
one else’s  negligence  (a  collision).  Similarly,  the  AIDS 
vaccine  would  help  to  protect  an  individual  from  cer- 
tain risks  which  may  inhere  in  his  own  conduct,  as 
in  sharing  a hypodermic  needle  with  other  intra- 
venous drug  abusers.  Additionally,  a vaccinated  indi- 
vidual would  be  protected  in  the  event  that  he  is  un- 
knowingly placed  at  risk,  as  through  receipt  of  a con- 
taminated blood  transfusion.  The  state’s  legitimate 
interest  in  general  societal  safety  and  welfare  includes 
the  concern  for  the  persons  who  constitute  society, 
and  the  prerogative  to  protect  them  from  the  conse- 
quences of  their  acts. 

A final,  initially  attractive  argument  against  gen- 
eralized AIDS  inoculation  is  the  proposition  that  there 
is  no  need  to  immunize  the  entire  population.  Instead, 
inoculation  efforts  should  target  members  of  the  so- 
called  “at-risk"  groups:  homosexuals,  hemophiliacs, 
hypodermic  needle  users,  and  Haitians.  A class-based 
or  risk-group  based  approach  to  inoculation  probably 
would  withstand  challenges  on  discrimination 
grounds.  For  example,  a contention  that  mandatory 
vaccination  of  known  homosexuals  would  burden 
their  right  to  engage  in  private  homosexual  conduct 
or  infringe  upon  their  constitutional  rights  would  fail. 
There  is  no  constitutional  right  to  engage  in  homosex- 
ual conduct.17  Even  if  inoculation  inhibited  homosex- 
ual activity,  it  would  not  implicate  a constitutional 
right.  A similar  objection  by  users  of  controlled  danger- 
ous substances  would  be  given  equally  short  shrift: 
there  is  no  constitutional  right  to  inject  oneself  with 
illegally  obtained  drugs. 

A general  inoculation  of  Haitians  against  the  AIDS 
virus  raises  the  spector  of  Korematsu6  and  the  in- 
ternment of  Japanese -Americans  during  World  War  II. 
However,  inoculating  immigrating  Haitians  against 
AIDS  is  more  akin  to  the  practice  of  quarantining 
individuals  who  have  traveled  from  or  through  areas 
of  contagion  to  ensure  that  they  are  healthy  and  not 
an  unknowing  danger  to  themselves  or  others.  An 
American  citizen  arriving  at  an  American  port  on  an 
American  vessel  in  which  there  had  been  cases  of 
cholera  or  yellow  fever  can  be  quarantined  against  his 
will  on  board  or  in  a quarantine  station  until  the 
danger  of  spreading  the  disease  ends.19  Legislation  re- 
quiring the  preimmigration  or  preadmission  inocu- 
lation of  a person  coming  from  a known  area  of  con- 
tagion like  Haiti  or  Africa  would  be  a health  regulation 
reasonably  related  to  the  general  purpose  of  eradicat- 
ing the  AIDS  virus. 

The  inoculation  of  hemophiliacs  is  justifiable  as  a 
health  measure  as  well.  Since  hemophiliacs  receive 
blood  and  blood  products  generated  by  donors  who 
may  not  know  if  they  have  AIDS,  mandatory  vacci- 
nation would  complement  existing  measures  taken  to 


ensure  that  they  do  not  receive  contaminated  blood 
products. 

Although  it  would  be  permissible  to  target  members 
of  known  at-risk  groups  for  inoculation,  it  would  be 
difficult  to  implement  a selective  vaccination  program. 
Inoculation  of  certain  groups  would  have  to  be  largely 
voluntary.  Undoubtedly,  many  men  and  women  who 
engage  in  homosexual,  bisexual,  or  promiscuous  sex- 
ual activity  would  not  want  to  identify  themselves,  even 
to  secure  a potentially  life-saving  vaccine.  Similarly, 
illicit  drug  abusers  are  not  likely  to  suddenly  present 
themselves  for  AIDS  vaccination  unless  they  are  ac- 
corded complete  confidentiality  and  immunity  from 
prosecution.  Still  others  might  not  request  the  vaccine 
because  they  do  not  know  or  choose  to  recognize  that 
they  are  “at  risk." 

Limiting  a vaccination  program  to  the  members  of 
the  previously  described  “at  risk  groups"  also  would 
be  short-sighted.  What  if  a woman  who  is  not  in  a “risk 
group”  engages  in  sexual  relations  with  a bisexual  or 
promiscuous  heterosexual  man,  who  then  passes  AIDS 
on  to  her?  What  about  children  or  others  who  may  be 
sexually  abused  by  AIDS  victims?  The  simple  truth  is 
that  everyone,  to  varying  degrees,  is  “at  risk"  of  con- 
tracting AIDS. 

Inoculation  must  be  carried  out  on  a nationwide 
basis.  However,  it  would  be  appropriate  to  exempt 
those  persons  who  show  with  reasonable  certainty 
that  vaccination  would  seriously  impair  their  well- 
being or  cause  their  deaths.  In  this  fashion,  the  general 
health  and  welfare  could  be  preserved  while  insuring 
that  the  cure  would  not  be  worse  than  the  sickness 
for  those  who  are  truly  unfit  for  vaccination. 
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BETTER  CARE  MEANS 
GOING  THAT  EXTRA  MILE. 


From  the  moment  patients  arrive 
at  The  Mid-Atlantic  Kidney 
Stone  Center,  we  want  them  to 
feel  comfortable  and  at  ease.  We 
begin  by  showing  them  a video- 
tape explaining  the  lithotripsy 
treatment  process,  followed  by  a 
tour  of  our  facility.  Along  the  way 
we  introduce  them  to  the  staff 
who  will  be  providing  their  care. 

We  then  make  every  effort  to 
answer  patient  questions  and 
address  their  concerns.  Even 
though  they  are  in  our  care  for 


just  a few  hours,  we  do  our  best  to 
make  the  experience  as  pleasant 
as  possible.  Patients  appreciate 
the  personalized  care  at  the  Mid- 
Atlantic  Kidney  Stone  Center. 

In  nearly  two  years  of  experi- 
ence as  a lithotripsy  service,  we 
have  treated  more  than  2300  kid- 
ney stone  patients  from  New 
Jersey,  Eastern  Pennsylvania, 
metropolitan  New  York  and  Del- 


THE  MID-ATLANTIC 
KIDNEY  STONE  CENTER 


A UTHOTRIPTER  SERVICE 
One  Brick  Road,  Suite  103 
Mariton.  NJ  08053 


Managed  by  MEDIQ  Healthcare  Resources,  Inc. 


aware.  We  believe  that  our  exper- 
tise makes  us  uniquely  qualified  to 
serve  you  and  your  patients. 

If  needed,  we  offer  compli- 
mentary transportation  and  hotel 
accommodations  for  patients 
traveling  to  the  Mid- Atlantic 
Kidney  Stone  Center.  To  find  out 
more  about  our  service,  or  how 
you  can  obtain  staff  privileges  at 
the  Mid-Atlantic  Kidney  Stone 
Center,  call  (609)  983-7337. 
Outside  of  New  Jersey,  call 
(800)  53-LITHO. 
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Breast  Size  Versus  Cosmesis  and  Local  Control 
in  Stages  I and  II  Breast  Carcinoma 


Sun  H.  Liauw,  m.d.,  Louis  J.  Sanftlippo,  m.d.,  Elissa  Santoro,  m.d.,  livingston* 


Early  breast  cancer  treated  with  local  excision  and  external  beam 
radiotherapy  is  highly  effective  and  produces  good  to  excellent 
cosmesis  in  most  cases . Undesirable  cosmesis  is  related  to  the 
extent  of  surgical  excision . 


Primary  radiation  therapy  as  an 
alternative  to  mastectomy  for 
early  breast  cancer  has  become 
well  established.  Numerous  series  show  a high  per- 
centage of  good  to  excellent  cosmetic  results  and  a low 
rate  of  local  recurrence.1 8 This  paper  evaluates  cos- 
metic results  with  different  types  of  excisions  and  the 
relationship  to  breast  size  in  patients  treated  with 
primary  external  beam  radiotherapy. 

From  March  1972  to  September  1980,  63  patients 
with  65  T,T2  breast  cancers  were  treated  at  Saint 
Barnabas  Medical  Center  with  primary  radiotherapy. 
Detailed  clinical  data  were  available  for  evaluation  of 
cosmetic  results  in  59  treated  breasts. 

MATERIALS  AND  METHODS 

Clinical  Material.  In  the  8.5  year-period  reviewed,  65 
invasive  breast  cancers  in  63  patients  were  treated 
with  primary  cobalt-60  radiotherapy  and  external 
beam  boost.  Two  patients  had  sequential  bilateral  pri- 
mary tumors.  The  followup  period  was  3 to  12  years 
with  a median  of  4 years.  Age  varied  from  36  to  88 
years,  with  a mean  of  62  years.  The  primary  sites  in 
the  65  cases  were  located  in  the  outer  quadrants  of  the 
breast  in  31  patients;  in  the  inner  quadrants  in  25 
patients;  and  centrally  in  9 patients.  The  American 
Joint  Committee  on  Cancer  clinical  staging  was  em- 
ployed (Table  l).9  Twenty-nine  patients  had  stage  I 


disease  with  primary  tumors  of  2 cm  or  less  without 
palpable  nodes.  In  36  stage  II  cases,  tumors  ranged 
from  2 cm  to  5 cm.  Five  patients  had  clinically  positive 
axillary  disease.  Breast  sizes  of  the  patients  analyzed 
were  arbitrarily  divided  into  four  categories:  small,  me- 
dium, large,  and  pendulous. 

Cosmesis.  Fifty-nine  cases  with  serial  clinical  photo- 
graphs and  detailed  descriptions  were  available  for 
analysis  by  all  three  authors.  Six  other  patients  with 
insufficient  documentation  of  cosmesis  were  excluded. 
Strict  criteria  were  employed  and  results  divided  into 
four  categories  according  to  the  degree  of  breast  distor- 
tion due  to  contour  deformity,  breast  retraction  and 
fibrosis,  and  skin  changes  of  hyperpigmentation, 
atrophy,  and/or  telangiectasis.  The  categories  were:  ex- 
cellent-appearance almost  identical  to  the  opposite 
breast;  good — slight  breast  distortion  or  a mild  degree 
of  fibrosis,  or  shrinkage  or  skin  changes;  fair — mod- 
erate breast  distortion  or  a moderate  degree  of  fibrosis 
or  shrinkage  or  skin  changes;  poor — severe  breast  dis- 
tortion or  a marked  degree  of  fibrosis  or  severe  skin 
changes. 


‘From  the  Departments  of  Radiotherapy  and  Surgery  at  Saint 
Barnabas  Medical  Center,  Livingston.  Correspondence  may 
be  addressed  to  Dr.  Liauw,  Department  of  Radiotherapy,  Saint 
Barnabas  Medical  Center,  Old  Short  Hills  Road,  Livingston, 
NJ  07039. 
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SURGICAL  PROCEDURES 

Excision  of  the  primary  tumor  was  performed  in  57 
cases,  incisional  biopsy  in  one  case  and  needle  biopsy 
in  one  case.  The  extent  of  resection  varied  from  limited 
local  excision  in  15  cases  to  wide  excision  in  42  cases. 
A variety  of  incisions  and  types  of  resections  were  used 
by  different  referring  surgeons.  Descriptive  terms 
classified  under  wide  excision  include  wedge  resection, 
partial  mastectomy,  and  segmental  mastectomy.  A par- 
tial mastectomy  procedure  via  a circumareolar  inci- 
sion was  employed  most  frequently  (24  cases).  Limited 
axillary  dissection  was  performed  through  separate  in- 
cisions in  1 1 cases  with  less  than  10  nodes  recovered 
in  each.  Two  other  patients  had  complete  dissections 
with  removal  of  19  and  32  lymph  nodes. 

RADIATION  THERAPY 

All  patients  were  irradiated  with  a cobalt-60  ma- 
chine. Medial  and  lateral  tangential  portals  were  em- 
ployed to  irradiate  the  breast,  ipsilateral  parasternal 
lymphatics,  and  the  mid  and  lower  axilla  Pendulous 
breasts  were  taped  medially  and  daily  repositioned  by 
use  of  cardboard  cutouts.  Neither  bolus  nor  wedge 
filters  were  employed. 

TABLE  1 

Primary  Radiotherapy  Breast  CA 
Clincial  Material 


Breast  Cancers 


Clinical 

Stage 

No.  of 
Patients 

Cosmetic 

Evaluation 

Loco-Reg 

Evaluation 

KTjNo) 

28 

27 

29 

II(T2No) 

30 

28 

31 

(TaNi) 

5 

4 

5 

Total 

63 

59 

*Two  patients  with  sequential  bilateral  breast  cancers. 


The  nominal  tumor  dose  to  the  breast  was  5,000 
rads  (50  Gy).  Regional  lymphatics  received  4,400  to 
5,000  rads  (44  to  50  Gy).  Dose  fractions  were  200  rads 
(2  Gy)  daily  for  five  days  per  week.  Boost  doses  were 
given  three  weeks  after  completion  of  breast  irradia- 
tion. When  there  was  complete  removal  of  tumor  with 
an  adequate  margin,  only  the  breast  scar  was  treated. 
When  excisional  margins  were  questionable,  irradia- 
tion was  given  to  the  entire  tumor  bed  and  incisional 
area.  The  axilla  was  boosted  in  patients  with  clinically 
positive  nodes. 

Breast  scars  were  treated  with  300  kv  until  1977 
when  electrons  became  available.  Thereafter,  6 MeV 
electrons  were  employed  exclusively  for  scar  boosts. 
Deeper  boost  irradiation  to  tumor  bed  and  surgical  site 
was  given  with  cobalt-60  irradiation  using  a single  or 
opposed  tangential  ports.  Boost  doses  ranged  from 
1,500  to  2,000  rads  (15  to  20  Gy)  and  were  given  in 
300  rads  fractions  on  alternate  days  to  a total  of  1,500 
rads;  or  200  rads  daily  to  2,000  rads.  For  the  patient 
with  axillary  disease,  angled  cobalt-60  ports  were  em- 
ployed to  treat  the  axilla  for  maximum  doses  of  1,000 
to  2,000  rads  ( 10  to  20  Gy).  Daily  fractions  of  200  rads 
(2  Gy)  were  used. 

ADJUVANT  CHEMOTHERAPY 

Concurrent  CMF  (C,  cyclophosphamide;  M,  meth- 
otrexate; F,  fluorouracil)  chemotherapy  was  given  with 
radiotherapy  to  1 1 patients  in  the  latter  part  of  the 
study.  All  had  either  T2  (9  cases),  high  grade  (8  cases), 
and/or  clinically  positive  axillary  nodes  (5  cases).  Of 
three  cases  with  axillary  dissection,  two  cases  had 
proved  axillary  metastases.  No  adverse  effects  were  en- 
countered. 

COMPLICATIONS 

Complications  of  treatment  were  uncommon  and 
minor  in  nature.  Breast  infection  occurred  in  8.5  per- 


TABLE  2 

Breast  Size  Versus  C osmesis 

Cosmesis 


Size 

Cases 

Excellent 

Good 

Fair 

Poor 

Small 

11 

9 

2 

0 

0 

Medium 

16 

3 

5 

5 

3 

Large 

16 

8 

6 

1 

1 

Pendulous 

16 

3 

7 

4 

2 

Total 

59 

23 

20 

10 

6 

(39%) 

(34%) 

(17%) 

(10%) 

TABLE  3 

Contour  Deformity  Postsurgery  Versus  Cosmesis 

Cosmesis 


Deformity 

% 

Excellent 

Good 

Fair 

Poor 

None 

63 

23 

11 

2 

1 

Significant 

22 

0 

9 

4 

0 

Severe 

15 

0 

0 

4 

5 

Total 

100% 

23 

20 

10 

6 
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TABLE  4 

Breast  Size  Versus  Contour  Deformity 

Surgical  Deformity 

% with 

Size 

None 

Significant 

Severe 

Deformity 

Small 

10 

1 

9 

Medium 

7 

4 

5 

56 

Large 

12 

4 

25 

Pendulous 

8 

4 

4 

50 

Total 

37 

13 

9 

(63%) 

(22%) 

(15%) 

cent  and  included  three  cases  of  cellulitis,  one  case  of 
mastitis,  and  one  case  of  wound  abscess.  All  resolved 
with  conservative  therapy.  Ann  edema  occurred  in  3 
percent  and  followed  complete  axillary  dissection  in 
both  cases.  Persistent  breast  edema  was  seen  in  one 
case  which  later  evolved  as  deep  local  recurrence. 
Clinical  pneumonitis  occurred  in  one  and  was  transi- 
ent. No  rib  fractures  were  encountered.  Breast  fibrosis 
and  skin  changes  are  not  included  as  complications. 
They  are  analyzed  separately  under  cosmetic  results. 


TABLE  5 

Contour  Deformity  Versus  Surgical  Procedure* 

Deformity 

Limited  Excision  Wide  Excision 

None 

93%  (14/14)  50%  (21/42) 

Significant 

0%  ( 0/15)  31%  (13/42) 

Severe 

7%  ( 1/15)  19%  ( 8/42) 

*2  cases  with 

incisional  or  aspiration  biopsy  excluded. 

COSMETIC  RESULTS 

Breast  Size.  Overall,  good  to  excellent  cosmesis  was 
achieved  in  73  percent  (43/59).  The  relationship  of 
breast  size  to  cosmesis  is  seen  in  Table  2.  A good  to 
excellent  appearance  was  seen  in  100  percent  (11/11) 
of  those  with  small  breasts,  50  percent  (8/16)  of  those 
with  medium-size  breasts,  87.5  percent  (14/16)  of 
those  with  large  breasts,  and  62.5  percent  (10/16)  of 
those  with  pendulous  breasts. 

Contour  Deformity  After  Surgery.  The  amount  of 
tissue  lost  after  excision  had  a major  impact  on  cos- 
metic results.  Good  to  excellent  cosmesis  was  seen  in 
92  percent  (34/37)  of  patients  without  contour 
changes.  In  contrast,  fair  or  poor  cosmesis  was  noted 
in  81  percent  (13/16)  of  those  with  significant  or 
severe  contour  deformity  (Table  3). 

Poor  cosmetic  results  occurred  in  10  percent  (6/59) 
of  patients  due  to  severe  surgical  deformity  in  five 
patients.  One  patient  had  marked  edema  of  the  arm, 
following  axillary  dissection  without  breast  deformity 
and  was  classified  as  having  poor  cosmesis. 

Significant  or  severe  deformity  was  seen  in  37  per- 
cent (22/59)  of  patients.  Of  these,  77  percent  (17/22) 
of  patients  had  T2  lesions. 

Table  4 shows  contour  deformity  versus  breast  size. 
The  greatest  deformity  postexcision  was  in  those  with 
medium  and  pendulous  size  breasts,  56  and  50  per- 
cent, respectively.  This  compares  to  9 percent  deformi- 
ty for  small  breasts  and  25  percent  for  large  breasts. 
The  reason  for  more  contour  deformity  in  the  medium- 
sized breast  and  the  pendulous  breast  is  uncertain. 

SURGICAL  PROCEDURES 

On  deeper  analysis,  the  extent  of  surgical  procedure 
did  influence  the  degree  of  surgical  deformity  and  ul- 
timate cosmesis.  No  deformity  was  noted  in  15  pa- 
tients with  limited  excision  except  for  one  patient  with 
an  extreme  medial  T2  lesion  with  a severe  defect.  In 
contrast,  50  percent  (21/42)  of  those  with  wide  ex- 
cision had  significant  (13  patients)  or  severe  deformity 
(8  patients)  (Table  5). 


TABLE  6 

Type  of  Resection  Versus  Cosmesis 
Number  Good  to  Excellent/ Total  Number  Cases* 


Surgical 

Excision 

Percent 

Breast  Size 

Limited 

Wide 

Good/  Excellent 

Small 

4/  4 

7/  7 

100% 

Medium 

1/  1 

5/13 

43% 

Large 

5/  5 

9/11 

87.5% 

Pendulous 

4/  5 

6/11 

62.5% 

Total 

14/15 

27/42 

% G/E: 

(93%) 

(64%) 

‘Two  cases  with  incisional  or  needle  biopsy  in  medium- 
size  breast  category  excluded. 


TABLE  7 

Loco-Regional  Recurrence  Versus  TNM  Stage 

Recurrence 


TNM  Stage 

Breast 

Reg  LN 

T,N0 

3/29 

0/29 

T2N0 

3/31 

2/31 

t2n, 

0/  5 

1/  5 

Total 

6/65 

3/65 

(9%) 

(4.5%) 

Cosmesis  versus  type  of  resection  and  breast  size  is 
seen  in  Table  6.  Good  to  excellent  cosmetic  results  were 
noted  in  64  percent  with  wide  excision  versus  93  per- 
cent with  limited  excision  (Table  6).  Two  other  cases 
with  aspiration  or  incisional  biopsy  had  excellent  cos- 
metic appearance. 

BREAST  FIBROSIS 

In  small  breasts,  fibrosis  was  virtually  absent  (9  per- 
cent). Fibrosis  was  absent  or  mild  in  85  percent  of  the 
cases.  It  was  moderate  in  15  percent.  Severe  clinical 
fibrosis  was  not  encountered.  Photographic  examples 
of  fair,  good,  and  excellent  cosmesis  are  shown  in  Fig- 
ures 1.  2,  3,  and  4. 
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Figure  1 — Fair  cosmesis.  Appearance  of  a medium-sized 
breast.  Four  years  postradiotherapy  for  a T2N0  lesion; 
status— postsegmentai  resection  with  severe  contour  de- 
formity. 


Figure  3 — Excellent  cosmesis.  Appearance  of  a large  breast 
five  years  and  nine  months  postradiotherapy  for  a T2N0  lesion 
of  the  left  breast;  status — postwedge  resection;  only  a small 
dimple  is  visible  lateral  to  the  areola 


Figure  2 — Good  cosmesis.  Appearance  of  a pendulous  breast, 
three  years  postradiotherapy  for  a T]N0  lesion  of  the  left 
breast;  status — postlimited  excision.  Slight  left  breast  retrac- 
tion is  evident. 


Figure  4— Excellent  cosmesis.  Appearance  of  a pendulous 
breast,  three  years  postradiotherapy  for  a TiN0  carcinoma  of 
the  left  breast;  status— postwide  excision. 


CONCOMITANT  CHEMOTHERAPY 

Eight  of  the  1 1 patients  who  received  concomitant 
chemotherapy  had  good  to  excellent  breast  cosmesis. 
In  3 patients,  cosmesis  was  fair;  all  had  severe  contour 
deformity  postsurgery;  1 patient  had  moderate 
fibrosis,  and  1 patient  developed  persistent  edema  fol- 
lowed by  deep  recurrence.  Three  of  the  1 1 patients  had 
axillary  dissection. 

LOCAL  REGIONAL  RECURRENCE  AND  SURVIVAL 
RESULTS 

Recurrence  developed  in  the  breast  in  6 of  the  65 
patients  (9  percent)  and  occurred  in  the  medium  and 
pendulous  size  categories  only.  Two  of  the  six  breast 
recurrences  occurred  in  other  quadrants  and  could  be 
considered  new  primaries  (Table  7). 

Lymph  node  recurrences  developed  in  the  axilla 
and/or  supraclavicular  areas  in  3 of  the  patients  (4.5 
percent).  All  were  in  stage  II  cases.  In  one  of  the  three 
patients,  an  isolated  supraclavicular  mass  was  as- 
sociated with  intrathoracie  metastases  and  may  rep- 
resent secondary  spread  rather  than  true  recurrence. 


Figure  5A — CT  isodose  distribution  using  parallel  opposed 
tangential  beam  technique  without  correction  for  lung  densi- 
ty. The  tumor  dose  in  the  breast  is  calculated  to  the  100 
percent  line.  The  internal  mammary  nodes  are  presumed  to 
lie  in  the  90  to  95  percent  area  5B — With  a 0.3  lung  density 
correction.  The  internal  mammary  nodes  lie  in  the  100  per- 
cent zone. 

The  absolute  survival  NED  (no  evidence  of  disease) 
of  the  63  patients  is  68.3  percent  (43/63).  Four  pa- 
tients died  of  intereurrent  disease  but  free  of  cancer. 
Salvage  mastectomy  has  successfully  controlled  three 
of  six  with  breast  recurrence.  Axillary  dissection 
salvaged  one  of  three  with  regional  nodal  disease. 
These  have  survived  36,  50,  79,  and  113  months  post- 
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radiotherapy  and  are  NED  9,  20,  22,  and  28  months 
postsalvage  surgery. 

DISCUSSION 

Cosmetic  result  is  mainly  related  to  postexcisional 
contour  deformity  and  types  of  surgical  excision. 
Where  no  deformity  was  present,  92  percent  had  good 
to  excellent  cosmesis  versus  41  percent  when  the 
breast  contour  was  distorted.  Limited  excisions  re- 
sulted in  7 percent  contour  deformity  and  93  percent 
with  good  to  excellent  cosmesis.  When  wide  excisions 
were  employed,  contour  deformity  was  50  percent  and 
good  to  excellent  cosmesis  was  64  percent. 

All  patients  with  small  breasts  had  good  or  excellent 
aesthetic  results  due  to  a low  incidence  of  contour 
deformity  and  of  breast  fibrosis.  In  contrast,  medium- 
sized and  pendulous  breast  categories  had  the  most 
contour  deformity  and,  correspondingly,  the  poorest 
cosmetic  results. 

The  percentage  of  wide  excisions  was  highest  (81 
percent)  in  the  medium  breast  size  group,  but  was  not 
significantly  different  from  the  percentages  in  the 
other  categories  (64  to  69  percent).  Other  factors  in- 
volving variation  in  surgical  technique  for  wide  ex- 
cisions most  likely  account  for  the  differences  in  cos- 
metic results.  These  included  types  of  incision,  scope 
of  resection,  whether  overlying  skin  was  included,  and 
if  plastic  reconstruction  and  wound  closure  were  em- 
ployed. 

In  the  pendulous  breast  size  group,  the  percentage 
of  T2  lesions  was  markedly  higher  than  in  the  other 
three  categories.  This  necessitated  wider  excisions, 
production  of  greater  deformity,  and  adversely  affected 
cosmesis. 

An  increased  incidence  of  fair  to  poor  cosmesis  due 
to  breast  fibrosis  and  induration  has  been  reported 
when  concomitant  chemotherapy  was  given  together 
with  primary  radiotherapy  and  axillary  dissection. 
Also,  a marked  increase  in  the  incidence  of  arm  edema 
compared  to  the  control  group  was  noted.10  These  find- 
ings were  not  borne  out  in  our  study. 

The  followup  period  in  this  review  is  adequate  for 
long-term  evaluation.  Our  minimal  followup  period  of 
three  years  and  median  of  four  years  conform  to  the 
peak  period  for  postradiation  breast  fibrosis  to  de- 
velop. In  an  extensive  series  by  Pierquin,  the  aesthetic 
results  at  three  and  five  years  were  found  to  be  iden- 
tical.1011 

Electron  beam  boost  therapy  has  been  shown  to 
produce  cosmetic  results  comparable  to  those  achieved 
by  iridium  192  implantation  or  cobalt  60  irradia- 
tion.1-257 Ray  reported  excellent  cosmesis  with  boost 
doses  of  1,500  to  2,000  rads  (15  to  20  Gy)  using  elec- 
tron beam  energies  of  12  MeV  or  less.  Higher  electron 
beam  energies  produced  more  breast  fibrosis,  telangi- 
ectasia and  persistent  localized  edema2 

In  our  series,  skin  changes  and  subcutaneous  and 
breast  fibrosis  were  minor.  Most  boost  therapy  was 
given  with  6 MeV  electrons  with  doses  of  not  more 
than  2,000  rads  (20  Gy).  The  excellent  cosmesis 
achieved  probably  was  related  to  the  skin  sparing 
achieved  at  this  energy  and  the  shallow  beam  pen- 
etration. The  relative  skin  absorbed  doses  from  small 
electron  fields  range  from  a nomial  80  percent  at  6 MeV 
to  97  percent  at  20  MeV.12  Electron  beam  energies 


above  12  MeV  may  well  produce  poorer  cosmetic  re- 
sults because  of  higher  skin  absorbed  dose  and  greater 
beam  penetration;  hence,  an  increased  risk  of  breast 
fibrosis. 

The  use  of  the  CT  simulator  in  our  clinic  since  1981 
had  improved  greatly  the  accuracy  of  dosimetry  and 
anatomical  coverage  of  the  desired  treatment  volume 
in  breast  radiotherapy.  Of  particular  value  has  been 
the  delineation  of  the  volume  of  lung  to  be  irradiated, 
lung  density  corrections,  and  more  precise  calcu- 
lations of  the  dose  to  the  parasternal  area.  Accurate 
determination  of  the  tumor  bed  or  incisional  scar  level 
has  facilitated  the  selection  of  the  electron  beam 
energy  required  for  boost  therapy. 

Figures  5A  and  5B  show  comparison  of  isodose 
curves  for  irradiation  of  large  breasts  using  CT 
anatomical  data  with  and  without  correction  of  lung 
density.  Using  a lung  density  factor  of  0.3,  the  dose 
distribution  is  relatively  homogenous  throughout  the 
breast  base,  chest  wall,  and  lung  compared  to  signifi- 
cant dose  in  homogeneity  when  lung  tissue  is  con- 
sidered as  unit  density. 
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Considering  computerizing  your  practice  ? 
If  so , then  please  consider  . . . 

CompuMedic™ 

Practice  Management  Software  from  Data  Strategies,  Incorporated. 


Proven 

Field  tested,  enhanced  and  in  use  for  eight  years  by 
specialists  of  all  types  in  over  30  states. 

Supported 

On-site  installation  and  Training,  Software  Maintenance, 
Newsletters,  Telephone  Support,  System  Updates,  Monthly 

Seminars 

Complete 

Includes  Accounts  Receivable,  Patient  Billing,  Insurance 
Processing  (both  paper  and  electronic),  Word  Processing, 
Report  Generation,  Patient  Recall 

Economical 

Purchase  or  Finance.  Financing  (hardware  and  software) 
available.  Computer  equipment  selected  in  consultation 
with  you — depending  on  YOUR  particular  needs. 

Data  Strategies  has  numerous  referral  letters  on  file.  These  can  be  made  available  to  you  along  with  the  telephone 
numbers  of  some  of  our  clients  in  your  area.  Simply  call  the  number  below.  In  addition,  if  you  wish  to  see 
CompuMedic,  we  would  gladly  provide  you  with  a demonstration  or  show  you  a system  currently  in  operation. 

CompuMedic  is  a product  of 

CALL  (201)  762-8600 

Data  Strategies,  Incorporated 

17150  Via  Del  Campo,  Suite  203 

COM-MED-EAST 

MYRON  S.  DENHOLTZ,  MD 
148  LENOX  TERRACE 
MAPLEWOOD,  NJ  07040 

San  Diego,  California  92127 

iillllllllii. AXIOM  REVIEW 

AXIOM  REVIEW,  a progressive  review  organization,  is  actively  seeking  physician  involvement  in 
Union,  Hudson  and  Essex  Counties. 

REQUIREMENTS: 

• Actively  practicing 

• Licensed  in  New  Jersey 

• Willing  to  be  reimbursed  for  your  time 

Qualified  professionals  will  be  performing  Quality  and  Utilization  Review  in  the  following  areas: 

• On  site  review  in  hospitals 

• Hospital  assessments 

• Hospital  monitoring 

• Appeal  hearings 

• Criteria  development 

For  more  information  contact: 

Charles  E.  Dooley,  Jr.,  M.D. 

Medical  Director 

(201)  379-6300 

155  Morris  Avenue  • Springfield,  New  Jersey  07081 
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Hospital  Bedside  Blood  Glucose  Monitoring 


Peter  A.  Lodewick,  m.d.,  moorestown* 


There  is  a critical  need  to  re-establish  bedside  blood  sugar 
monitoring . Bedside  blood  glucose  monitoring  can  be  reinstated 
based  on  the  recommendations  of  a national  panel  of  experts. 


In  New  Jersey,  a great  furor  was 
created  in  the  clinical  practice 
of  diabetes  by  a letter  written  in 
August  1984  from  David  Kirsh,  Ph.D.,  who  then  was 
the  director  of  the  clinical  laboratory  program  of  the 
New  Jersey  State  Department  of  Health.  In  the  letter, 
Dr.  Kirsh  indicated  that  a blood  glucose  determination 
by  a floor  nurse  had  the  potential  of  serious  conse- 
quences and  that  astute  emergency  care  on  the  part 
of  a clinician  avoided  a problem.  The  letter  was  sent 
to  the  director  of  laboratories  of  most  hospitals  in  the 
state.  Dr.  Kirsh’s  letter  and  a followup  letter  from  the 
Health  Department  indicated  that  the  bedside  blood 
glucose  testing  was  considered  a laboratory  test  and, 
therefore,  must  be  done  by  qualified  personnel  in  ac- 
cordance with  P.L.  1975,  Chapter  166,  "The  New  Jersey 
Clinical  Laboratory  Improvement  Act."  As  a result  of 
this  letter,  bedside  blood  glucose  monitoring  has  come 
to  a complete  standstill  in  most  New  Jersey  state  hospi- 
tals that  I have  investigated,  thus  eliminating  one  of 
the  most  useful  clinical  tools  that  physicians  who  treat 
diabetes  have  in  their  clinical  armamentarium. 

The  intention  of  the  State  Department  of  Health 
letter  definitely  was  a good  one:  they  hoped  to  avoid 
potential  harmful  treatment— especially  severe  hypo- 
glycemia Despite  the  intention,  it  has  been  construed 
by  many  hospital  laboratory  directors  that  any  bedside 
monitoring  should  be  done  under  laboratory  auspices 
with  stringent  quality  control  procedures.  Not  wanting 
to  violate  the  Laboratory  Improvement  Act,  messages 


were  relayed  to  hospital  nursing  administrators,  and 
the  fear  led  most  nurses  to  stop  blood  sugar  monitor- 
ing to  evaluate  treatment.  Even  worse,  they  stopped 
teaching  this  important  treatment  modality  to  their 
floor  patients  who  could  use  it  for  home  use. 

Dr.  Peter  Forsham,  a prestigious  and  well-acknowl- 
edged endocrinologist,  has  called  self-monitoring  blood 
glucose  (SMBG)  one  of  the  most  important  advances 
in  diabetes  since  the  discovery  of  insulin.  Dr.  Forsham 
should  know,  as  he  himself  benefitted  from  the  use  of 
insulin  shortly  after  its  discovery  in  1921.  For  phy- 
sicians who  have  recommended  self- testing  of  blood 
glucose  in  the  home  since  it  became  available  in  1980, 
it  has  made  the  management  of  diabetes  much  more 
efficacious.  SMBG  has  been  considered  an  important 
technical  advance  that  provides  the  diabetes  patient 
and  health  care  team  with  vital  clinical  information 
that  previously  was  unattainable.  SMBG  allows  the 
physician  to  start  patients  on  insulin  in  a safer  man- 
ner in  the  office  and  at  home  without  the  need  to 
hospitalize  them;  this  is  especially  valuable  with  small 
children.  It  allows  the  patient  or  family  to  document 
whether  symptoms  a patient  is  having,  in  fact,  are 
blood  sugar-related  or  due  to  nondiabetic  conditions 


*Dr.  Lodewick  is  President,  American  Diabetes  Association, 
New  Jersey  Affiliate,  Inc.,  and  Chairman  of  the  Diabetes/En- 
docrine Section  of  the  medical  staff  at  Zurbrugg  Memorial 
Hospital.  Correspondence  may  be  addressed  to  Dr.  Lodewick, 
213  Laurence  Court,  Moorestown,  NJ  08057. 


712 


NEW  JERSEY  MEDICINE 


such  as  Stokes-Adams  attacks,  cardiac  arrhythmia,  hy- 
peractive carotid  sinus,  menopausal  syndrome,  hyper- 
adrenergic  or  hyperthyroid  states,  seizure  disorders,  or 
even  hypoadrenal  or  anxiety  states.  (I  have  seen  all  of 
these  misdiagnosed  as  being  hypoglycemic  or  dia- 
betes-related and,  thus,  left  untreated  because  patients 
did  not  have  access  to  self-blood  glucose  testing.)  There 
are  special  situations  where  SMBG  is  invaluable:  man- 
agement of  senile  patients  safely  with  insulin  in  order 
to  avoid  hypoglycemia;  patients  with  autonomic  neu- 
ropathy who  are  prone  to  severe  insulin  reactions 
without  warning  (hypoglycemia  unawareness);  to 
make  rapid  adjustments  in  insulin  therapy  in  preg- 
nant women  where  normoglycemia  is  considered  im- 
perative; and  to  recognize  and  treat  or  prevent  the 
Somogyi  effect  or  the  dawn  phenomenon. 


Figure— Patient  using  a blood  glucose  monitor. 


These  are  a few  of  the  clinical  situations  where  home 
blood  glucose  monitoring  has  been  considered  a god- 
send for  practicing  physicians,  nurses,  and  the  patient. 
SMBG  spares  the  patient  time  away  from  home  and 
work,  at  a tremendous  cost  saving  to  the  patient  as  well 
as  to  the  insurer. 

Isn't  it  ironic  that  SMBG  allows  good  care  in  the 
home  setting,  but  the  benefits  of  blood  glucose  testing 
should  be  forbidden  in  the  hospital  setting,  where  it 
is  done  by  a health  professional  or  by  a patient,  who 
is  being  trained  and  supervised? 

The  hospital  settings  where  bedside  blood  glucose 
monitoring  is  particularly  crucial  for  immediate  treat- 
ment to  avoid  potential  serious  harm  include: 

1.  The  Newborn  Nursery.  Immediate  estimates  of 
blood  sugar  have  to  be  done  every  30  to  60  minutes, 
to  recognize  neonatal  hypoglycemia 

2.  Intensive  Care  Unit.  Patients  with  ketoacidosis, 
myocardial  infarctions,  and  other  stressful  illnesses 
need  frequent  and  immediate  studies. 

3.  Emergency  Rooms.  Rapid  diagnosis  and  initial 
treatment  for  hypoglycemia  and  coma  are  expedited. 

4.  Perioperative  Care.  Appropriate  insulin  doses  or 
infusion  rates  can  be  determined  in  the  holding  room, 
operating  suite,  and  recovery  room. 

5.  Labor  and  Postdelivery  Wards.  Rapid  change  in 
insulin  doses  or  dextrose  infusions  are  needed  to 
maintain  normoglycemia 


6.  The  Patient’s  Hospital  Room.  Bedside  blood 
glucose  monitoring  helps  to  correctly  diagnose  and 
manage  diabetes-related  problems  and  to  sort  them 
out  from  other  conditions  with  which  they  are  con- 
fused. 

7.  In  Young  Children.  Blood  glucose  monitoring  can 
be  used  to  prevent  significant  hypoglycemia  which 
can  be  emotionally  traumatizing  to  the  parents  and 
children. 

Under  all  of  the  circumstances,  SMBG  should  be 
available  to  support  and  improve  the  clinical  acumen 
of  the  clinical  staff.  The  biggest  concern  is  their  ability 
to  document  hypoglycemia  in  critical  clinical  circum- 
stances. Most  practicing  physicians  find  the  laboratory 
grossly  inefficient  in  their  ability  to  get  blood  sugar 
results  back  soon  enough  to  initiate  proper  action — 
prolonged  hypoglycemia  and  potential  brain  damage 
may  be  the  unfortunate  result. 


Bedside  blood  glucose 
monitoring  is  an  important 
clinical  advance  that 
previously  was 
unobtainable.  Better 
diabetes  care  has  resulted. 


Furthermore,  hospital  bedside  blood  glucose  moni- 
toring can  be  helpful  in  three  other  situations:  1)  as 
an  educational  or  training  tool  to  enhance  the  under- 
standing of  patients  and  professionals  of  diabetes; 

2)  to  alleviate  the  anxiety  that  many  patients  have  that 
the  treatment  they  are  getting  is  the  proper  one;  and 

3)  to  assist  many  patients  to  help  in  the  treatment 
decisions  before  they  are  discharged  to  home.  This  will 
add  to  their  confidence  that  they  will  be  able  to  control 
the  condition  better  at  home  without  having  to  rely 
totally  on  their  home  physician  who  may  not  be  avail- 
able or  whom  they  feel  they  do  not  want  to  burden  with 
unnecessary  phone  calls. 

It  is  obvious  that  bedside  fingerstick  glucose  moni- 
toring is  the  answer.  It  should  be  part  of  the  "state  of 
the  art”  of  diabetes  management. 

What  is  the  answer  to  this  dilemma?  How  can 
bedside  blood  glucose  monitoring  be  restored  in  the 
hospital  setting? 

The  answer  to  this  question  was  addressed  in  a 
consensus  Development  Conference  on  self-monitor- 
ing of  blood  glucose  in  November,  1986  organized  by 
the  American  Diabetes  Association,  the  Centers  for 
Disease  Control,  the  Food  mid  Drug  Administration, 
and  the  National  Institute  of  Diabetes,  Digestive,  and 
Kidney  Diseases. 

As  a result  of  this  conference,  a consensus  panel, 
with  expertise  in  the  areas  of  internal  medicine,  pedi- 
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atrics,  laboratory  medicine,  endocrinology,  and  dia- 
betes education  with  backgrounds  in  clinical  practice 
and  academic  medicine  considered  a broad  spectrum 
of  issues  concerned  with  blood  glucose  testing.1  The 
panel  agreed  on  a number  of  questions  including  how 
bedside  glucose  monitoring  can  be  used  in  the  hospital 
setting. 

The  conclusion  of  this  panel  was  that  since  bedside 
glucose  monitoring  was  important  under  such  circum- 
stances as  mentioned,  that  they  should  be  allowed,  but 
only  if  the  following  conditions  were  met 

A)  Hospital  personnel  using  this  technique  partici- 
pate in  rigorous  quality  control  programs. 

B)  Users  should:  do  calibration  checks  to  insure 
meter  performance  is  adequate:  measure  control  solu- 
tions of  known  glucose  concentration  to  evaluate  the 
performance  of  reagent  strip  and  meter;  compare  re- 
sults with  a reference  laboratory  method;  and  have 
their  technique  reviewed  with  correction  of  deficien- 
cies by  a qualified  health  care  professional.  This 
program  should  be  developed  jointly  by  physicians, 
nurses,  and  clinical  laboratory  personnel.1 

If  any  instance  occurs  where  the  result  of  a bedside 
blood  glucose  measurement  may  make  a critical  dif- 
ference in  the  management  of  a patient  with  a life- 
threatening  illness,  the  result  must  be  confirmed  by 
laboratory  blood  glucose  determination.  Caution 
should  be  exercised  in  the  interpretation  of  results  of 
fingerstick  blood  glucose  testing  in  patients  with 
severe  anemia  As  with  any  other  laboratory  de- 
termination, interpretation  of  the  test  must  be  based 
on  an  overall  appraisal  of  the  clinical  setting.  Numbers 
which  do  not  make  sense  need  to  be  confirmed. 

These  measures  will  help  to  guarantee  a correct  re- 


sult and  avoid  some  of  the  mistakes  that  are  known 
to  occur,  such  as  the  one  made  by  the  hospital  facility 
as  mentioned  at  the  start  of  this  article  which  so  right- 
fully concerned  Dr.  Kirsh.  Whether  these  tests  have 
to  be  done  by  a laboratory  technician  is  problematical, 
for  the  scarcity  and  work  load  of  laboratory  technicians 
in  most  hospitals  makes  this  impractical.  The  con- 
census panel  indicates  that  any  personnel  who  are 
properly  trained  should  be  capable.  In  our  hospital,  for 
instance,  we  utilize  a phlebotomist,  clinical  nurse 
supervisors,  diabetes  nurse  clinicians,  members  of  the 
medical  house  staff,  and  other  nurses  who  have  a 
special  interest  in  helping  with  good  care  of  diabetes 
patients.  Our  laboratory  director  has  been  very  pleased 
to  assure  that  their  key  personnel  are  trained  and 
sensitive  to  quality  control.  Our  plan  allows  patients 
to  test  themselves  once  they  have  been  properly  in- 
structed by  the  above  personnel.  We  have  been  very 
gratified  with  our  program,  realizing  it  has  given  our 
hospital  "state  of  the  art"  diabetes  care.  In  speaking 
to  other  hospitals,  some  have  initiated  equally  grat- 
ifying quality  control  programs  in  compliance  with  the 
recommendations  of  the  consensus  panel. 

CONCLUSION 

Bedside  blood  glucose  monitoring  is  an  important 
clinical  advance  that  previously  was  unobtainable.  Bet- 
ter diabetes  care  has  resulted.  Efforts  should  be  made, 
however,  to  make  sure  that  wherever  bedside  monitor- 
ing is  utilized,  it  passes  strict  quality  control  measures. 
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Depressed  and  anxious, 
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to  smiling  again! 


The  rewards  of  Limbitrol 

In  moderate  depression  and  anxiety: 

■ Rapid  results— 62%  of  total  four-week 
improvement  within  a week  versus 
44%  with  amitriptyline1 

■ Earlier  relief  of  associated  somatic 
complaints2 

■ Fewer  dropouts  due  to  side  effects— 
only  ]/3  the  rate  of  those  patients 
taking  amitriptyline,  although  the 
incidence  of  side  effects  is  comparable1 

■ Fast  improvement  with  less 
amitriptyline— % to  V2  the  dose  of 
patients  taking  amitriptyline  alone3 


Caution  patients  about  the  combined  effects  of  Limbitrol  with 
alcohol  or  other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  operating  machinery  or 
driving  a car.  In  general,  limit  dosage  to  the  lowest  effective 
amount  in  elderly  patients. 


References:  1 . Feighner  JP,  et  a I Psychopharmacology  61  -217-225,  Mar  22, 1 979. 2.  Data  on  file, 
Hoffmann-La  Roche  Inc.,  Nutley,  NJ  3.  Dixon  R,  Cohen  J.  J Clin  Psychopharmocol  3.107-109,  Apr  1983 


Limbitrol  * 'S 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants.  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved.  Contraindicated 
during  acute  recovery  phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anticholinergic-type  drugs 
Closely  supervise  cardiovascular  patients.  (Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction 
time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses.  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants  and  against  hazardous  occupations  requiring  complete  mental 
alertness  (e  g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  following  discontinuation  of  either  component  alone  have  been  reported  (nausea, 
headache  and  malaise  for  amitriptyline;  symptoms  [including  convulsions)  similar  to  those  of  barbiturate 
withdrawal  for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or  those  on 
thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  function.  Because  of  the  possibility  of 
suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  patients  Periodic  liver 
function  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline  component 
may  block  action  of  guanethidme  or  similar  antihypertensives.  When  tricyclic  antidepressants  are  used 
concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  have  been  reported  involving 
delayed  elimination  and  increasing  steady  state  concentrations  of  the  tricyclic  drugs.  Concomitant  use  of 
Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be  additive.  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential  treatment.  See 
Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be  taken  during  the  nursing  period.  Not 
recommended  in  children  under  12.  In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to 
preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 


Limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /jC7 
12.5  mg  amitriptyline  (as  the  hydrocnloride  salt)  \LV, 


Limbitrol  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  Z'jw' 

25  mg  amitriptyline  (as  the  hydrochloride  salt) 

PROTECT  YOUR  DECISION.  WRITE  "DO  NOT  SUBSTITUTE 


Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone  ( 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently  occurring  I 
reactions  include  vivid  dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side 
effects  of  both  Limbitrol  and  amitriptyline.  Granulocytopenia,  |aundice  and  hepatic  dysfunction  have  beej 
observed  rarely. 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs: 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction,  arrhythmic 
heart  block,  stroke. 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomama  and 
increased  or  decreased  libido. 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extrapyramid 
symptoms,  syncope,  changes  in  EEG  patterns. 

Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  j 
tract. 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus. 

Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosmophilia,  purpura,  thrombocy-  I 
topema. 

Gastrointestinal.  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue. 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea  and  mine 
menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar  levels,  and  syndrome  of 
inappropriate  ADH  (antidiuretic  hormone)  secretion. 

Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  |aundice, 
alopecia,  parotid  swelling. 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose.  Treatment  is 
symptomatic  and  supportive  I V.  administration  of  1 to  3 mg  physostigmme  salicylate  has  been  reported 
to  reverse  the  symptoms  of  amitriptyline  poisoning.  See  complete  product  information  for  manifestations  * 
and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response.  Reduce  to  smallest  effects 
dosage  when  satisfactory  response  is  obtained  Larger  portion  of  daily  dose  may  be  taken  at  bedtime. 
Single  h.s.  dose  may  suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly. 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required.  Limbitrol  Tablets,  initial  dosage 
of  three  or  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg  chlordiaze- 
poxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablet s,  blue,  film-coated,  each  contain"! 
5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride  salt).  Available  in  bottles  of  100  I 
and  500,  Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  50 
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Extracorporeal  Shockwave  Lithotripsy 
Outpatient  or  Inpatient  Procedure? 


Richard  Milsten,  m.d.,  Louis  L.  Keeler,  m.d., 

Fred  O.  Dorey,  m.d.,  Thomas  C.  McNamara,  m.d.,  marlton* 


Analysis  of  the  first  1,202  patients  treated  with  lithotripsy  in 
New  Jersey  reveals  that  of  7 21  patients  elected  for  outpatient 
management,  only  18  percent  ultimately  required  admission. 
Extracorporeal  shockwave  lithotripsy  can  be  performed  on  an 
outpatient  basis  in  properly  selected  patients . 


The  impact  of  extracorporeal 
shockwave  lithotripsy  (ESWL) 
on  the  management  of  stone 
disease  is  well  recognized  and  accepted.1 5 However,  the 
postoperative  management  of  patients  treated  with 
ESWL  remains  controversial.  In  the  initial  studies,  pa- 
tients were  required  to  be  admitted  to  the  hospital  for 
observation  of  complications  such  as  fever,  hematuria, 
sepsis,  and  data  collection.  Now,  several  lithotripter 
centers,  including  our  own,  have  initiated  outpatient 
treatment.  The  number  of  centers  offering  this  option 
remains  very  much  in  the  minority. 

Our  experience  with  outpatient  ESWL  is  drawn 
from  the  first  1,202  patients  treated  on  New  Jersey’s 
first  lithotripter. 

Method:  After  consultation  with  urologists  certified 
in  shockwave  lithotripsy  by  the  American  Urologic  As- 
sociation, a patient  was  selected  for  either  outpatient 
or  inpatient  treatment.  The  major  factor  in  deciding 
whether  a patient  was  a candidate  for  outpatient  ther- 
apy was  overall  general  medical  health.  Stone  size  and 
location  did  not  weigh  heavily  in  the  decision-making 
process.  Patients  with  stones  greater  than  3 cm  had 
a ureteral  stent  inserted  just  prior  to  ESWL;  those 
patients  with  staghorn  calculi  previously  had  under- 
gone "debulking"  of  the  stone  mass  by  percutane- 
ous nephrolithotripsy.  In  general,  if  the  patient  was 
deemed  a reasonable  risk  for  outpatient  anesthesia. 


then  it  was  felt  that  ESWL  could  be  performed  on  this 
basis.  No  patient  was  permitted  to  leave  the  lithotripter 
center  alone.  In  addition,  the  availability  of  a family 
member  or  a friend  during  the  night  and  a local  urol- 
ogist willing  to  care  for  any  emergency  complications, 
such  as  severe  pain  or  sepsis,  was  mandatory.  An 
absolute  contraindication  to  outpatient  treatment  was 
a solitary  kidney  because  of  fear  of  total  ureteral  ob- 
struction due  to  passage  of  the  stone  fragments. 

If  the  patient  was  selected  for  outpatient  ESWL  and 
had  to  be  admitted  to  the  hospital  within  72  hours  of 
treatment  for  any  reason,  the  procedure  was  con- 
sidered a failure  of  outpatient  management.  Three 
days  were  selected  as  the  cut-off,  since  this  generally 
is  the  upper  limit  of  time  the  patient  remains  in  the 
hospital  when  inpatient  ESWL  is  performed  in  most 
major  lithotripsy  centers. 

Results:  Of  the  initial  1,202  patients  treated  at  The 
Mid-Atlantic  Kidney  Stone  Center,  721  patients  (60 
percent)  were  chosen  for  outpatient  management.  Of 
the  721  patients  selected  for  outpatient  management, 
591  patients  (82  percent)  did  not  require  subsequent 


’Drs.  Milsten,  Keeler,  Dorey,  and  McNamara  are  affiliated  with 
The  Mid-Atlantic  Kidney  Stone  Center.  Correspondence  may 
be  addressed  to  Dr.  Milsten,  The  Mid-Atlantic  Kidney  Stone 
Center,  Garden  State  Community  Medical  Center,  One  Brick 
Road,  Marlton,  NJ  08053. 
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admission  to  the  hospital  within  the  first  72  hours. 
One  hundred  thirty  patients  (18  percent)  selected  for 
outpatient  management  were  hospitalized.  In  virtually 
all  eases,  admission  was  prompted  either  by  pain  un- 
relieved by  oral  analgesics  and/or  nausea  which  did 
not  respond  to  an  antiemetic  suppository. 

Age:  The  average  age  of  outpatients  treated  with 
ESWL  who  did  not  require  subsequent  admission  to 
the  hospital  was  46  years:  this  was  the  same  age  as 
those  outpatients  who  subsequently  required  ad- 
mission. 

Sex:  Of  the  outpatients  treated  with  ESWL  who  did 
not  require  admission  to  the  hospital,  63  percent  were 
males  and  37  percent  were  females.  Of  those  outpa- 
tients who  did  require  admission  to  the  hospital,  58 
percent  were  males  and  42  percent  were  females. 

Type  of  Anesthesia:  Comparing  the  results  with  the 
type  of  anesthesia  administered  to  those  outpatients 
who  did  not  require  admission  with  those  who  did, 
revealed  virtually  identical  findings.  The  majority  in 
both  groups  received  epidural  anesthesia  (Table  1). 

Use  of  Ureteral  Stents:  Twenty-seven  percent  of 
those  patients  who  were  treated  with  ESWL  on  an 
outpatient  basis,  and  did  not  require  admission,  had 
a previously  placed  stent.  Thirty-two  percent  of  the 
outpatients  treated  with  ESWL  who  subsequently  did 
require  admission  had  a stent  already  in  place. 

Anesthetic  Risk:  The  majority  of  patients  in  both 
groups  were  classitied  according  to  the  American 
Anesthesia  Association  Physical  Risk  Class,  as  either 
Class  1 or  Class  2 (Table  2). 


Stone  Burden:  Quantification  of  the  amount  of 
stone  present  (referred  to  as  “stone  burden")  was  de- 
rived by  determining  the  surface  area  of  the  calculus 
as  it  appeared  on  the  kidney,  ureter,  and  bladder 
(KUB).  Those  patients  who  were  treated  with  ESWL 
and  did  not  require  admission  had  an  average  stone 
burden  of  81  mm2.  Those  patients  selected  for  outpa- 
tient therapy  who  did  require  admission,  had  an  aver- 
age stone  burden  of  91  mm2. 

Number  of  Shocks:  Those  patients  who  did  not  re- 
quire admission  within  72  hours  after  ESWL  received 
an  average  of  1.339  shocks.  Those  patients  chosen  for 
outpatient  therapy  that  did  have  to  be  admitted  within 
72  hours  received  an  average  of  1,501  shocks. 

Discussion:  While  most  lithotripsy  centers  still 
admit  patients  for  treatment,  we  feel  that  our  data 
indicate  that  more  than  half  of  all  patients  can  be 
treated  successfully  on  an  outpatient  basis.  We  have 
found  that  most  patients  and  their  families  prefer  to 
avoid  hospitalization  when  possible.  However,  it  is 
mandatoiy  that  the  patient  have  a family  member  or 
a friend  available  during  the  night  in  case  any  signifi- 
cant difficulty  should  arise.  For  patients  who  are 
traveling  long  distances  (more  than  a three-hour 
drive),  we  have  suggested  that  they  remain  at  a motel 
only  ten  minutes  from  the  lithotripter  center  and  a 
hospital  facility.  Such  patients  who  are  on  referral 
from  a distance  may  contact  us  directly  during  the 
night  should  the  need  arise.  Patients  must  be  fore- 
warned that  hospitalization  may  become  necessary  so 
that  they  are  prepared  for  this  event  psychologically. 


TABLE  1 

Type  of  Anesthesia  Received  by  Outpatients 

Outpatients  Not  Outpatients 

Requiring  Admission  Requiring  Admission 


Number 

Percent 

Number 

Percent 

Anesthesia 

Epidural 

567 

96 

124 

95 

General 

17 

3 

4 

3 

Local 

4 

<1 

1 

1 

None 

3 

<1 

1 

1 

591 

100 

130 

100 

TABLE  2 

Outpatients  According  to  ASA  Physical  Risk  Class 

Outpatients  Not 
Requiring  Admission 

Outpatients 
Requiring  Admission 

Number 

Percent 

Number  Percent 

Physical  Risk 
Class  1 

425 

72 

79 

61 

2 

153 

26 

46 

35 

3 

13 

2 

5 

4 

4 

0 

0 

0 

0 

5 

0 

0 

0 

0 

591 

100 

130 

100 

720 


NEW  JERSEY  MEDICINE 


The  cost  savings  of  one  to  three  days  of  hospitalization, 
while  not  computed  by  us,  would  have  to  be  significant. 

No  single  variable  accurately  predicts  whether  or  not 
a patient  is  likely  to  be  successfully  managed  as  an 
outpatient  or  require  subsequent  hospital  admission. 
The  two  factors  accounting  for  virtually  all  patients 
who  had  to  be  admitted  to  the  hospital  following  ESWL 
were  pain  and/or  nausea  There  were  no  deaths  in  the 
entire  series. 

CONCLUSIONS 

Outpatient  extracorporeal  shockwave  lithotripsy  is 
feasible  in  the  majority  of  eases.  Out  of  721  patients. 
130  patients  (18  percent)  who  were  selected  for  outpa- 
tient therapy  required  admission  to  the  hospital  with- 
in 72  hours.  Patients  selected  for  outpatient  treatment 


should  be  adequately  warned  that  there  is  a small,  but 
very  real  possibility  that  they  will  require  admission. 
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Treat  Human  Diabetes  with  Human  Insulin 


John  J.  Shelmet,  m.d.,  princeton* 


A shifting  treatment  strategy  involving  the  preference  of  purified 
pork  insulin  to  human  insulin  has  been  noted  among  a number 
of  physicians  treating  children  and  adolescents  with  insulin- 
dependent  diabetes  mellitus . The  author  discusses  reasons  for 
this  change  and  the  implications  of  this  practice. 


Radical  and  exponential  changes 
in  insulin  therapy  of  diabetes 
have  occurred  in  the  last  decade. 
We  have  seen  a shift  toward  tight  control  of  blood 
glucose,  the  use  of  intensive  subcutaneous  insulin 
regimens  necessary  to  attain  this  control,  and  the  ad- 
vent of  continuous  subcutaneous  insulin  infusion 
therapy  (CSII  via  insulin  pump).  Most  importantly, 
though,  is  the  ever-increasing  trend  in  the  treatment 
of  human  diabetes  with  human  insulin.  At  this  time, 
schedules  for  phasing  out  animal-source  insulins  are 
being  formulated;  this  is  expected  to  occur  in  the  early 
1990s.  However,  although  it  cannot  be  said  to  be  a 
majority,  it  would  seem  that  some  pediatricians  in  New 
Jersey  have  taken  a step  backward  in  insulin  therapy. 
Based  on  what  appears  to  be  anecdotal  evidence, 
purified  pork  insulin  (PP1)  is  being  recommended  by 
a number  of  physicians  treating  children  and  adoles- 
cents with  Type  I diabetes — even  in  those  newly 
diagnosed. 

The  pros  and  cons  of  human  insulin  have  been 
discussed  at  length.  On  the  positive  side,  human  in- 
sulin is  less  antigenic,  is  less  allergenic,  costs  less  than 
PPI.  and  is  more  predictable  in  its  action.  Within  the 
past  five  years,  many  newly  diagnosed  insulin-requir- 
ing diabetics  have  only  known  human  insulin  from  the 
start,  while  many  others  have  been  transferred  from 
animal-source  to  human  insulin  for  various  reasons. 


The  major  criticism  of  human  insulin  among  the  PPI 
advocates  is  that  some  patients  with  previous  satisfac- 
tory glycemic  control  using  PPI  have  exhibited  fasting 
hyperglycemia  with  or  without  early  morning 
ketonuria,  after  transfer  to  a standard  split-mixed  regi- 
men of  human  NPH  (or  Lente)  and  regular  insulin 
before  breakfast  and  dinner.  Proponents  of  human  in- 
sulin therapy  cannot  disagree  with  this  observation. 
It  is  known  that  human  insulin  has  a quicker  onset 
of  action  and  a slightly  shorter  duration  of  action  as 
compared  to  insulins  of  animal  origin.1  To  avoid  early 
morning  insulinopenia,  it  has  been  necessary  in  some 
patients  to  prescribe  intermediate-acting  (NPH  or 
Lente)  insulin  before  bedtime  (rather  than  before  din- 
ner) to  obtain  fasting  blood  sugars  within  an  accept- 
able range.  Some  patients  require  a three-injection- 
per-day  regimen  as  regular  insulin  still  is  required 
before  dinner.  Patients  also  have  been  instructed  to 
inject  human  insulin  15  to  20  minutes  prior  to  a meal 
instead  of  the  longer  interval  recommended  with 
nonhuman  insulins. 

A number  of  reasons  exist  for  the  altered  pharma- 


*Dr.  Shelmet  is  Associate  Attending,  The  Medical  Center  at 
Princeton  and  on  the  staff  at  Princeton  Diabetes  Treatment 
and  Education  Center.  Correspondence  may  be  addressed  to 
Dr.  Shelmet,  Princeton  Diabetes  Treatment  and  Education 
Center,  Carnegie  Professional  Building,  100  Canal  Pointe 
Blvd.,  Princeton,  NJ  08540. 
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cokinetics  of  human  insulin.  The  qualitative  difference 
between  porcine  and  human  insulin  is  the  amino  acid 
substitution  of  alanine  in  the  porcine  insulin  molecule 
at  the  30th  position  (C-terminal)  of  the  B chain  of 
insulin,  while  human  insulin  has  threonine  at  this 
position.  The  hydroxyl  moiety  of  alanine  lends  a 
character  of  decreased  solubility  to  the  nonhuman  in- 
sulins. The  absence  of  this  hydroxyl  group  in  human 
insulin  is  responsible  for  its  increased  solubility  and 
thus  its  quicker  onset  of  action  and  shorter  duration 
of  action.  Another,  and  perhaps  more  important 
reason  for  prolonged  activity  of  insulin  in  patients 
treated  with  animal-source  insulins,  is  the  presence  of 
anti-insulin  antibodies  (ALAs).  The  same  B-30  amino 
acid  substitution  serves  as  an  antigenic  determinant 
in  the  formation  of  ALAs  and  essentially  all  patients 
treated  with  insulin  of  animal  origin  have  circulating 
ALAs. 

The  topic  of  anti-insulin  antibodies  remains  one  of 
the  most  controversial  in  diabetology  today.  ALAs  no 
longer  are  thought  of  simply  as  a consequence  of  ex- 
ogenous insulin  therapy.  It  has  been  shown  by  several 
investigative  groups  that  a significant  number  of 
newly  diagnosed,  and  still  untreated,  Type  I diabetics 
have  significant  titers  of  ALAs  at  the  time  of  diagno- 
sis.23 As  a result,  ALAs  have  been  proposed  as  one  of 
the  latest  possible  serologic  markers  of  the  ongoing 
autoimmunity  and  development  of  Type  I diabetes. 

Many  clinicians  agree  that  ALAs  may  be  an  impor- 
tant factor  in  the  etiology  of  what  is  termed  “brittle 
diabetes.”  Anti-insulin  antibodies  may  serve  as  a con- 
siderable “depot"  of  bound  insulin.  This  bound  insulin 
is,  for  all  practical  purposes,  inactive.  The  impact  of 
ALA-bound  insulin  on  metabolic  control  appears  to  be 
heterogeneous,  unpredictable,  and  unrelated  to  ALA 
titers.  Moderate  levels  of  ALAs  have  been  shown  to  be 
a major  factor  in  prolonging  the  half-life  of  sub- 
cutaneously injected  insulin.4  However,  in  the  very 
same  study,  it  also  was  identified  that  the  same  moder- 
ate levels  of  antibodies  impaired  recovery  from  insulin- 
induced  hypoglycemia.  Berson  and  Yalow,  as  early  as 
1963,  reported  that  nocturnal  hypoglycemia  was  re- 
lated to  insulin  release  from  its  antibody  depot.5  Other 
important  factors  concerning  ALAs  also  must  be  con- 
sidered. Patients  with  significant  ALA  titers  have 
elevated  serum  total  insulin  concentrations.6  This 
must  be  considered  as  we  now  have  recognized  that 
hyperinsulinemia  plays  a significant  role  in  the  de- 
velopment of  the  accelerated  atherosclerosis  seen  in 
diabetic  patients.  ALAs  may  induce  a state  of  insulin 
resistance  in  which  patients  require  hundreds  of  units 
of  insulin  on  a daily  basis;  the  hallmark  of  insulin 
resistance  is  hyperinsulinemia  Finally,  it  is  postulated 
that  the  ALA/insulin  complexes,  as  circulating  immune 
complexes,  may  play  some  role  in  the  pathogenesis  of 
the  microangiopathic  complications  of  diabetes.7 

Prior  to  the  human  insulin  era  PPI  had  provided  a 
very  significant  improvement  in  exogenous  insulin 
therapy.  Transfer  of  patients  from  mixed  beef-pork  in- 
sulin to  PPI  therapy  usually  resulted  in  decreasing 
titers  of  ALAs  and  improved  glycemic  control.  However, 
even  in  some  of  the  earliest  investigations  of  human 
insulin,  newly  diagnosed  Type  I patients  treated  with 


human  insulin  from  the  start  showed  lower  or  absent 
ALA  titers  at  three-  and  six-month  intervals  as  com- 
pared to  patients  treated  from  the  start  with  porcine 
monocomponent  insulin.8  It  now  generally  is  accepted 
that  patients  treated  from  the  start,  or  treated  for  sev- 
eral months  after  transfer  to  human  insulin,  have  sig- 
nificantly lower  or  absent  titers  of  ALAs. 

Therapeutic  convenience  remains  an  extremely  im- 
portant factor  in  patient  care — especially  to  the  pa- 
tient. Certainly,  most  diabetics  would  favor  one  injec- 
tion versus  two  or  three  daily  injections.  However,  the 
“convenience"  of  providing  a more  simplified  insulin 
regimen  via  the  prolonged  insulin  action  noted  with 
the  nonhuman  insulins  may  not  be  worth  the  risk.  We 
have  little  specific  information  regarding  the  associa- 
tion/disassociation  kinetics  of  ALAs  and  insulin.  It  is 
easy  to  theorize  large  quantities  of  bound,  and  inactive, 
insulin  during  periods  of  significant  hyperglycemia. 
Similarly,  the  sudden  release  of  large  amounts  of  free 
insulin  from  the  ALA  “depot"  at  unexpected  times  is 
as  easily  visualized.  This  seems  to  be  a likely  expla- 
nation for  the  severe  and  unexplained  hypoglycemic 
episodes  and  wide  fluctuations  in  blood  glucose  noted 
in  "brittle"  diabetics. 

CONCLUSION 

It  does  not  seem  reasonable  to  “depend"  or  gamble 
on  the  unpredictable  factors  that  may  be  responsible 
for  making  PPI  a more  convenient  insulin  to  use  in  an 
attempt  to  attain  euglycemia  in  the  treatment  of  dia- 
betes. Equal  levels  of  glycemic  control  are  obtained 
with  intensive  human  insulin  regimens  just  the  same, 
although  some  adjustment  may  be  necessary.  It  does 
seem  reasonable  to  prescribe  and  work  with  the  only 
insulin  likely  to  be  available  in  the  years  to  come.  It 
also  seems  reasonable  not  to  subject  today’s  Type  I or 
other  insulin-requiring  diabetics  to  the  possible  im- 
munologic complications  noted  with  insulins  of  ani- 
mal origin. 
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Opinion: 

Mandatory  Assignment  of  Medicare 


William  I.  Weiss,  m.d.* 


The  author  writes  to  Assemblyman  Harold  L.  Colburn , Jr., 
chairman  of  the  Assembly  Health  and  Human  Resources 
Committee;  he  comments  on  opposition  to  bills  A-251 1 
and  A-3305 . 


I am  president  of  the  Essex  Coun- 
ty Medical  Society  whose  mem- 
bers oppose  A-25 1 1 and  A-3305. 
We  favor  a voluntary  approach.  These  bills  are 
unfairly  discriminatory  toward  physicians  and  are  un- 
necessary as  a remedy  for  a problem  which,  in  truth, 
does  not  affect  the  majority  of  senior  citizens. 

To  mandate  acceptance  of  assigned  fees  on  any  pa- 
tient as  a precondition  of  maintaining  a license  to 
practice  medicine  is  an  ill-advised  subversion  of  the 
standards  for  medical  licensure  in  New  Jersey.  The 
State  Board  of  Medical  Examiners  opposes  its  use  as 
a standard.  A license  to  practice  medicine  is  a testi- 
mony of  accomplishment  of  high  standards  based  on 
education,  proficiency,  and  ethical  values.  To  link  it  to 
financial  servitude  is  un-American  and  we  believe  un- 
constitutional. Certainly  it  is  a very  dangerous  concept 
which  will  only  accelerate  the  dismantling  of  the  sys- 
tem of  voluntary  medicine  which  has  produced  the 
highest  level  of  medical  achievement  in  the  world. 

What  makes  this  concept  unfair?  Being  a Medicare 
beneficiary  does  not  automatically  imply  financial 
need.  Indeed,  elderly  Americans  as  a group  have  the 
lowest  poverty  rate  of  any  other  age  group  in  the  na- 
tion. 

In  New  Jersey,  the  problem  of  providing  medical 
care  to  the  needy  elderly  currently  is  being  addressed 
by  physicians  and  senior  citizen  groups  at  both  county 


and  state  levels.  The  vast  majority  of  physicians  already 
voluntarily  accept  assignment  for  needy  patients. 

These  bills  would  penalize  a profession  which  has 
given  more  than  lip  service  to  helping  the  senior 
citizen  with  marginal  financial  resources.  We  volun- 
tarily froze  our  fees  in  1982,  and  in  1983  Congress 
continued  the  freeze.  Our  fees  have  been  further  re- 
duced by  the  Gramm-Rudman  bill.  For  three  years,  we 
were  the  only  segment  of  society  restricted  in  increas- 
ing fees  to  the  elderly  regardless  of  their  financial 
status.  Meanwhile  our  expenses  have  risen  steadily, 
just  like  yours,  and  we  have  the  added  burden  of  ex- 
cessively high  liability  insurance. 

What  makes  these  bills  unwise?  Let  me  point  out 
that  these  bills  dangerously  tamper  with  the  future  of 
medical  care  for  everyone,  especially  the  elderly.  Loss 
of  physician  services  is  a serious  probability  as  man- 
dated medical  fees  below  realistic  levels  will  drive  many 
quality  physicians  out  of  the  Medicare  system.  This 
has  been  predicted  by  economists  and  already  is  occur- 
ring in  Massachusetts  where  mandatory  assignment 
legislation  is  being  challenged.  We  ask  you  to  look 
carefully  at  Massachusetts  where  physicians  are  leav- 
ing the  state  or  retiring  early.  Physician  enrollment  for 


*Dr.  Weiss  now  is  Immediate  Past-President,  Essex  County 
Medical  Society. 
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training  programs  in  geriatric  care  is  decreasing.  At 
a time  when  the  population  of  elderly  citizens  is  grow- 
ing, these  bills  would  serve  as  a disincentive  to  pursue 
geriatrics  as  a specialty.  Another  area  where  these  bills 
would  reduce  the  level  of  medical  care  to  the  seniors 
is  the  rationing  of  Medicare  payments  resulting  in 
rationing  of  services.  Take  as  an  example  the  office 
treatment  of  diabetes:  one  local  physician  was  reim- 
bursed by  Medicare  for  only  four  visits  and  blood  sugar 
tests  a year.  This  illness  may  call  for  that  many  visits 
in  a week  in  some  situations.  Under  mandatory  assign- 
ment, the  physician  would  be  unable  to  properly  treat 
the  patient  without  incurring  substantial  out-of- 
pocket  costs  and  loss  of  revenue.  Physicians  who  treat 
large  numbers  of  elderly  diabetics  would  be  unable  to 
afford  to  give  their  patients  quality  care  and  remain 
in  practice. 

A national  legislative  representative  of  senior 
citizens  said.  “Given  the  potential  access  problem,  the 
American  Association  of  Retired  Persons  (AARP)  can- 
not support  mandatory  assignment." 

The  bills  before  you  are  the  result  of  fear  and  frus- 
tration of  some  senior  citizens.  They  are  afraid  that 
they  will  be  unable  to  afford  medical  care  as  Medicare 
costs  to  them  go  up  and  benefits  decrease.  They  fear 
that  nobody  is  listening  to  them. 

Let  me  assure  you  that  we  are  listening  to  them  and 
we  are  talking  to  them.  The  Medical  Society  of  New 
Jersey  has  regular  conferences  with  senior  citizen 
leaders  and  is  addressing  their  medical  problems.  At 
county  levels  joint  senior  citizen-physician  councils 
are  meeting  regularly.  The  Medical  Society  of  New  Jer- 
sey hosted  a Senior  Citizens  Forum  on  April  9,  1987, 
and  has  passed  a resolution  recommending  that  all 
counties  develop  medical  courtesy  programs  similar  to 


the  voluntary  plan  developed  jointly  by  Union  County 
physicians  and  senior  citizens. 

Under  that  voluntary  plan,  physicians  pledge  to 
accept  Medicare  assignment  for  medical  services  for 
needy  elderly  patients.  The  plan  is  entirely  voluntary 
and  eligibility  for  the  plan  is  determined  by  a Council 
of  Senior  Citizens  who  review  the  applicants  and  issue 
a courtesy  card  to  the  eligible  seniors. 

The  county  medical  society  actively  encourages  its 
physician  members  to  participate  in  the  program.  It 
provides  a list  of  participating  physicians  to  seniors 
whose  physicians  have  not  volunteered  and  en- 
courages those  physicians  to  participate  in  the  plan. 
Senior  citizens  who  possess  State  Pharmaceutical  As- 
sistance to  the  Aged  and  Disabled  (PAAD)  cards  are 
also  eligible  for  the  Medical  Courtesy  Program.  The 
Essex  County  Medical  Society  now  is  developing  such 
a program. 

CONCLUSION 

The  1,800  members  of  the  Essex  County  Medical 
Society  feel  that  bills  calling  for  compulsory  assign- 
ment as  a condition  for  medical  licensure  are  unfair 
and  unnecessary  and  could  create  many  problems  and 
access  difficulties.  The  problem  of  eligible  Medicare 
recipients  is  being  addressed  by  the  voluntaiy  associa- 
tion of  physicians  and  senior  citizen  leaders.  We  reaf- 
firm our  position  that  A-2511  and  A-3305  are  not 
needed,  but  that  there  are  concerns  which  are  being 
addressed  through  the  voluntary  approach.  We  rec- 
ognize the  need  for  continued  dialogue  with  senior 
citizens  and  will  act  through  our  committees  and  de- 
velop medical  courtesy  programs  to  assist  those  in 
financial  need. 
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TELEBILL 

A FEE  COLLECTION  BREAKTHROUGH 

• ALL  CLAIMS  PAPERLESS  FROM  YOUR  OFFICE. 

• PATIENT  STATEMENTS  . ATTRACTIVE,  EFFECTIVE,  PROMPT  AND 
PAPERLESS  FROM  YOUR  OFFICE  WITHOUT  USING  A BILLING  SERVICE. 

• NO  PAPER,  NO  COMPUTERS,  NO  LOSS  OF  CONTROL. 

• $3795.00  OR  LEASE 

A revolutionary  new  approach  to  medical  billing  is  now  available.  With  Telebill  you  can  send  paperless 
insurance  claims  over  a standard  office  phone  without  a computer.  Until  now  electronic  claim  submission  was 
expensive,  complex,  and  limited  to  a small  number  of  insurance  carriers.  NTC  has  developed  a medical  billing 
data  network  which  makes  it  possible  to  send  Blue  Shield,  Medicare,  Medicaid,  most  private,  and  HMO  claims 
through  Telebill,  a small,  typewriter-like  unit  that  connects  to  your  office  telephone.  Telebill  is  easy  to  install 
and  operate.  For  a small  setup  charge,  it  can  be  used  to  transmit  patient  statements  and  to  generate  a full 
accounting  ledger  that  will  replace  the  conventional  card  system  found  in  most  medical  offices. 

NTC  has  been  operating  its  data  network  for  over  two  years  and  is  the  largest  processor  of  private  practice 
insurance  claims  in  New  England.  Telebill  is  the  first  product  designed  specifically  for  the  health  care  provider’s 
unique  billing  needs.  At  $3795.00,  it  is  priced  for  the  small  solo  practice,  but  it  will  handle  the  volume  of  a 
busy  medical  group. 


To  receive  a Telebill  brochure  or  to  schedule  a short  Telebill  demonstration  in  your  office  write  National 
Teledata  Corporation,  7 Great  Valley  Parkway  East,  Malvern,  PA  19355  or  Phone  1-800-642-5029. 


HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 


MSNJ  offers  qualified  doctors  the  comprehensive  protection  most  patients 
enjoy,  with  the  service  and  efficiencies  inherent  to  large,  well-run  group 
plans.  MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice.  Take 
advantage  of  MSNJ  Group  Blue  Cross/Blue  Shield,  Major  Medical  and 
Dental  insurance  . . . it's  good  preventive  medicine! 

Donald  F.  Smith  Sc  Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08S40 
(609)924  8700  (800  )227-6484 
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East  of  the  sun. 

West  of  the  moon. 

Windjammer. 


u A place  to  live  your  fantasies. 

A place  to  free  your  soul. 

To  cozy  up  to  the  Caribbean  sun. 
V To  dance  among  a thousand  stars 
to  the  rhythms  of  steel  drums. 

To  ploy  on  sparkling  white  and 
^ pink  sond  beaches. 

To  discover  the  underwater 
paradise  of  the  reefs. 

To  find  a new  friend  and  shore  the 


intimacies  of  a sensuous  night. 


To  come  olive  and  live. 

To  remember  for  o lifetime. 

6 days  and  6 nights.  From  $625. 

Reservations  toll  free 

1-600-027-2600 

In  Florida  005/373-2090. 


Windjammer 
Barcf  oofCuisc/ 

Post  Office'Box  120. 

Miami  Beach,  Florida  33119. 


DOCTORS’ 

NOTEBOOK 


Trustees’  Minutes 
July  19,  1987 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  July 
19,  1987,  at  the  Executive  Offices  in 
Lawreneeville.  Detailed  minutes  are 
on  file  with  the  secretary  of  your 
county  society.  The  following  infor- 
mation was  omitted  in  the  last  issue 
of  NEW  JERSEY  MEDICINE: 

AMA  Annual  Meeting  . . . 

( 1 )  Resolutions  Introduced  by  New 
Jersey  . . . 

(a)  Formation  of  a Section  on 
Foreign  Medical  Graduates  . . . 

Noted  that  the  AMA  House  of  Del- 
egates did  not  approve  the  establish- 
ment of  a new  section  for  foreign 
medical  graduates. 

(b)  Equality  of  Testing  Foreign 
Medical  Graduates  . . . Noted  that 
the  AMA  House  of  Delegates  did  not 
adopt  this  resolution  calling  for  the 
AMA  to  urge  the  NBME  and  the 
ECFMG  to  reach  an  agreement  that 
graduates  of  foreign  medical  schools 
seeking  an  accredited  residency  may 
take  NBME  examinations  to  meet 
the  examination  requirement  for 
ECFMG  certification,  and  that  the 
AMA  urge  NBME  to  admit  graduates 
of  foreign  medical  schools  to  its 
certification  procedures  as  a means 


of  meeting  the  examination  require- 
ments for  licensure. 

(c)  Hospitals  Limited  to  Partici- 
pating Physicians  . . . Noted  that 
the  AMA  adopted  the  following 
substitute  resolution: 

Resolved,  that  the  American  Medical  As- 
sociation advise  its  members  that  the  de- 
cision of  whether  or  not  to  be  a "partici- 
pating" physician  in  Medicare  is  a per- 
sonal choice;  and  be  it  further 
Resolved,  that  the  AMA  use  all  ap- 
propriate means  to  rescind  those  recent- 
ly enacted  regulations  and  statutes 
which  unfairly  discriminate  against 
health  care  providers,  and  jeopardize  the 
quality,  availability,  and  affordability  of 
health  care  for  the  aged  and  the  infirm; 
and  be  it  further 

Resolved,  that  the  AMA  request  Congress 
to  return  to  the  original  intent  of  the 
Medicare  Law  (Title  XVIII)  as  expressed 
in  Sections  1801  and  1802  enacted  in 
1965;  and  be  it  further 
Resolved,  that  the  AMA  specifically  re- 
quest Congress  to  rescind  the  "incen- 
tive" in  the  Omnibus  Budget  Reconcili- 
ation Act  of  1986  regarding  hospital  re- 
ferral of  Medicare  patients  to  partici- 
pating physicians:  and  be  it  further 
Resolved,  that  the  AMA  work  to  amend 
the  Medicare  law  to  eliminate  any  finan- 
cial incentives  to  Medicare  carriers  for 
signing  up  large  numbers  of  physician 
providers;  and  be  it  further 
Resolved,  that  the  AMA  specifically  seek 
to  rescind,  before  its  effective  date  of  Oc- 
tober 1,  1987,  the  Omnibus  Budget  Rec- 
onciliation Act  of  1986  provision  that  re- 
quires a nonparticipating  physician  who 
performs  an  elective  surgical  procedure 
on  an  unassigned  basis  for  a Medicare 
beneficiary  to  provide  the  beneficiary  in 
writing  the  estimated  approved  charge 
under  Medicare,  the  excess  of  the  physi- 
cian's actual  charge  over  the  approved 
amount  and  the  coinsurance  applicable 
to  the  procedure. 

(d)  Medicare  Nonparticipation  . . . 

Noted  that  this  was  considered  with 
the  resolution  on  hospitals  limited 
to  participating  physicians  (pre- 
vious item);  the  substitute  reso- 
lution was  adopted. 

(e)  Physician  Responsibility  in 
Teaching  Programs  . . , Noted  that 
this  resolution  was  referred  to  the 
AMA  Board  of  Trustees. 

(f)  Medicare  Reimbursement- 
Maximum  Allowable  Actual 
Charges  . . . Adopted  the  following 
substitute  resolution: 

Resolved,  that  the  AMA  continue  to  seek 
judicial,  legislative,  and  regulatory 
changes  that  will  eliminate  the  Medicare 
maximum  allowable  actual  charge 
(MAAC)  regulations  for  nonparticipating 
physicians;  and  be  it  further 
Resolved,  that,  in  the  meantime,  the  AMA 
seek  to  assure  that  all  Medicare  fiscal 
intermediaries  send  to  nonparticipating 


physicians  adequate  information  for  cal- 
culating MAAC  levels;  and  be  it  further 
Resolved,  that  the  AMA  support  any  indi- 
vidual component  society’s  legal  efforts 
to  prevent  passage  or  overturn  any  state 
law  that  restricts  the  right  of  physicians 
to  contract  for  services  rendered  to  their 
patients  provided  that: 

1.  The  state  association  applies  to  the 
AMA 

2.  The  Board  of  Trustees  agrees  that  the 
litigation  is  meritorious; 

3.  The  Board  will  determine  the  extent 
of  the  support;  and 

4.  If  the  Board  of  Trustees  determines 
that  the  request  is  without  merit,  it  will 
inform  that  state  association  of  the  defi- 
ciencies of  its  approach. 

(2)  Great  Lakes  States  Coalition 

. . . Commended  Doctor  Franzoni 
for  the  exemplary  manner  in  which 
the  Coalition  session  was  con- 
ducted. 

1987  MSNJ  Annual  Meeting  . . . 

(1)  Resolution  #2  and  Substitute 
Resolution  #2 — X-ray  Demonstra- 
tion of  Chiropractic  Subluxation 

, . . Supported  the  position  of  Legal 
Counsel  and  will  so  advise  the  1988 
House  of  Delegates.  Note:  Legal 
Counsel  sees  no  practical  benefit  to 
adoption  of  either  of  the  Resolutions 
(see  Tr  19). 

(2)  Resolution  #9— Minimal  Child 
Health  Coverage  . . . Received  and 
filed  correspondence  from  the 
Health  Insurance  Association  of 
America  noting  that  it  cannot  dic- 
tate to  its  member  companies  what 
services  or  benefits  they  should 
provide  within  their  contracts,  and 
that  policyholder  interest  and  pref- 
erence determines  the  extent  or  cov- 
erage of  various  benefit  packages. 

(3)  Resolution  # 18— Plastic  Pol- 
lution , . . Received  and  noted  cor- 
respondence from  the  Commis- 
sioner of  Environmental  Protection 
stating  that  they  have  initiated  a 
study  to  characterize  the  floatables, 
define  the  beach  areas  most  im- 
pacted, and  to  determine  potential 
sources  of  these  materials. 

(4)  Resolution  #23— Medicare 
Nonparticipation  . . . Approved  a 
letter  to  be  sent  to  the  membership 
regarding  Medicare  nonparticipa- 
tion. 

(5)  Resolution  *31E — Forced  As- 
signment on  Laboratory  Fees  , . . 

Received  and  filed  correspondence 
from  the  Health  Care  Financing  Ad- 
ministration advising  that  it  is  not 
within  its  administrative  authority 
to  remove  the  assignment  require- 
ment from  laboratory  tests  per- 
formed in  physicians'  offices. 
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Unfinished  Business  . . . Noted  that 
in  October  1986,  correspondence 
was  sent  to  the  Commissioner  of  In- 
surance suggesting  that  carriers  be 
directed  to  list  on  their  insured's  I.D. 
cards  whether  they  are  primaiy  or 
secondary  insurer;  the  Department 
stated  this  would  not  be  possible 
and  Mr.  Maressa  will  keep  the  Board 
informed  of  any  further  action. 

UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

Through  our  developing  New  Jer- 
sey Cancer  Center  at  University  Hos- 
pital. UMDNJ  has  been  steadily  gain- 
ing ground  toward  its  goal  of  achiev- 
ing recognition  by  the  National  Can- 
cer Institute  as  a comprehensive 
cancer  center.  This  objective,  punc- 
tuated in  recent  months  by  federal 
grants  for  facilities  and  research 
programs,  gained  a further  boost 
with  our  University's  recent  accep- 
tance as  a full  member  of  the  East- 
ern Cooperative  Oncology  Group 
(ECOG). 

The  designation  as  a comprehen- 
sive cancer  center  is  the  highest 
status  granted  by  the  federal  govern- 
ment to  a cancer  treatment  and  re- 
search center.  Only  13  centers  na- 
tionwide have  received  this  recog- 
nition. 

A consortium  of  30  member  insti- 
tutions, ECOG  conducts  clinical  re- 
search trials  of  promising  new  drugs 
and  other  methods  of  combatting 
the  disease.  ECOG  was  created  in 
1955  by  the  National  Cancer  In- 
stitute and  has  evolved  from  a 5- 
member  consortium  of  Eastern  sea- 
board organizations  into  a 30-mem- 
ber internationsl  organization. 
UMDNJ's  membership  includes  our 
Newark-based  UMDNJ-New  Jersey 
Medical  School  and  UMDNJ-Univer- 
sity  Hospital,  and  two  of  our  major 
affiliates:  VA  Medical  Center  in  East 
Orange  and  Newark  Beth  Israel 
Medical  Center.  In  recent  months, 
UMDNJ  has  also  gained  member- 
ship in  the  Radiation  Therapy  On- 
cology Group  and  Los  Angeles-based 
Children's  Cancer  Study  Group. 

In  other  research  areas,  two  mem- 
bers of  the  faculty  at  UMDNJ-Robert 
Wood  Johnson  Medical  School,  Pis- 
cataway,  have  gained  national  recog- 
nition for  work  in  their  specialties. 

Dr.  Donald  A.  Winkelmann,  assis- 
tant professor  of  pathology,  received 
a five-year,  8321,710  New  Investi- 


gator's Award  from  the  National  In- 
stitute of  Arthritis  and  Musculo- 
skeletal and  Skin  Diseases.  Dr. 
Winkelmann,  whose  interest  lies  in 
the  interaction  of  proteins  in  muscle 
contraction,  also  has  received  a five- 
year.  8175,000  research  grant  from 
the  American  Heart  Association. 

Dr.  Richard  A.  Mann,  assistant 
professor  of  medicine,  is  studying 
the  role  of  the  immune  system  in 
kidney  disease  as  one  of  six  na- 
tionwide recipients  of  a Young  In- 
vestigator Award  from  the  National 
Kidney  Foundation.  In  addition  to 
the  two-year,  830,000  award.  Dr. 
Mann's  promising  work  is  support- 
ed by  the  Foundation  of  UMDNJ  and 
the  federal  government. 

Through  the  efforts  of  Dr.  Leo- 
nard Bieloiy  and  his  Division  of  Al- 
lergy and  Immunology  at  the  Newark 
campus,  UMDNJ  has  joined  a na- 
tional network  of  pollen  and  mold 
stations  endorsed  by  the  American 
Academy  of  Allergy  and  Immunology. 
The  Academy  records  pollen  counts 
across  the  country  under  a grant 
from  the  National  Institute  of 
Health.  This  spring,  just  at  the  onset 
of  the  allergy  season.  Dr.  Bielory  in- 
stalled his  airborne  pollen  and  mold 
detector  atop  the  University’s 
George  F.  Smith  Library  of  the 
Health  Sciences.  Since  then,  air 
quality  information  has  been  made 
available  to  the  public  by  calling 


201/456-6518.  Samples  of  more 
than  200  types  of  pollen  and  spores 
are  collected  daily. 

The  motorized  sampling  device 
collects  air  particles  on  spinning 
plastic  rods  coated  with  grease. 
Each  day  the  rods  are  removed  and 
stained  to  make  the  materials  visible 
on  slides  that  are  placed  under  a 
microscope  for  examination.  The 
count  is  based  on  grains  per  cubic 
meter  of  air.  with  0-100  considered 
low,  100-500  medium  and  500-1000 
high. 

I'm  pleased  to  report  a number  of 
significant  individual  accomplish- 
ments at  our  medical  schools. 

• Dr.  Robert  Johnson,  director  of 
adolescent  medicine  at  the  UMDNJ- 
New  Jersey  Medical  School,  has  been 
elected  chairman  of  a state  task 
force  on  adolescent  pregnancy. 

• Gabriel  T.  Tatarian,  a fourth- 
year  student  at  the  UMDNJ-School 
of  Osteopathic  Medicine,  has  been 
selected  by  the  NIH  to  participate  in 
its  clinical  elective  in  the  neu- 
robiology of  aging  and  dementia. 

• Jill  A.  Freeman,  a second-year 
student  at  Robert  Wood  Johnson 
Medical  School,  was  among  25  stu- 
dents nationally  selected  for  a 
Smith-Kline  Beckman  Medical  Per- 
spectives Fellowship;  she  spent  the 
summer  studying  the  physician's 
role  in  a hospice. 

I also  would  like  to  acknowledge 


CANDIDATES  FOR 
MSNJ  OFFICES 

If  you  are  interested  in  becoming  an  Officer, 
Trustee,  or  member  of  the  AMA  Delegation,  a new 
opportunity  exists  for  you. 

The  Nominating  Committee  will  meet  several 
times  this  year  to  consider  candidates.  We  will 
consider  members  other  than  those  recommended 
by  county  medical  societies  and  nominating  del- 
egates for  any  of  these  offices.  The  first  meeting 
of  the  Nominating  Committee  is  November  18, 
1987,  at  10  A.M. 

If  you  wish  to  be  considered,  please  contact  your 
coLinty  medical  society  or  the  Medical  Society  of 
New  Jersey  for  the  necessary  forms. 

This  is  a real  opportunity  for  grassroots  can- 
didate development  and  we  urge  you  to  use  it. 
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the  generous  gift  provided  to  us  by 
Assemblywoman  Dolores  G.  Cooper 
of  Atlantic  County  who  donated  her 
late  husband's  dental  library  to  our 
George  F.  Smith  Library  of  the 
Health  Sciences.  Dr.  Cooper,  who 
died  last  year,  practiced  dentistry  in 
Atlantic  City  for  40  years. 


AMNJ  Report 

Anthony  Minnefor,  M.D. 

President 

The  Academy  is  pleased  to  an- 
nounce that  our  major  annual  CME 
publication.  The  1987-1988  Annual 
Calendar,  was  mailed  to  our  Fellows 
at  the  end  of  August.  The  60-page 
booklet  contains  over  600  activities 
for  the  forthcoming  academic  year, 
which  represents  about  half  of  the 
total  number  of  programs  we  spon- 
sor and  jointly  sponsor  for  the  year. 

We  remind  New  Jersey  physicians 
that  the  programs  listed  in  the 
Calendar,  as  well  as  hundreds  of  ad- 
ditional activities,  will  be  listed  in 
more  detail  in  our  regularly  pub- 
lished Monthly  Programs,  which 
begin  with  the  October  issue.  The 
Academy  acknowledges  the  gener- 
ous support  of  Hoechst-Roussel 
Pharmaceuticals  Ine.  in  assisting  us 
in  distributing  this  publication. 

Academy  staff  has  been  working 
over  the  summer  months  to  prepare 
the  1 987-88  Membership  Directory. 
which  will  be  distributed  statewide 
this  fall.  All  Fellows  who  are  in  good 
standing  will  be  included  along  with 
their  address,  telephone  number, 
and  specialty. 

As  we  enter  the  fifth  year  of  the 
Academy’s  highly  regarded  First 
Wednesday  luncheon  series,  we  de- 
cided to  change  the  format  and  cos- 
ponsor a selected  number  of  pro- 
grams with  various  county  medical 
societies.  We  feel  that  by  holding 
some  of  these  sessions  on  the  local 
level,  we  will  significantly  increase 
attendance  and  provide  a more  con- 
venient opportunity  for  our  Fellows 
to  participate. 

The  first  event  will  be  held  on  No- 
vember 4,  1987,  in  conjunction  with 
the  Bergen  and  Passaic  County 
Medical  Societies.  We  are  delighted 
that  the  Citizen’s  Committee  on  Bio- 
medical Ethics  will  cosponsor  the 
session  and  provide  prominent  pan- 
elists on  The  Dilemmas  oj Dying  in 
the  80's:  Whose  Decision  Is  It?  Ten- 
tative plans  are  to  hold  similar 
sessions  in  the  central  (Middlesex 


County)  and  southern  (Camden 
County)  parts  of  the  state.  The  No- 
vember 4,  1987,  meeting  will  be  held 
at  the  Bergen  Pines  County  Hospital 
in  Paramus  and  begins  at  12:00 
noon  with  lunch. 

The  Academy  has  joined  the  New 
Jersey  Department  of  Human  Ser- 
vices Division  of  Developmental  Dis- 
abilities in  the  formation  of  the 
Division's  first  comprehensive  con- 
tinuing medical  education  program. 
This  affiliation  with  New  Jersey’s 
ten  Developmental  Centers  will 
enable  the  Academy  to  provide  direct 
CME  services  and  programs  at  each 
site.  In  addition,  selected  profes- 
sional staff  at  the  Centers  will  par- 
ticipate as  speakers  in  the  Acade- 
my’s Roving  Symposium  series.  This 
affiliation  was  kicked-off  with  a 
series  of  day-long  meetings  at  the 
Academy  on  June  9,  1987. 

The  Academy  of  Medicine's  An- 
nual Awards  Dinner  will  be  held  on 
Wednesday,  May  25,  1988,  at  the 
Chantieler  in  Short  Hills.  The 
Academy’s  Awards  Committee  is 
presently  soliciting  for  recommen- 
dations for  candidates  for  our  two 
Awards.  All  New  Jersey  physicians 
are  invited  to  submit  recommen- 
dations. The  deadline  for  receiving 
recommendations  for  the  1988 
Awards  is  October  30,  1987. 

The  Academy  again  will  play  a 
major  role  in  the  selection  process 
for  the  1988  Clara  Barton  Medical 
Service  Award.  This  project  is  part  of 
a statewide  effort  by  Governor  Kean 
to  improve  the  image  of  New  Jersey 
and  to  recognize  New  Jerseyans  who 
have  accomplished  many  great  and 
important  advances  in  a wide  va- 
riety of  fields.  As  you  no  doubt  are 
aware.  Dr.  Leon  G.  Smith  was 
selected  to  receive  the  1987  Award 
which  recognizes  outstanding  ef- 
forts and  contributions  to  the  wel- 
fare of  human  life.  If  you  have  a rec- 
ommendation to  make  or  you  would 
like  additional  infonnation  on  the 


Award,  please  contact  Cal  Heitz- 
mann  at  the  Academy's  Executive 
Offices. 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportuni- 
ties for  practice  in  New  Jersey.  The  in- 
formation listed  below  has  been  sup- 
plied by  the  physicians.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

EMERGENCY  MEDICINE— Walter  M. 
Bakun.  M.D.,  199  Casterline  Rd.,  Den- 
ville,  NJ  07834.  St.  George  (Grenada) 
1983.  Also,  internal  medicine.  Board 
eligible.  Available. 

ENDOCRINOLOGY— Madeline  M.  Man- 
zione,  M.D.,  141  Holmes  St..  Apt.  16. 
Belleville,  NJ  07109.  New  York  Medical 
1979.  Board  eligible.  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able. 

Alex  Stewart  Stagnaro-Green,  M.D., 
228  Voorhis  Ave.,  River  Edge,  NJ 
07661.  Mount  Sinai  1983.  Also, 
internal  medicine.  Board  eligible. 
Board  certified  (IM).  Partnership, 
group,  solo.  Available  July  1988. 

FAMILY  MEDICINE— William  Jeffrey 
Rayner.  M.D.,  2000  Linwood  Ave.,  Fort 
Lee.  NJ.  New  York  Medical  1975.  Board 
certified.  HMO  or  group.  Available. 

INTERNAL  MEDICINE— Walter  M. 
Bakun.  M.D.,  199  Casterline  Rd.,  Den- 
ville.  NJ  07834.  St.  George  (Grenada) 
1983.  Also,  emergency  medicine. 
Board  eligible.  Available. 

Robert  P.  Beswick  M.D.,  2316  W.  Cor- 
tez St.,  Chicago,  IL  60622.  Illinois 
1981.  Board  certified.  Group,  partner- 
ship, clinic,  industry.  Available. 

Glenn  A Dubov.  M.D..  75-36  Bell  Blvd., 
Apt.  2A.  Bayside,  NJ  11364.  Chicago 
1983.  Board  certified.  Group  or  part- 
nership. Available  July  1988. 

Marta  Meyers,  M.D.,  43  Beals,  Brook- 
line. MA  02146.  Pennsylvania  1981. 
Board  certified.  Group  or  partnership. 
Available. 


ARE  YOU  MOVING 

If  so,  please  send  a change  of  address  to  NEW  JERSEY  MEDICINE, 
Medical  Society  of  New  Jersey,  Two  Princess  Road,  Lawrenceville,  NJ 
08648,  at  least  six  weeks  before  you  move. 

Name  

Address 

City State  Zip 

County 
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DOCTORS: 

If  you've  ever  wondered 
how  computers  could 
improve  your  practice, 
now's  the  perfect  time 
to  find  out. 

Like  most  doctors,  you  have  no  time  to 
waste.  But  who  wouldn't  invest  a little  time  if  it 
could  mean  being  more  productive?  And  if  it 
could  pay  for  itself  many  times  over? 

Which  is  why  you  should  visit  your  local 
NYNEX  Business  Center.  Where  you'll  find: 

• Computer  seminars  taught  by  experts  in  the 
medical  profession; 

• A staff  of  medical  specialists  who  can  take 
you  from  initial  analysis  of  your  needs  to 
implementation  of  business  solutions; 

• Hands-on  instruction  by  thoroughly  trained 
professionals; 

• Financial  alternatives  and  leasing 
arrangements; 

• A commitment  to  unparalleled  service  and 
support; 

• And  much  more! 

So  visit  your  NYNEX  Business  Center 
today.  Talk  with  a medical  specialist.  And  find 
out  how  solutions  from  NYNEX  can  help  you 
better  manage— and  grow— your  business. 
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Leilani  L.  Nixon,  M.D.,  1175  Gail  Dr.. 
Buffalo  Grove.  IL  60089.  Illinois  1985. 
Board  eligible.  Partnership  or  solo. 
Available  July  1988. 

Alex  Stewart  Stagnaro-Green,  M.D.. 
228  Voorhis  Ave.,  River  Edge.  NJ 
07661.  Mount  Sinai  1983.  Also,  en- 
docrinology. Board  certified.  Board 
eligible  (ENDOCRIN).  Partnership, 
group,  solo.  Available  July  1988. 

NEPHROLOGY— Glenn  A.  Dubov.  M.D., 
75-36  Bell  Blvd.  Bayside.  NJ  11364. 
Chicago  1983.  Also,  internal  medicine. 
Board  certified  (IM).  Group  or  partner- 
ship. Available  July  1988. 

Ziaulhaq  Zia  M.D.,  321  Murray  Dr.. 
*B.  King  of  Prussia,  PA  19406.  Ameri- 
can University  (West  Indies)  1981. 
Also,  internal  medicine.  Group,  solo, 
partnership,  hospital,  clinic.  Available. 

NEUROLOGY— Samir  Al-Kabbani,  M.D.. 
2811  C Bleeker  Sq..  Winston-Salem. 
NC  27106.  Damascus  (Syria)  1979. 
Single  or  multispecialty  office.  Avail- 
able. 

NUCLEAR  MEDICINE — Jose  M.  Diaz. 
M.D.,  William  Beaumont  Hospital, 
3601  West  13  Mile  Rd..  Royal  Oak.  MI 
48072.  Puerto  Rico  1981.  Board 
eligible.  Group,  partnership,  solo. 
Available. 

OPHTHALMOLOGY— Michael  J.  Caruso. 
D.O..  4041  Balwynne  Park  Rd.,  Phila- 
delphia PA  19131.  PCOM  1984.  Board 
eligible.  Solo.  Available  July  1988. 

ORTHOPEDIC  SURGERY— Richard 
Lebovicz,  M.D.,  707  Abbott  St.,  High- 
land Park,  NJ  08904.  Dovvnstate  1979. 
Board  eligible.  Partnership  or  solo. 
Available. 

PEDIATRICS — Subrahmanyam  Gianti, 
M.D.,  524  Morris  Ave.,  Apt.  2K,  Eliza- 
beth, NJ  07208.  Gunta  (India)  1979. 
Board  eligible.  Solo  or  group.  Available. 
Meera  Gupta  M.D.,  57  Lawrence  Dr.. 
Berkeley  Heights,  NJ  07922.  Nehru 
Medical  College  (India)  1977.  Board 
eligible.  Group  or  partnership.  Avail- 
able. 

PLASTIC  SURGERY— Marcia  V.  Ormsby. 
M.D.,  445  East  68th  St.,  *11-0.  New 
York,  NY  10021.  Massachusetts  1982. 
Board  eligible.  Partnership  or  solo. 
Available. 

SPORTS  MEDICINE— F.J.  Bejjani,  M.D., 
Ph.D.,  375  South  End  Ave..  New  York, 
NY  10280.  University  of  Paris  1980. 
Board  eligible.  Group  or  partnership. 
Available. 

SURGERY— V.  Michael  Miller.  M.D.,  2417 
Walden  Dr..  Wichita  KS  67226-1005. 
Iowa  1951.  Also,  vascular  and  thoracic 
surgery.  Board  certified.  Group,  part- 
nership, hospital.  Available. 

SURGERY,  THORACIC /CARDIOVAS- 
CULAR—Michael  D.  Harostock.  M.D.. 
2337  Gavinley  Way,  Columbus,  OH 
43220.  Georgetown  1981.  Board  eli- 
gible. Available  July  1988. 
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To  show  you  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 

INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HC1)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients2  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 


Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 
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The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE  PACKAGE  CIRCULAR ) 

INDERAL-  LA  brand  ol  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  lo  provide  a sustained  release  ot  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg.  80  mg.  120  mg.  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL  the  chronotropic,  inotropic  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60. 80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  lor 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  ot  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  I IDERAL  LA  is  indicated  for  the 
long-term  management  ot  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  ot  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  iNDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first-degree 
block,  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary. they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  musclG 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and'or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician  s advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subiect  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3,  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pme  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytom.  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance 
Chlorpromazme.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Antipyrme  and  hdocame  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Cimetidme  decreases  the  hepatic  metabolism  of  propranolol  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg'kg/day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness  fatigue  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics  For  immediate 
formulations,  fatigue,  lethargy. and  vivid 
dreams  appear  dose  related 
Gastrointestinal:  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis. 

Allergic  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory:  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  coniunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose.  INDERAL  LA  therapy  should 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 
weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use. 

♦The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  Is  complied  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  UMDNJ.  For 
Information  on  accreditation,  please 
contact  the  sponsoring  organization^) , 
Indicated  by  italics— last  line  of  each 
item. 


ANESTHESIOLOGY 

November 

17  Postoperative  Hypertension: 
Diagnosis  and  Treatment 

6-9  p.m. — Ramada  Inn.  Clark 
(NJ  State  Society  of 
Anesthesiologists) 

2  Anesthetic  Considerations  in 
Evoked  Potential  Monitoring 

8-8:50  am— UMDNJ-Robert  Wood 
Johnson  Medical  School.  MEB-593, 
New  Brunswick 
(UMDNJ) 

CARDIOLOGY 

November 

1 1 Newer  Cardiac  Drugs 

1:30-2:30  p m — Essex  County 
Hospital  Center.  Cedar  Grove 
(AMNJ) 

23  Advanced  Cardiac  Life-Support 

24  Provider  Course 

30  UMDNJ-New  Jersey  Medical 
School.  MSB-648.  Newark 
(UMDNJ) 

December 

6 Sixth  Annual  Update  in  Cardiac 
Medicine  and  Surgery 

UMDNJ-New  Jersey  Medical 
School.  Newark,  call  201/456-4267 
(UMDNJ) 


1 0  Treatment  of  Non-Q  Wave  MI 

1 1 am  — St.  Joseph's  Hospital  and 
Medical  Center,  Paterson 

(St.  Joseph's  Hospital  and  Medical 
Center) 

1 0 Management  of  the 
Postmyocardial  Infarction  Patient 

5-6:30  p.m. — Fuld  Auditorium, 
Somerset  Medical  Center. 
Somerville 

(Somerset  Medical  Center) 

1 2 Evolution  of  Aortic  Surgery 

9- 10:30  a.m. — Johnson  Auditorium. 
Saint  Joseph's  Hospital  and 
Medical  Center,  Paterson 
(Saint  Joseph's  Hospital  and 
Medical  Center) 

1 5 Current  Status  of  Cardiac 
Transplants 

12  noon-1  p.m  — Saint  Mary's 
Hospital,  Orange 

(AMNJ) 

DERMATOLOGY 

November 

1 1 Principles  of  Dermatological 
Therapy 

10:30-1  1:30a.m  — St.  Mary's 
Hospital.  Passaic 
(AMNJ) 

December 

8  Dermatology  Lecture 

8-10  p.m, — Schering  Corporation, 
Kenilworth 

(The  Dermatological  Society  of 
New  Jersey) 

18  Common  Dermatoses 

10:30- 1 1 :30  am  — Woodbridge 
Developmental  Center 
(AMNJ) 

MEDICINE 

November 

2 Rheumatology  Staff  Conference 

5:30-7  p m. — Robert  Wood  Johnson 
University  Hospital.  MEB-393. 

New  Brunswick 
(UMDNJ) 

3 Primary  Biliary  Cirrhosis 

7-8  p.m  — West  Hudson  Hospital, 
Kearny 

(West  Hudson  Hospital) 

3 Renal  Pathology  Conference 

12  noon-1  p.m. — UMDNJ-Robert 
Wood  Johnson  Medical  School, 

New  Brunswick 
(UMDNJ) 

4 AIDS  Update:  Adults,  Teens, 
Children,  Innovations.  Myths, 
Facts,  and  Prevention 

8 am. -3  p.m. — Quality  Inn,  Route  1 
South,  New  Brunswick 
(NJ  Public  Health  Association.  NJ 
State  Dept,  of  Health.  NJ  State 
Dept  oj Human  Services) 

4  Fluid  and  Electrolytes 

8:30- 10  am  — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

4 Hawaii  Workshop — In  Vitro 

19  Allergy  Seminar 

For  information,  call  201/837-2174 
(Holy  Name  Hospital) 

5 Topics  in  Toxicology 

12  4-6  p.m  — Coriell  Institute.  Camden 
19  (Coriell  Institute) 


6 Immunology  for  the  Practicing 
Physician 

For  information,  call  201/456-4267 
(UMDNJ) 

7 Infectious  Disease  Update 

8:30  a.m.  12  noon— Ramada  Inn, 
Clifton 

(General  Hospital  Center  at 
Passaic) 

9  General  Allergy 

7-8  pm. — Wall  kill  Valley  General 

Hospital,  Sussex 

(AMNJ) 

9-  Alzheimer’s  Disease  ’87 

10  All  Day,  Fountainbleau  Hilton, 
Miami  Beach.  Florida 
(Gerontology  Institute  of 
New  Jersey) 

10  Thyroid  Diseases 

12  noon-1  p.m  — Hospital  Center  at 
Orange 

(Hospital  Center  at  Orange) 

1 1 Update  on  the  Management  of 
Type  II  Diabetes 

7-9  p.m  — The  Villa  Mattar 
Restaurant,  Allamuchy 
(Hackettstown  Community 
Hospital) 

1 1  Diagnosis  and  Management  of 
Pulmonary  HTN 

8:30- 10  am. — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

1 1 Medical  Grand  Rounds 

18  10  am  — St.  Mary  Hospital. 

25  Hoboken 

(St.  Mary  Hospital) 

1 2 Immune  Alterations  by  Heavy 
Metals  and  Cellular  Thiols 

4-6  p.m. — Coriell  Institute,  Camden 
(Coriell  Institute) 

12  Joint  Meetings 

7:30-9:30  p.m  — Saint  Barnabas 
Medical  Center,  Livingston 
(Radiological  Society  of  NJ. 

NJ  Institute  of  Ultrasound  in 
Medicine.  AMNJ) 

14-  Sixth  Annual  Advances  in  Pain 
15  Management 

7:30  am.  3:30  p.m— Vista  Hotel, 

New  York  City 
(UMDNJ) 

14  Current  Concepts  in  the  Diagnosis 
and  Management  of  Osteoporosis 

9 am.  1 p.m  — Marriott  Hotel,  Newark 

Airport,  Newark 

(UMDNJ) 

17  Regional  Nephrology  Conference 
Series 

4-5  p.m.— UMDNJ-Robert  Wood 
Johnson  Medical  School,  MEB, 

New  Brunswick 
(UMDNJ) 

18  Peptic  Ulcer  Disease 

10:30-1  1:30a.m.— Christ  Hospital. 
Jersey  City 
(Christ  Hospital) 

18  Rheumatology 

8:30- 10  am  — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

18  Rheumatology:  Arthritis 

10:30-1  1:30a.m — St.  Mary’s 
Hospital,  Passaic 
(AMNJ) 

1 8 Fall  Refresher  Course — 1987 
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Debach 
Heat  end  Lung 
Center 


CLINICAL  UPDATE 
PULMONARY  MEDICINE 


December  2,  1987 


COURSE  DESCRIPTION: 

The  Fourth  Annual  Clinical  Update  is  designed  to  provide  family  practitioners,  general  internists  and  other 
interested  physicians  with  an  updated  review  of  pulmonary  disorders  which  are  commonly  encountered  in  clinical 
practice  as  well  as  certain  disorders  which  are  of  current  topical  interest.  The  program  has  been  carefully  selected 
to  ensure  a good  blend  of  established  and  new  methods  and  approaches  to  pulmonary  diseases. 

The  morning  session  will  provide  participants  with  systematic  approaches  to  lung  function  testing,  asthma  therapy 
and  the  lung  diseases  associated  with  connective  tissue  disorders  such  as  systemic  lupus  erythematosus,  rheumatoid 
arthritis  and  scleroderma.  The  Clara  Falk  Franks  Lecture  will  focus  on  the  important  but  hard-to-recognize  problem 
of  sleep  apnea. 

The  afternoon  session  will  present  current  concepts  in  the  diagnosis  and  management  of  cor  pulmonale  and 
interstitial  lung  disease  and  conclude  with  a report  on  the  current  status  of  AIDS,  in  which  pulmonary  involvement 
is  almost  universal. 

Throughout  the  day,  emphasis  will  be  placed  on  risk  factors,  natural  history,  early  detection,  prognosis,  newer 
diagnostic  techniques  and  new  methods  of  therapy. 


A.M.  MORNING  SESSON 

Moderator:  David  M.F.  Murphy,  M.D. 

8:00  Registration 
8:30  Welcome 

8:45  Pulmonary  Manifestations  of  Collagen  Vascular 
Disease 

Gregory  R.  Owens,  M.D. 

9:35  Clara  Falk  Franks  Lecture:  Recognition  and 
Management  of  Sleep  Apnea 
Clifford  W.  Zwillich,  M.D. 

10:25  Coffee  Break 

10:45  A Practical  Guide  to  Lung  Function  Testing 
David  M.F.  Murphy,  M.D. 

1 1 :35  Asthma:  New  Strategies  in  Diagnosis  and 
Treatment 

Clifford  W.  Zwillich,  M.D. 

P.M.  AFTERNOON  SESSION 

Moderator:  Mervyn  Feierstein,  M.D. 

12:25  Luncheon 

1:30  Cor  Pulmonale:  Diagnosis  and  Treatment 
Alfred  P.  Fishman,  M.D. 

2:20  Interstitial  Lung  Diseases:  Current  Concepts  in 
Pathogenesis,  Staging  and  Therapy 
Ronald  G.  Crystal,  M.D. 

3:10  Pulmonary  Complications  in  AIDS 
Diane  E.  Stover,  M.D. 

4:00  Adjourn 


GUEST  FACULTY 

RONALD  G.  CRYSTAL,  M.D.,  Chief,  Pulmonary  Branch, 
Heart,  Lung  and  Blood  Institute,  National  Institutes  of 
Health,  Bethesda,  Maryland 

ALFRED  P.  FISHMAN,  M.D.,  William  Maul  Measey 
Professor  of  Medicine  and  Director,  Cardiovascular- 
Pulmonary  Division,  University  of  Pennsylvania,  Philadel- 
phia, Pennsylvania 

GREGORY  R.  OWENS,  M.D.,  Associate  Professor  of  Medi- 
cine and  Associate  Chief,  Pulmonary  Medicine  Division, 
University  of  Pittsburgh  School  of  Medicine,  Pittsburgh, 
Pennsylvania 

DIANE  E.  STOVER,  M.D.,  Associate  Professor  of  Medicine, 
Cornell  University  Medical  College;  Chief,  Pulmonary  Ser- 
vice, Memorial  Sloan  Kettering  Cancer  Center,  New  York, 
New  York 

CLIFFORD  W.  ZWILLICH,  M.D.,  Professor  of  Medicine  and 
Chief,  Pulmonary  Division,  Pennsylvania  State  University 
School  of  Medicine,  Hershey,  Pennsylvania 

LOCAL  FACULTY 

MERVYN  FEIERSTEIN,  M.D.,  Program  Director,  Attending 
Pulmonologist,  Department  of  Pulmonary  Medicine,  De- 
borah Heart  and  Lung  Center 

DAVID  M.F.  MURPHY,  M.D.,  Program  Chairman,  Chair- 
man, Department  of  Pulmonary  Medicine,  Deborah  Heart 
and  Lung  Center 


FOURTH  ANNUAL  CLINICAL  UPDATE  IN  PULMONARY  MEDICINE 


Sponsored  by: 

Deborah  Heart  and  Lung  Center 
Browns  Mills,  New  Jersey 
(609)  893-6611 

NAME  


Wednesday, 
December  2,  1987 


ADDRESS 


CITY/STATE 


ZIP 


) 


SPECIALTY PHONE  (. 

Tuition:  All  Participants,  fee  includes  luncheon  and  refreshments — $70.00 

A check  in  the  amount  of  $70.00  payable  to  Deborah  Heart  and  Lung  Center  should  accompany  this  application.  Mail 
to  Pulmonary  Department,  Deborah  Heart  and  Lung  Center,  Browns  Mills,  N.J.  08015. 

Due  to  limited  seating  capacity,  early  registration  is  strongly  advised.  Registration  deadline— Wednesday,  November 
18,  1987 

Accreditation:  Deborah  Heart  and  Lung  Center  designates  that  this  continuing  medical  education  offering  meets  the 
criteria  for  6 credit  hours  in  category  1 of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 
This  program  has  been  reviewed  and  is  acceptable  for  6 prescribed  hours  by  the  American  Academy  of  Family 
Physicians. 

For  Program  Information  please  call:  Mrs.  Diane  Colby  (609)  893-6611 
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NEW  JERSEY  MEDICINE 


9:30  a.m  -5  p.m. — Mayfair  Farms, 
West  Orange 

(NJAFP.  American  Cancer  Society) 

18  Endocrinology  and  Metabolism: 
Diabetes 

10-11  a m — Green  Brook  Regional 

Center 

(AMNJ) 

19  Annual  Meeting 

All  Day,  Hyatt,  Cherry  Hill 
(NJ  Society  of  Critical  Care 
Medicine) 

19  New  Concepts  in  Treating  the 
Hypertensive  Geriatric  Patient 

5-6:30  p.m  —Somerset  Medical 
Center,  Somerville 
(Somerset  Medical  Center) 

20  General  Allergy 

9- 10  a.m.— North  Jersey 
Developmental  Center.  Totowa 
(AMNJ) 

20  Family  Practice  Conference 

30  1 2 noon— St.  Mary  Hospital, 

Hoboken 

(St.  Mary  Hospital) 

25  Antibiotics 

8:30-10  A.M.— Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

December 

1  Renal  Pathology  Conference 

12  noon-1  p.m  — UMDNJ-Robert 
Wood  Johnson  Medical  School, 
New  Brunswick 
(UMDNJ) 

1  Gastric  Ulcers 

7- 8  p.m  — West  Hudson  Hospital, 
Kearny 

(West  Hudson  Hospital) 

1 Urology  Rounds 

UMDNJ-Robert  Wood  Johnson 
Medical  School,  MEB- 1 08B, 

New  Brunswick 
(UMDNJ) 

2 Esophagus,  Stomach,  and  Small 
Intestine 

8:30-10  am  — Alexian  Brothers 
Hospital,  Grassmann  Hall. 
Elizabeth 

(Alexian  Brothers  Hospital) 

2  Fourth  Annual  Clinical  Update  in 
Pulmonary  Medicine 

8 a.m. -4  p m. — Deborah  Heart  and 
Lung  Center,  Browns  Mills 
(Deborah  Heart  and  Lung  Center) 

2  What  Allergies  Do  to  Asthmatics 

8- 9  p.m — The  Manor.  West  Orange 
(New  Jersey  Allergy  Society) 

2 Urology 

10:30-1  1:30  a.m.— St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

7 Rheumatology  Staff  Conference 

5:30-7  p.m. — UMDNJ-University 
Hospital.  MEB-393, 

New  Brunswick 
(UMDNJ) 

8 Colitis 

12  noon-1  p.m  — Hospital  Center  at 

Orange 

(AMNJ) 

8  Medical  Grand  Rounds 

15  9-IOa.m. — Marian  Hall,  Holy  Name 
22  Hospital.  Teaneck 

(Holy  Name  Hospital) 


8-  Regional  Nephrology  Conference 
9 Series 

15-  4-5  p.m.— UMDNJ-Robert  Wood 
16  Johnson  Medical  School,  MEB. 

22-  New  Brunswick 
23  (UMDNJ) 

29- 

30 

8 Philosophy  of  Otolaryngology 

6:30-10:30  p.m  —Valley  Hospital. 

Ridgewood 

(AMNJ) 

9 Medical  Grand  Rounds 

16  IOa.m — St.  Mary  Hospital. 

23  Hoboken 
(AMNJ) 

10  Female  Reproductive  Toxicology: 
Mechanism  of  Action  of  Ovarian 
Toxins 

4-6  p.m. — Coriell  Institute.  Camden 
(Coriell  Institute) 

16  Anaerobic  Infections 

10:30-1  1:30  a.m.— St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

1 7 Proper  Use  of  Antibiotics 

3- 4  p.m. — Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

17  Family  Practice  Conference 

12  noon — St.  Mary  Hospital, 
Hoboken 

(St  Mary  Hospital) 

1 7 Approaches  to  Risk  Assessment 
for  Developmental  Toxins 

4- 6  p.m — Coriell  Institute,  Camden 
(Coriell  Institute) 

OBSTETRICS/GYNECOLOGY 

November 

4 Medical  /Legal  Complications  in 
Obstetrics  and  Perinatal  Practice 

8 am.-5  p.m  —Somerset  Ukranian 
Center,  Somerset 
(New  Jersey  Obstetrics  and 
Gynecology  Society) 

8-  The  Second  Annual  Issues  and 

1 1 Controversies  in  Obstetrics  and 
Gynecology 

Hilton  Hotel,  Walt  Disney  Village, 
Lake  Buena  Vista,  Florida  call 
201/456-4267 
(AMNJ) 

December 

3  Reproductive  Toxicology 

10  4-6  p.m. — Coriell  Institute,  Camden 

(Coriell  Institute) 

7 Antepartum  Monitoring 

UMDNJ-Robert  Wood  Johnson 
Medical  School,  MEB. 

New  Brunswick 
(UMDNJ) 

14-  Practical  Approaches  to 

18  Endocrinology  and  Infertility 

Condata  Plaza  Hotel,  Puerto  Rico 
(UMDNJ) 

ONCOLOGY 

November 

2 Hematology/ Oncology 
16  Conference 

12  noon-1  p.m  — UMDNJ-Robert 
Wood  Johnson  Medical  School. 
MEB-  108A  New  Brunswick 
(UMDNJ) 

6 Cancer  Research  Colloquium 


1 2 noon- 1:15  p.m.— UMDNJ-New 
Jersey  Medical  School,  MSB, 
G-506b,  Newark 
(UMDNJ) 

1 2 Carcinoma  of  the  Colon 

9-1 1 am.— Irvington  General 
Hospital 

(Irvington  General  Hospital) 

13  Lung  Cancer 

12  noon-1  p.m. — Warren  Hospital, 

Phillipsburg 

(Warren  Hospital) 

18  Multiple  Fractions,  Day  Radio, 
Biological,  Rational,  and  Clinical 
Experience 

6:30  p.m. — Columbia  Faculty  Club. 
New  York  City 

(Radiation  Oncology  Society. 
AMNJ.  Roentgenray  Society  of 
New  York) 

19  Tumor  Board 

1 2 noon — Newcomb  Medical 
Center,  Vineland 
(Newcomb  Medical  Center) 

December 

2 Pre-Leukemia  Syndrome- 
Myelodysplasia 

12  noon-1  p.m. — West  Hudson 

Hospital.  Kearny 

(West  Hudson  Hospital) 

2 Annual  Clinical  Abstract  Meeting 

1:30-5  p.m  —The  Manor. 

West  Orange 

(Oncology  Society  of  New  Jersey) 

3 Tumor  Board  Conference /Case 
10  Presentation 

17  9-1  1a.m. — Irvington  General 

24  Hospital 

31  (Iwington  General  Hospital) 

3 Tumor  Board  Conference 

10  12  noon — Central  Classroom  2. 

17  Newcomb  Medical  Center,  Vineland 
24  (Newcomb  Medical  Center) 

4 Cancer  Research  Colloquium 

11  12  noon-1: 15  p m — UMDNJ-New 

18  Jersey  Medical  School,  MSB. 
G-506b,  Newark 
(UMDNJ) 

7 Hematology/ Oncology 
2 1 Conference 

28  12  noon-1  p m — UMDNJ-Robert 

Wood  Johnson  Medical  School, 
MEB-  108A  New  Brunswick 
(UMDNJ) 

9  Scientific  Dinner  Meeting 

6:30-9:30  p m.— The  Manor, 

West  Orange 
(AMNJ) 

10  Carcinoma  of  the  Lung 

9-11  am. — Irvington  General 
Hospital 

(Irvington  General  Hospital) 

ORTHOPEDICS 

November 

13-  12th  Annual  NJ  Orthopaedic 

14  Symposium 

8 am  4:30  p.m— UMDNJ-Robert 
Wood  Johnson  Medical  School 
(UMDNJ) 

27  Neck  Pain 

1 1  a m -12  noon — Saint  Lawrence 
Rehabilitation  Center, 
Lawrenceville 

(Saint  Lawrence  Rehabilitation 
Center) 
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Bergen  Transcriptions,  inc. 


EXPERT  MEDICAL  TRANSCRIPTION 


ACCURATE 

FAST 

CONVENIENT 

Dictate  from  any  phone 
or 

mail  in  your  cassettes 

106  E.  Ridgewood  Ave.  Paramus,  N.J.  07652 
201-262-8483 


PEDIATRIC  UPDATE  1988 

; Camino  Real,  Puerto  Vallarta,  Mexico 

January  12-17,  1988 

Sponsored  by:  Schneider  Children’s  Hospital  of  Long 
Island  Jewish  Medical  Center,  New  Hyde  Park,  NY.  Fac- 
ulty: Philip  Lanzkowsky,  M.D.,  lain  F.S.  Black,  M.D., 
Harvey  R.  Colten,  M.D.,  and  James  A.  Stockman,  III, 
M.D.  Credits:  18  hours  Category  I ACCME,  AMA  and 
AAFP.  Information:  Office  of  Continuing  Education, 
Schneider  Children’s  Hospital  of  LIJMC,  New  Hyde 
Park,  NY  11042,  (718)  470-8650. 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 


ACUPUNCTURE  IN  CLINICAL  PRACTICE 

NY  Stale  Boards  o(  Medicine  & Dentistry  25-hour  accredited  seminar  & workshop 
on  the  latest  theories  & techniques  o(  manual  and  electro-acupuncture,  TENS  & 
simple  non-invasive  diagnostic  methods  (Including  cardlo-vascular  & neuromuscular 
systems  & "Bi-Digital  O-Ring  Test"),  applicable  toward  the  300-hour  requirement  for 
acupuncture  certification,  will  be  given  for  licensed  clinicians  (with  or  without  prior 
training)  during  the  weekends  of  July  17-19,  1987  & again  Dec.  11-13,  1987  at  the 
Milford  Plaza  Hotel.  45th  St.  & 8th  Avenue,  Manhattan.  The  3rd  International  Sym- 
posium on  Acupuncture  & Electro-Therapeutics,  with  many  world  leading  scientists 
& clinicians  will  be  held  at  the  Columbia  Sch.  of  Int.  Affairs,  NYC,  Oct.  8-11,  1987. 
Co-sponsored  by  the  Int.  College  of  Acupuncture  & Electro-Therapeutics;  its  official 
journal,  Acupuncture  & Electro-Therapeutics,  Res.,  Int.  J.  (published  by  Pergamon 
Press,  indexed  in  15  major  Indexing  periodicals:  Index  Medicus,  etc  ),  Heart  Disease 
Research  Foundation;  Neuroscience  Dept.  & NY  Pain  Ctr.,  Long  Island  College  Hospi- 
tal; Pharmacology,  Dept.,  Chicago  Medical  School;  Nordic  Medical  Acupuncture 
Society;  & Schmerz-Therapeutische-Kolloquilum  (W.  Germany);  etc  Also  eligible  for 
AMA/CME  credit.  For  Info  on  meetings  or  submission  of  papers,  contact  Y.  Omura, 
MD,  ScD,  800  Riverside  Drive  (8-1),  NYC  10032.  Tel:  (212)  781-6262  or  (212)  928-0658, 
or  P.  Shinnick,  PhD,  (201)  246-8557. 


34TH  ANNUAL  CHILDREN’S 
REHABILITATION  HOSPITAL 

Institute  for  Physically  Handicapped  and  Chronically  III  Children 


JEFFERSON  MEDICAL  COLLEGE 
OF 

THOMAS  JEFFERSON  UNIVERSITY 
presents 


ASTHMA  IN  THE  SCHOOL-AGE  CHILD 


Thursday,  November  19,  1987 
at 

Jefferson  Medical  College 
Philadelphia,  Pennsylvania 

This  course  is  designed  for  the  practical  clinician  looking  for 
information  which  can  be  used  in  the  everyday  treatment  and 
care  of  the  school-age  child  with  asthma.  The  course  follows 
the  very  successful  format  of  past  conferences  while  providing 
new  topics  of  interest  to  all  physicians  as  well  as  nurses,  social 
workers,  therapists  and  other  health  professionals  involved  in 
the  care  of  our  children.  Workshops  with  the  faculty  will  review 
management  and  answer  any  questions  of  the  participant. 
Emphasis  will  be  directed  to  the  WHAT,  WHEN,  and  HOW  of 
therapy  for  the  described  topics. 

Fee  Schedule:  $85.00  for  Practicing  Clinicians 

$60.00  for  Nurses,  Social  Workers  and 
Therapists  and  other  health  professionals 
CME  Credit:  6.5  credit  hours  in  Category  1 
For  further  information  and  registration,  contact  the  Office  of 
Continuing  Medical  Education,  Jefferson  Medical  College, 
1025  Walnut  Street,  Room  G-3,  Philadelphia,  PA  19107  (215) 

928-6992. 
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December 

13-  5th  Annual  Garden  State  Sports 
15  Medicine  Symposium 

1  p.m. — Hyatt  Regency.  Princeton 
l Hamilton  Hospital) 

PEDIATRICS 

November 

19  Birth  Injuries  and  the  Law 

22  UMDNJ-Robert  Wood  Johnson 

Medical  School,  call  201/456-4267 
(UMDNJ) 

PSYCHIATRY 

November 

2  Various  Therapeutic  Approaches 
in  Dynamic  Psychotherapy, 

Case  Presentations 

8: 1 5- 1 0: 1 5 p.m.— Essex  County 
Hospital 

(Essex Psychiatric  Seminars) 

4 Child  Sex  Abuse  Allegations: 
Actual  and  Fabricated 

8-10:30  p.m. — South  Mountain 
School.  South  Orange 
(Mental  Health  Association  oj 
Essex  County) 

4 Child  Abuse— Neglect 
10:30-1  1:30  a.m. — St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

5 Case  Seminars  and  Supervision 
19  To  Improve  Psychotherapeutic 

Technique 

8- 1 0 p m — 3 1 2 Harding  Drive. 
South  Orange 

(Advanced  Psychiatric  Study 
Group) 

5 The  Dream:  Its  Role  in  Clinical 
Practice 

12  noon-1  p.m  — Carrier 
Foundation,  Atkinson 
Amphitheater.  Belle  Mead 
(Carrier  Foundation) 

1 2 Indications  for  Family  Therapy 

12  noon-1  p.m  — Carrier 
Foundation,  Atkinson 
Amphitheater,  Belle  Mead 
(Carrier  Foundation) 

18  American  Health  Care  in  the  ’90s: 
Who  Will  Be  There? 

All  Day,  Carrier  Foundation, 

Belle  Mead 
(Carrier  Foundation) 

18  Antidepressant  Medications 

2-4  p.m. — Ancora  Psychiatric 
Hospital,  Hammonton 
(Ancora  Psychiatric  Hospital) 


19  Research  Update: 

Electroconvulsive  Therapy 

12  noon-1  p.m. — Carrier 
Foundation,  Atkinson 
Amphitheater,  Belle  Mead 
(Carrier  Foundation) 

19  Emergency  Care 

3-4  p.m.—  Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

19  Scientific  Meeting 

Hackensack  Medical  Center 
(NJ  Psychoanalytic  Society) 

19  Developmental  Disabilities: 
Medical  Aspects  of  Behavior 
Management 

1:30-2:30  p.m  — Vineland 
Developmental  Center  and 
Hospital,  Vineland 
(AMNJ) 

19  Emergency  Care 

3-4  p.m — Ancora  Psychiatric 
Hospital.  Hammonton 
(AMNJ) 

20  Magnetic  Stimulation  in  Clinical 
Neurophysiology 

8:30  am. -5  p.m— Hyatt  Regency, 

New  Brunswick 
(UMDNJ) 

December 

2 Teenage  Suicide 

9- 10  am  — Warren  Hospital, 

Phillipsburg 

(AMNJ) 

3 Psychological  Management  of  the 
Depressed  Patient 

12  noon-1  p.m —Carrier 
Foundation,  Atkinson 
Amphitheatre.  Belle  Mead 
(Carrier  Foundation) 

7 Various  Therapeutic  Approaches 
in  Dynamic  Psychotherapy  Case 
Presentations 

8: 1 5- 1 0: 1 5 p.m.— call  for 
information 

(Essex  Psychiatric  Seminars) 

9  Medical  Aspects  of  Behavior 
Management 

2:30-3:30  p m — New  Lisbon 
Developmental  Center,  New  Lisbon 
(AMNJ) 

10  Divorce  and  Its  Impact  on 

Families:  Therapy  for  Coping 

12  noon-1  p.m  — Carrier 
Foundation,  Atkinson 
Amphitheatre,  Belle  Mead 
(Carrier  Foundation) 


17  Psychiatric  Needs  and  Services  for 
Clergy  and  Vowed  Members 

12  noon-1  p.m  — Carrier 
Foundation,  Atkinson 
Amphitheatre,  Belle  Mead 
(Carrier  Foundation) 

RADIOLOGY 

December 

17  Scientific  Meeting 

7:30-9:30  p.m  — Saint  Barnabas 
Medical  Center,  Livingston 
(AMNJ) 

SURGERY 

November 

18  Surgical  Conference 

1 1  am. — St.  Mary  Hospital,  Hoboken 
(St.  Mary  Hospital) 

24  Update  on  the  Management  of  the 
Perforated  Viscus 

8- 10  p m —Englewood  Club.  1 15  E. 
Palisade  Ave.,  Englewood 
(Englewood  Surgical  Society) 

December 

16  Surgical  Conference 

1 1 am. — St.  Mary  Hospital,  Hoboken 
(St.  Mary  Hospital) 

SURGICAL  SPECIALTIES 
November 

12  Fall  Scientific  Meeting 

6:30- 1 0:30  p.m — The  Manor, 

West  Orange 
(Vascular  Society  of  NJ) 

16  The  Fifth  Corneal  Transplant 
23  Tutorial 

30  UMDNJ-New  Jersey  Medical 
School,  call  201/456-4267. 
(UMDNJ) 

21  37th  Annual  Fall  Slide  Seminar- 
Surgical  Pathology  of  the  Lung 

9- 12  noon— UMDNJ-Robert  Wood 
Johnson  Medical  School. 
Piscataway 

(AMNJ) 

December 

9 Alternatives  to  Ileostomy  and 
Colostomy 

10:30-1  1:30  am. — St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

14  Surgical  Procedures  for  Chronic 
Pancreatitis 

7-8  p.m. — Wall  kill  Valley  General 

Hospital,  Sussex 

(AMNJ) 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 


CARDIOLOGY  UPDATE  . . . 


designed  t or  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 


WEDNESDAY 
NOVEMBER  4 , 1987 
N00  to  5:00  PM 


INTERVENTIONS  IN 
ACUTE  MYOCARDIAL  INFARCTION 

MODERATOR:  BERNARD  L.  SEGAL,  M.D. 


3:00-3:20 

Thrombolytic  agents: 

procedure  and  results  Sheldon  Goldberg,  M.D. 

3:20-3:40 

Angioplasty 

Jai  B.  Agarwal,  M.D. 

3:40-4:00 

Laser  technology 

J.  David  Ogilby,  M.D. 

4:00-4:30 

Case  presentations 

Charles  Cummings,  M.D. 

4:30-5:00 

Panel  discussion 

Ancil  A.  Jones,  M.D.;  Julian  D.  Gladstone,  M.D. 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

* * Refresh?nents  Served  Following  Each  Session  * * 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 


‘The  University  of  Pennsylvania  School  of  Medicine  is  accred.ted  by  the  Accred.tation  Council  for  Continuing  Medical  Education  to  sponsor  continuing 
educanon  for  physicians  The  University  of  Pennsylvania  School  of  Medicine  des.gnates  this  cont.nuing  med.cal  activity  for  2 credit  hours  per  session 
in  Category  I of  the  Physician  s Recognition  Award  of  the  American  Medical  Association.  ' F 
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book  Reviews 


Common  S ports  Injuries  in 
Youngsters;  Essentials  oj 
Cardiac  Physical  Diagnosis; 
Essentials  oj  Cardiac 
Roentgenology;  Magnetic 
Resonance  Imaging  oj  the 
Central  Nervous  System; 
Ophthalmology  Annual 
1987;  Principles  oj 
Diabetes  Management; 
Radiation  Oncology 


Common  Sports  Injuries 
in  Youngsters 

Richard  R.  Birrer,  M.D.,  and  David 
B.  Brecher,  M.D.  Oradel,  NJ,  Medical 
Economics  Books,  1987.  Pp.  148. 

There  is  a need  for  clear  and  con- 
cise information  regarding  the  pre- 
vention and  treatment  of  athletic  in- 
juries in  youngsters.  The  authors  of 
this  book,  both  family  practitioners, 
have  attempted  to  meet  that  need. 
They  recognize  that  a majority  of 
sports  injuries  in  children  are  cared 
for  by  primary  care  physicians. 

The  first  chapter,  on  the  prepar- 
ticipation evaluation,  is  quite  good. 
The  section  within  this  chapter  on 
maturation  assessment  is  especially 
helpful.  The  most  valuable  chapter 
in  the  book  is  the  final  one,  on  re- 
habilitation techniques,  written  by 
Michael  Levinson,  RP.T.,  a physical 
therapist  at  the  Hospital  for  Special 
Surgery  in  New  York  City.  His  dis- 
cussion of  physical  therapy  modal- 
ities and  techniques  and  their  appli- 
cation to  youngsters  is  sound, 
thoughtful,  and  pertinent. 

Unfortunately,  the  remainder  of 
the  book  is  quite  superficial  and 
contains  a great  deal  of  conflicting 
information  and  misinformation. 
For  example,  the  discussion  of  frac- 
tures of  the  distal  radius  in  children 
notes  that  “surgery  corrects  the  de- 
fect" although  surgery  rarely  is  nec- 
essary for  this  problem.  The  dis- 


cussion of  athletic  injuries  of  the 
cervical  spine  notes,  appropriately, 
that  the  athlete  should  be  moved 
“with  great  care”  and  describes 
methods  to  immobilize  the  head  and 
neck  Immediately  afterward,  how- 
ever, the  authors  suggest  having 
“the  patient  move  the  neck  through 
the  full  range  of  motion"  once  on  the 
sidelines! 

The  index  particularly  is  poor. 
Many  of  the  items  covered  in  para- 
graph headings  are  not  included  in 
the  index.  Furthermore,  many  of  the 
"tests”  suggested  for  use  in  exami- 
nation are  named  but  not  described. 

This  book  will  be  of  little  use  to 
primary  care  physicians  or  other 
physicians  engaged  in  the  care  and 
treatment  of  young  athletes. 

Paul  J.  Hirsch.  M.D. 

Essentials  oj  Cardiac 
Physical  Diagnosis 

Jonathan  Abrams,  M.D.  Philadel- 
phia, PA,  Lea  & Febiger,  1987.  Pp. 
482.  ($34.50) 

The  objective  of  this  book  is  to 
provide  the  clinician  and  student 
with  a solid  background  in  cardiac 
physical  diagnosis. 

The  text  is  divided  into  two  parts: 
Part  I covers  basic  principles  of 
cardiovascular  physical  diagnosis 
comprising  12  chapters.  Chapter  1 
discusses  the  physical  character- 
istics of  sound,  theory  of  sound  pro- 
duction, the  cardiac  cycle,  and  the 
stethoscope.  In  subsequent  chap- 
ters, blood  pressure,  arterial  pulse, 
jugular  venous  pulse,  heart  sounds, 
gallops,  and  murmurs  are  thorough- 
ly discussed.  Chapter  1 1 describes 
the  use  of  physical  maneuvers  and 
pharmacologic  agents  which  can  be 
used  for  auscultatory  diagnosis. 

Part  II  reviews  1 1 common  car- 
diac conditions,  e.g.  aortic  stenosis 
and  atrial  septal  defect,  and  il- 
lustrates the  physical  diagnostic 
parameters  presented  in  Part  I 
characteristic  of  each  of  the  diag- 
nostic entities. 

The  text  is  organized  well  and  the 
writing  style  is  clear  and  concise. 
There  are  generous  figures  and  il- 
lustrations with  detailed  captions. 
The  type  is  of  good  size  on  white 
nonglossy  paper,  making  it  very  easy 
to  read.  Preceding  the  index  is  a 
series  of  core  references.  The  index 
complements  the  table  of  contents. 

The  subject  matter  covered  in  this 
text  is  very  similar  to  that  of  Tavel’s 


Clinical  Phonocardiography  and 
External  Pulse  Recording,  pub- 
lished by  Year  Book  Medical  Pub- 
lishers and  cited  as  a core  reference. 
However,  the  Abrams  text  has  more 
extensive  discussion  of  pathophys- 
iology, producing  a greater  number 
of  pages  of  text  but  it  is  not  really 
necessary,  as  Tavel’s  book  accom- 
plishes the  same  objective  without 
doing  this.  Nonetheless,  the  book  is 
a well  written  reference  text  on  this 
subject  and  certainly  recommended 
to  the  student  pursuing  this  course 
of  study. 

Robert  MacMillan  M.D. 

Essentials  of  Cardiac 
Roentgenology 

James  T.  Chen.  M.D.  Boston,  MA, 
Little,  Brown  & Co..  1986.  Pp.  334. 
($78) 

This  well-written  text  reviews  the 
salient  points  in  the  roentgeno- 
graphie  analysis  of  both  congenital 
and  acquired  cardiac  disease.  Its 
topics  include  cardiovascular  and 
pulmonary  physiology,  as  well  as 
valvular,  coronary,  pericardial,  and 
congenital  heart  diseases  along  with 
discussions  about  pacemakers  and 
prostheses.  Besides  sections  on 
clinical  presentations  and  roentgen- 
ographie  findings,  there  is  a chapter 
on  the  seldom-used  flouroscopy  and 
one  chapter,  "Statistical  Guide," 
that  is  a useful  review  of  the  disease 
and  associated  radiographic  find- 
ings. The  radiographics  are  numer- 
ous and  of  good  quality. 

The  book  provides  a good  overall 
review  for  the  plain  film  analysis  of 
cardiac  diseases  and  is  recommend- 
ed to  the  physician  who  wishes  to 
sharpen  skills  in  this  area. 

Neil  B.  Homer,  M.D. 

Magnetic  Resonance 
Imaging  of  the  Central 
Nervous  System 

Michael  Brant-Zawadzki  and 
David  Norman  (eds).  New  York.  NY, 
Raven  Press,  1987.  Pp.  416.  ($89.50) 

This  text  is  an  excellent  clinically 
oriented  study  of  a field  which  is  ad- 
vancing rapidly. 

The  first  of  its  four  divisions  con- 
tains a brief  review  of  the  principles 
of  magnetic  resonance  imaging 
(MRI),  including  discussions  of  arti- 
facts and  contrast  agents. 

In  the  section,  "Clinical  Aspects  of 
Magnetic  Resonance  Imaging."  a re- 
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view  of  anatomy  as  well  as  of  various 
diseases  is  presented.  Another  chap- 
ter, "Degenerative  Brain  Disorders 
and  Brain  Iron,"  discusses  the  para- 
magnetic effect  of  iron  on  brain  sig- 
nals. The  review  of  the  spine  dis- 
cusses imaging  strategies  as  well  as 
interpretation.  A review  of  the  role  of 
MRI  in  head  and  neck  imagery  con- 
cludes the  work. 

The  quality  of  the  images  are  good 
and,  for  the  most  part,  this  lucid  text 
is  clinically  oriented.  The  mono- 
graph is  highly  recommended  to  the 
physician  who  seeks  a good  intro- 
duction to  the  field. 

Neil  B.  Homer,  M.D. 

Ophthalmology  Annual 
1987 

Robert  D.  Reinecke,  M.D.  East  Nor- 
walk. CT.  Appleton-Century-Crojts, 
1987.  Pp.  206.  ($65) 

Ophthalmology  Annual  1987.  the 
third  year  of  the  series,  is  not  an 
update  on  the  various  subspeeialties 
in  ophthalmology,  but  is  a presen- 
tation of  topics  selected  by  the  editor 
from  talks  and  lectures  he  attended. 

The  authors  were  asked  to  pre- 
pare their  material  in  written  form 
in  order  to  present  their  thinking 
and  experience  to  a larger  audience. 

The  subjects  cover  several  areas 
including:  comeal  transplants  and 
cataract  surgery  in  children,  their 
successes  and  complications;  visual 
acuity  and  glare  measurements  in 
cataract  patients;  trauma,  perfo- 
rating eye  injuries,  and  hyphema; 
optic  neuritis  and  its  differentiation 
from  vascular  and  compressive  dis- 
eases; techniques  of  oblique  eye 
muscle  surgery;  current  status  of 
comeal  refractive  surgery;  ocular 
side  effects  of  drugs;  diabetic  macula 
edema;  and  cosmetic  eye  surgery. 

The  articles  are  interesting  and 


could  be  read  one  each  day  as  sug- 
gested by  the  editor.  In  view  of  this 
format,  it  probably  should  be  pub- 
lished in  a softcover  format. 

Alfonse  A.  Cinotti.  M.D. 

Principles  of  Diabetes 
Management 

Michael  Bergman,  M.D.,  (ed).  New 
York.  NY.  Medical  Examination 
Publishing  Company.  1987.  Pp.  351. 
Illustrated, 

This  volume  presents  a pragmatic 
approach  to  the  management  of  dia- 
betes for  the  primary  care  practi- 
tioner. A variety  of  leaders  in  dia- 
betes contributed  chapters  on  the 
diagnosis  of  diabetes,  laboratory  in- 
vestigation of  diabetes,  the  newer  in- 
sulins, complication  of  diabetes,  and 
management  of  the  diabetic  patient 
during  surgery.  Practical  topics 
such  as  insulin  administration  and 
self-monitoring  of  blood  glucose  also 
are  presented  as  well  as  the  psy- 
chosocial aspects  of  diabetes. 

The  focus  of  the  book  primarily  is 
on  patient  care,  and  detailed  scien- 
tific aspects  of  pathophysiology  are 
discussed  only  to  the  extent  that  it 
has  clear  relevance  to  clinical  man- 
agement. 

The  text  is  written  clearly  and 
concisely  and  each  chapter  is  ac- 
companied by  appropriate  tables,  il- 
lustrations, and  references.  The 
book  is  highly  informative  and  en- 
joyable to  read,  and  is  highly  rec- 
ommended for  the  clinician  who  de- 
sires the  latest  information  regard- 
ing the  total  care  of  the  diabetic  pa- 
tient. 

Michael  A.  Schmitt,  M.D. 

Radiation  Oncology , 
Volume  2 

Theodore  L.  Phillips.  M.D..  and  Wil- 
liam Wara,  M.D.,  (eds).  New  York, 


NY.  Raven  Press.  1987.  Pp.  182. 
($65.50) 

This  volume  consists  of  seven 
chapters  with  two  editors  and  1 1 
authors.  The  topics  include:  biologic 
basis  and  clinical  potential  of  loco- 
regional  hyperthermia  three-dimen- 
sional treatment  planning  for  high- 
energy  external  beam  radiotherapy, 
primary  therapy  for  cancer  of  the 
lung,  stereotaxic  interstitial  implan- 
tation for  the  treatment  of  malig- 
nant brain  tumors,  photodynamic 
therapy,  large  bowel  cancer:  indica- 
tions and  results  of  radiation  as  pri- 
mary or  adjuvant  treatment,  and  the 
role  of  magnetic  resonance  imaging 
(MRI)  in  the  diagnostic  evaluation  of 
cancer. 

Each  of  the  aforementioned  chap- 
ters, in  effect,  is  a review  article  on 
a unique  but  different  topic  with  no 
specific  connecting  theme  between 
the  different  articles.  Some  of  the 
articles,  indeed,  are  well  written,  like 
the  first  chapter  on  hyperthermia 
and  the  last  chapter  on  magnetic 
resonance  imaging;  yet,  the  volume 
as  a whole  is  neither  a didactic  book 
nor  a reference  book. 

The  editors  state  that  the  intent  of 
their  text  is  to  provide  comprehen- 
sive reviews  of  clinical  and  basic  sci- 
ence topics  of  major  importance  to 
the  practicing  radiation  oncologist 
and  physicist.  Yet,  most  of  the  infor- 
mation contained  in  these  reviews 
readily  is  available  to  the  target  au- 
dience in  past  and  current  oncology 
journals.  Some  of  these  reviews  are 
even  written  by  the  same  authors, 
i.e.  the  chapter  on  lung  cancer  and 
radiation  treatment  of  large  bowel 
cancer.  For  the  price,  this  reviewer 
questions  the  value  of  the  volume 
and  fails  to  see  the  point  of  the  con- 
tinuation of  the  series. 

Ismail  Kazem,  M.D. 


746 


NEW  JERSEY  MEDICINE 


HIGH  QUALITY 
IMAGING  CENTERS 


Cm,  s Cl  MR,  MAMMOGRAPHY, 
and  OSTEOPOROSIS  marketing 
programs  are  so  effective  In  the 
tri-state  area,  we  want  to  share 
our  Ideas  with  you. 

Full  service  marketing  firm  serving 
healthcare  professionals. 


Creative  Public  Relations 


211  Essex  Street 
Suite  405 

Hackensack.  New  Jersey 
07601 

(201)  342-9111 
(212)  432-2490 

Call  for  a complimentary  consultation 


At  JHJ 

SOFTWARE 
We  Understand 
Your  Staff  Needs 
Time  To  Devote  To 
Patients.  As  Well  As  Time 
To  Manage  The  Business 
End  Of  Your  Practise. 


At  your  convenience  we  will 
show  you  how-  the  industry's 
leading  computer  systems  and 
practise  management  software 
can  help  your  staff  with  billing, 
scheduling,  tracking,  word 
processing  and  more — leaving 
more  time  to  spend  with 
patients. 

So  if  you  want  to  find  out  what 
Health  Care  Professionals 
should  know  about  using 
Business  Computer  Systems — 


— : es 


PUT  MDBASE  TO  WORK!!!!!!!!! 

Special  Introductory 
offer  $595 


JHJ 

SOFTWARE  INC. 

250  West  57th  Street  Suite  521 
New  York,  N.Y.  10107 


Call  Us  For  A FREE  DEMONSTRATION  AT  YOUR  LOCATION 


For  Further  Information: 

(212)  265-5977  Ask  For  Jay  (201)  499-0587  Ask  For  Jay  Shah 


The  complete 
journal  for 
famijy  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Ob/Gyn 
Diabetes  Psychiatry 

Pediatrics  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 
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Obituaries 


Dr.  Eugene  A.  Andrick 

A family  practitioner  in  Ho-Ho- 
Kus  for  over  50  years,  Eugene  A. 
Andrick,  M.D.,  76.  died  on  July  6, 
1987.  Bom  in  Jamaica,  New  York,  he 
attended  Temple  University  School 
of  Medicine,  Pennsylvania  where  he 
received  his  medical  degree  in  1936. 
He  became  affiliated  with  the  Valley 
Hospital,  Ridgewood,  and  served  the 
Ho-Ho-Kus  community  as  a physi- 
cian for  the  school  system  and  police 
department.  During  World  War  II, 
Dr.  Andrick  was  active  in  the  medi- 
cal air  corps  of  the  United  States 
Army,  attaining  the  rank  of  lieuten- 
ant colonel.  In  1986,  in  recognition 
of  his  50  years  of  medical  practice. 
Dr.  Andrick  received  the  Medical  So- 
ciety of  New  Jersey's  Golden  Merit 
Award.  He  was  a member  of  our 
Bergen  County  component. 

Dr.  Emanuel  Bailyn 

A general  practitioner  in  West 
New  York  for  50  years,  Emanuel 
Bailyn,  M.D.,  died  on  January  27, 
1 987,  at  the  age  of  87.  He  had  been 
retired  in  Palm  Beach,  Florida  since 
1974.  Born  in  Russia,  Dr.  Bailyn  was 
graduated  in  1925  from  Bellevue 
Hospital  Medical  College,  New  York, 
and  served  on  the  staff  of  North 
Hudson  Hospital,  and  Christ  Hospi- 
tal, Jersey  City.  For  36  years,  he  was 
affiliated  with  the  West  New  York 


Health  Department,  and  was  an 
examiner  for  several  insurance 
firms.  During  World  War  II,  Dr. 
Bailyn  served  on  the  draft  board  in 
West  New  York.  He  was  a member  of 
our  Hudson  County  component,  and 
of  the  American  Medical  Associa- 
tion. In  1975,  Dr.  Bailyn  received  the 
Medical  Society  of  New  Jersey’s 
Golden  Merit  Award  for  his  50  years 
in  medicine. 

Dr.  Edward  J.  Brezinski 

Retired  from  family  practice  in 
Perth  Amboy.  Edward  Joseph 
Brezinski,  M.D.,  died  on  May  27, 
1987,  at  the  age  of  72.  A native  of 
Rahway,  Dr.  Brezinski  received  his 
medical  degree  from  the  University 
of  Maryland  School  of  Medicine,  Bal- 
timore, in  1939.  He  was  affiliated 
with  Raritan  Bay  Medical  Center, 
Perth  Amboy  Division,  and  became 
a Fellow  of  the  American  Academy  of 
Family  Practice.  During  World  War 
II,  Dr.  Brezinski  served  as  a captain 
in  the  United  States  Army.  He  was 
a member  of  our  Middlesex  County 
component,  and  of  the  American 
Medical  Association. 

Dr.  John  C.  Clark 

John  Clifford  Clark,  M.D.,  retired 
from  active  practice  in  urology,  died 
at  the  age  of  79  on  July  1,  1987.  Bom 
in  Troy.  Kansas,  Dr.  Clark  received 
his  medical  degree  in  1933  from  the 
University  of  Kansas  School  of  Medi- 
cine, Kansas  City.  He  became  af- 
filiated with  Jersey  Shore  Medical 
Center,  Neptune;  Monmouth  Medi- 
cal Center,  Long  Branch;  Point 
Pleasant  Hospital;  and  Riverview 
Medical  Center,  Red  Bank.  Serving 
during  World  War  II,  Dr.  Clark 
emerged  with  the  rank  of  major  in 
the  United  States  Army.  He  received 
the  Medical  Society  of  New  Jersey’s 
Golden  Merit  Award  for  his  50  years 
as  a physician  in  1983. 

Dr.  T.  J.  Gilmour,  Jr. 

An  obstetrician  practicing  in  Red 
Bank,  Thomas  Jacques  Gilmour,  Jr., 
M.D.,  died  on  July  3,  1 987,  at  the  age 
of  64.  He  was  graduated  from  Cor- 
nell University  Medical  College,  New 
York,  in  1947.  Dr.  Gilmour  served  on 
the  staff  of  Riverview  Medical 
Center,  Red  Bank,  for  many  years. 
He  was  a member  of  our  Monmouth 
County  component,  and  of  the 
American  Medical  Association. 


Dr.  Nandkishor  K.  Gujrathi 

An  Atlantic  City  psychiatrist  in 
private  practice,  Nandkishor  Kalyan- 
das  Gujrathi,  M.D.,  died  on  April  2, 
1987,  at  the  age  of  50.  A native  of 
Parola,  India  Dr.  Gujrathi  was 
graduated  from  Topiwala  Medical 
College,  Bombay,  India  in  1963.  He 
was  affiliated  with  the  Federal  Army 
General  Hospital,  Fort  Dix,  and  was 
a member  of  our  Camden  County 
component,  and  of  the  American 
Medical  Association. 

Dr.  Francesco  C.  N.  Sbarra 

Retired  for  1 0 years  after  50  years 
as  a Newark  obstetrician-gyne- 
cologist, Francesco  C.  N.  Sbarra 
M.D.,  died  on  July  15,  1987,  at  the 
age  of  85.  Bom  in  Utica  New  York, 
Dr.  Sbarra  was  graduated  from 
Tufts  University  School  of  Medicine, 
Massachusetts,  in  1927.  He  was  af- 
filiated with  St.  James  Hospital,  and 
Columbus  Hospital,  both  in  Newark, 
and  was  a member  of  the  Essex 
County  component,  and  of  the 
American  Medical  Association.  Dr. 
Sbarra  received  the  Medical  Society 
of  New  Jersey’s  Golden  Merit  Award 
in  1977. 

Dr.  Werner  Steinberg 

Werner  Steinberg,  M.D.,  an  ob- 
stetrician-gynecologist in  Linden  for 
more  than  50  years,  died  on  July  1. 
1987,  at  the  age  of  79.  A native  of 
Cottbus,  Germany,  Dr.  Steinberg  re- 
ceived his  medical  degree  from  the 
Universtiy  of  Berlin  in  1932.  After 
moving  to  the  United  States,  he  held 
staff  appointments  at:  John  E.  Run- 
nells  Hospital,  Berkeley  Heights;  St. 
Elizabeth  Hospital  and  Elizabeth 
General  Medical  Center,  Elizabeth; 
and  Newark  Beth  Israel  Medical 
Center  and  University  Hospital, 
Newark.  He  was  a Diplomate  in  ob- 
stetrics and  gynecology,  as  well  as  a 
Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists, 
the  International  College  of  Sur- 
geons, and  the  American  Fertility 
Society.  Dr.  Steinberg  became  a 
member  of  our  Union  County  com- 
ponent, and  of  the  American  Medical 
Association.  He  served  overseas  in 
the  United  States  Army  medical 
corps,  emerging  with  the  rank  of 
captain.  For  his  50  years  as  a phy- 
sician. Dr.  Steinberg  received  the 
Medical  Society  of  New  Jersey’s 
Golden  Merit  Award  in  1982. 
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HOUSE  CALLS 


Your  Exchange  is  leading  the  fight  to  provide  meaningful  malpractice  insurance  reform  in  New  Jersey.  It’s  a 
continuing  battle  against  determined  opposition.  The  kind  that  brought  400  trial  lawyers  to  the  State 
Capital  to  oppose  reforms.  That’s  why  we  need  your  help.  We  know  your  first  responsibility  is  to  your 
patients  and  your  time  is  precious.  But  you  can  make  a difference ...  by  making  a house  call ...  a phone  call 
or  letter  to  State  legislators  when  we  think  it’s  critical. 


LEADERSHIP  IN  SUPPORT  OF  MEDICINE 


Medical  Inter-Insurance 
Exchange  of  New  Jersey 

2 PRINCESS  ROAD.  LAWRENCEVILLE,  NEW  JERSEY  08648 
PHONE:  1-800-257-6288 
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New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations, policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration):  medical  his- 
tory; therapeutic  drug  information: 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors' Notebook  section  contains  or- 
ganizational, informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statement  accompanying 
material  offered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors: 

“In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8V2"  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
1 1"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— K. 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8V2"  by 
1 1"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medicus: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York.  NY,  McGraw-Hill,  1969.  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers' comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  New  Jersey  Medicine.  A check  for 
the  cost  of  reprints  including  re- 
make charge  if  order  is  received  after 
due  date  must  accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine, MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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A Medical  Transcription  Service 


'/Ae  fiwfieAAional  afifi  voacA 
/Ae  /wiwale  fiMK'/ifame* 


265  State  Highway  36 

West  Long  Branch,  N.J.  (201)  389-3344 


Use  Our  Direct 
Call-in  System 


MEDICAL  OFFICES— IMMEDIATE  OCCUPANCY 
-CENTRAL  AIR  CONDITIONING-ELEVATOR— 
ALL  UTILITIES  INCLUDED-ONE  MONTH  FREE 
RENT  FOR  EVERY  YEAR  LEASE-MINI  MALL- 
ERNSTON  ROAD  & ROUTE  9— PARLIN— 
727-1010 
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“SELLING  PRACTICES 
IS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment?  Before 
you  buy  or  sell,  call  for  an  appraisal  to  assure  the  best 
financial  and  transfer  terms.  We  are  a full  service  prac- 
tice broker,  not  simply  a listing  service.  Since  1981, 
Countrywide  has  been  instrumental  in  helping  hundreds  of 
doctors  like  yourself  buy  and  sell  their  practices.  We  guide 
you  through  the  entire  sales  process  from  initial  meeting 
to  closing.  Our  offices  serve  New  Jersey,  New  York  and 
New  England. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (617)  232-1075  (203)  869-3666 


Liberty 

/ W Healthcare 

Equipment  For  Sale 

A 1 Corporation 

in  Woodcliff  Lake,  N.J. 

399  Market  Street,  Suite  400  • Philadelphia,  PA  19106 

1985  Midmark  Power  Table  w/24"  top.  Unit  is  in  excel- 

RECRUITER 

lent  condition. 

Energetic,  persuasive  Professional  Healthcare  Admin- 

For  details  call  Renee  Durante,  Bell  Atlantic  TriCon 

istrator  sought  for  high  demand,  high  reward  position 

Leasing  at  (201)  368-2090  or  1-800-526-4672  ext.  392 

in  Physician/Health  Personnel  recruiting  for  National 

Ref.  #2525902 

Healthcare  firm  headquartered  in  Phila.  Send  letter  or 
resume  to:  Liberty  Healthcare  Corporation,  399  Market 
Street,  Suite  400,  Philadelphia,  PA  19106.  No  calls 
please. 

EMERGENCY  MEDICINE  POSITIONS 

Full/part  time  emergency  medicine  physicians  sought 
by  multi  state  professional  association  for  openings  in 
metropolitan  NY,  PA,  MD,  DC,  FL,  New  England  and 
throughout  U.S.  Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Ste.  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


PRIMARY  CARE  PHYSICIANS 

Multi-state  practice  association  seeks  BE/BC  primary 
care  physicians  for  unique  opportunities  in  PA,  NJ,  New 
England,  MD,  FL,  and  other  areas  of  the  U.S.  Most 
positions  offer  Monday-Friday  8 AM  to  5 PM  schedules 
with  up  to  five  weeks  paid  time  off.  Paid  malpractice. 
Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


Health  Care  Personnel 
Consulting,  Inc. 

a division  of  The  Health  Care  Group 

specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the  following 
specialty  areas: 

ALLERGY,  DERMATOLOGY,  FAMILY  PRACTICE, 
INTERNAL  MEDICINE,  OPHTHALMOLOGY, 
PEDIATRICS,  PSYCHIATRY,  PSYCHOLOGY, 
RADIOLOGY  AND 
URGENT  CARE. 

For  more  information  regarding 
selling  or  buying  a medical  practice, 
contact  our  brokerage  division 
at  The  Health  Care  Group, 

400  GSB  Bldg.,  Bala  Cynwyd,  PA  19004 
or  call  (215)  667-8630. 


752 


NEW  JERSEY  MEDICINE 


Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5th  of 
preceding  month;  Payment 
in  advance;  $5. 00 first  25 
words,  1 04  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word,  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as five  words. 


PSYCHOLOGIST  AVAILABLE— New 

Jersey  licensed.  Experienced  in  behav- 
ioral techniques  and  short-term  psy- 
chotherapy. Seeks  affiliation  with  a 
medical  group  for  general  counseling, 
weight  reduction,  etc.  Please  call 
201-992-1431. 

FAMILY  PHYSICIAN-Needed  for  Family 
Practice  Group  in  Flemington,  NJ.  No  ob- 
stetrics; automatic  coverage;  excellent 
hospital  with  Family  Practice  Residency 
minutes  away,  professional  emergency 
room  coverage;  revised  new  salary  struc- 
ture; vacation  benefits.  Please  send  Cur- 
riculum Vitae  to  Doctors  Doyle,  Madonia 
and  Manchen  of  The  Flemington  Medical 
Group,  6 North  Main  Street,  Flemington, 
NJ  08822. 

ORTHOPAEDIST  NEEDED-For  busy  4 
man  Orthopaedic  Group  Practice,  Jersey 
Shore,  credentialled/experieneed  in 
spinal  surgery  or  sportsmedicine.  Early 
partnership  potential.  Superb  opportu- 
nity for  physician  who  wants  to  reap  the 
professional,  emotional  and  financial  re- 
wards which  hard  work  and  dedication 
bring.  Exceptional  compensation  pack- 
age with  many  options  for  successful 
candidate  who  can  report  by  January  or 
February  1988.  In  New  Jersey  call  toll  free 
1-800-822-6374. 

OB/GYN— Multi-specialty  group  in  Cen- 
tral NJ  seeks  OB/GYN  physician  to  re- 
place retiring  member  of  4 physician 
OB/GYN  department.  Board  certified  or 
eligible.  Send  C.V.  to  Mr.  T.J.  English, 
Sayreville  Medical  Group,  PA,  26 
Throckmorton  Lane,  Old  Bridge,  NJ 
08857.  201-679-5800. 


PHYSICIAN  NEEDED— Physician  want- 
ed for  weight  loss  practice  in  Englewood, 
NJ.  All  day  Tuesday  and  Thursday  plus 
Wednesday  and  Saturday  AM.  Call  Dr.  A. 
Lazar,  201-568-3742. 

PHYSICIANS  NEEDED-for  successful, 
well  known,  walk-in  medical  office  center 
in  Central  NJ.  Full  and  part-time.  Skilled 
and  personable,  American  trained  MD's. 
Send  CV  to  E.V.  McGinley,  MD,  1005  N. 
Washington  Avenue,  Green  Brook,  NJ 
08812  or  call  201-968-8900. 

HOME/OFFICE  FOR  SALE— Princeton 
suburb.  4 bedroom  home.  2 exam-room 
office.  Busy  road.  High  growth  area 

8350.000.  Call  201-874-0966. 

HOME/OFFICE  FOR  SALE— Tenafly. 
Gracious  New  England  Colonial  with 
three  room  medical  suite  or  additional 
living  space.  Large  rooms,  beamed  ceil- 
ings, 5 fireplaces,  4 bedrooms,  2 full,  2 
half  baths.  Beautifully  landscaped  prop- 
erty in  choice  East  Hill  location.  Close 
to  schools  and  transportation.  Unique 
opportunity  at  8690,000.  Call  201- 
894-1900  for  more  information. 

PRACTICE  FOR  SALE— Family  practice. 
Retiring.  Established  family  practice  in 
Hackensack  area,  40  years.  Ideal  comer 
office  and  home.  Call  201-845-8451. 

PEDIATRIC  PRACTICE/HOME/ 
OFFICE  FOR  SALE— Available  as  a unit 
or  separately.  30-year  established  prac- 
tice in  southern  Monmouth  County 
shore  area.  Must  be  seen  to  be  ap- 
preciated. Reply  to  Box  No.  253,  NEW 
JERSEY  MEDICINE. 

PRACTICE  FOR  SALE— Board 
Certified/Board  Eligible  Internist 
Cardiologist  to  purchase  40-year  prac- 
tice. South  Jersey  community,  60,000.  All 
cardiovascular  noninvasive  and  some  in- 
vasive hospital  facilities  available. 
Reasonable  terms  available.  Write  Box 
No.  254,  NEW  JERSEY  MEDICINE. 
PRACTICE  FOR  SALE- Professional 
residential  Home/Office  on  3/4  acre.  35 
years  practicing  in  same  location.  Com- 
fortable home.  Active  well  equipped  office 
in  very  desirable  area  Suitable  for 
energetic  physician  or  two.  Will  stay  on 
to  introduce.  Write  Box  No.  255,  NEW 
JERSEY  MEDICINE. 

PRACTICE  FOR  SALE- Home  and  Of- 
fice. 35  years.  Internal  Medicine.  Price 

8400.000.  Middletown,  New  Jersey.  Call 
201-671-4180. 

PROFESSIONAL  BUILDING  FOR 
SALE— Eight  years  old,  Central  New  Jer- 
sey location  on  main  street  in  center  of 
town  with  on  street  parking  and  large 
private  parking  lot.  Three  apartments  on 
second  floor,  three  professional  offices  on 
first  floor,  fully  occupied.  Ideal  building 
for  professional  person  to  establish  a pri- 
vate practice  or  for  an  investor.  Asking 

8475.000. 00.  Will  hold  first  mortgage. 
Call  evenings  201-477-2628. 


EQUIPMENT  FOR  SALE-Ultra- 

sound— Echocardiogram— machine.  ATL 
Mark  3,  suitable  for  abdominal  and 
pelvic  studies  also.  Strip  chart  recorder 
and  page  printer  included.  810,000.  Tele- 
phone 201-625-1015. 

EQUIPMENT  FOR  SALE — Cavitron  Dual 
Head  O.R  light,  ceiling  mount,  8300. 
SMR  ENT  chair  and  stool  with  light, 
8500;  excellent  condition.  Call 
609-597-6800. 

SHARE  OFFICE — Internist  has  Office 
Space  to  Share  in  Perth  Amboy,  NJ,  for 
a Surgeon  or  Sub-specialist.  Telephone 
201-541-6521. 

SHARE  OFFICE— Internist  Office  avail- 
able for  rent  in  Summit  close  to  Overlook. 
Flexible  hours,  parking  available.  Call 
201-522-9400. 

SHARE  OFFICE — Office  Space  to  Share 
in  Fort  Lee.  Fully  equipped,  1400  square 
feet,  including  4 examining  rooms.  Share 
with  specialist.  Call  201-585-7511. 

SUB-LEASE  OFFICE— Sub-specialist, 
sub-lease  doctor's  office  located  near 
West  Jersey  & Garden  State  Hospitals, 
RT  73  South,  Evesham  Commons, 
Marlton,  NJ.  Available  now  for  evenings, 
days,  Saturdays.  For  information  call 
609-778-4222.  Rent  negotiable. 

VACATION  RENTAL— Akumal:  Las 
Celosias,  a snorkeler's  idyll,  one  hour 
Cancun;  3 bedrooms,  3 baths,  staff.  Over- 
looks lagoon— Caribbean.  White  sand 
beach,  accredited  diving  school.  Mayan 
ruins  nearby.  May-Oct  8900;  Nov.-Apr. 
81100/weekly.  Also  San  Cristobal  Las 
Casas,  Mexico:  El  Jacarandal,  enchant- 
ing guest  house  overlooking  Spanish  col- 
onial town.  Indian  villages,  markets. 
Three  excellent  meals,  good  horses,  open 
bar,  890/person/day.  Write:  Wood,  Calle 
Com  i tan  #7,  San  Cristobal  Las  Casas, 
Chiapas,  Mexico.  Call:  011-52-967- 
81065. 

VACATION  RENTAL— British  Virgin 
Islands  (Virgin  Gorda).  Elegant  new  villa 
directly  on  own  private  snorkeling  beach, 
spectacular  panoramic  view  of  North 
Sound  including  Bitter-End  (dive  school, 
etc.)  Perfect  weather  year  round.  3 
bedrooms,  2 baths,  magnificent  Liv- 
ingroom,  wrap  around  deck,  full  modem 
kitchen,  microwave,  dishwasher,  washer- 
dryer.  (Staff,  provisioning,  marina,  res- 
taurant, fishing,  pool,  tennis,  car  avail- 
able.) 81,890  week.  Call  609-921-7872. 

CLASSIFIED  ADVERTISING  — Re 

plies/ Requests:  Write  to  NEW  JERSEY 
MEDICINE,  Advertising  Office,  370 
Morris  Avenue,  Trenton,  NJ  0861 1 or  call 
609-393-7196  for  availability. 
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You  know  what  you  need,  BUT 
you  don’t  know  how  to  go  about  it! 


MARY  ANN  HAMBURGER  ASSOCIATES 
offers  a complete  Medical  Management 
Consulting  Service  which  eliminates  a busy 
doctor's  added  responsibility  of  establishing 
and  overseeing  a state-of-the-art  office. 

Mary  Ann  Hamburger  makes  sure  that  when 
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the  doctor  opens  his  or  her  door  for  the 
very  first  patient  all  he  or  she  has  to  do  is 
concentrate  in  the  medical  side  of  the  practice. 

MARY  ANN  HAMBURGER  is  an  expert^  in  every 
detail  of  office  administration.  From  phone 
systems  and  billing  to  finances,  furnishings, 
relocation  and  personel. 
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OCEAN  CT  CENTER,  P.A. 


A PRIVATE  OFFICE,  OUTPATIENT  SETTING  DEDICATED  TO 
COMPUTED  TOMOGRAPHY  (CT  STUDIES) 


• Board  Certified  Radiologist  • Experienced  Registered  Technologists 
• Prompt  Scheduling  • Timely  Follow-Up  Reports 


OCEAN  CT  CENTER,  P.A. 

Deer  Chase  Professional  Park,  154  Route  37  West,  Toms  River,  New  Jersey  08753 

(201)  286-0030 
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NEW  JERSEY  MEDICINE 


Do  Not  Substitute 


2 mg  5 mg  10  mg 


Are  you  writing  only 
half  a prescription  for  it? 


Be  sure  to  write  a complete  prescription. 

Specify  “Do  not  substitute.” 

Roche  Products  Inc.  Copyright  ©1987 

Manati,  Puerto  Rico  00701 


by  Roche  Products  Inc. 
All  rights  reserved. 


State  flag  of  New  Jersey 


Hag  It. 

To  complete  your  prescription, 
be  sure  to  sign  on  the  right, 
on  the  “ Do  Not  Substitute”  line. 

This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


scored  tablets 

2 mg  5 mg  10  mg 

The  one  you  know  best. 


The  cut  out  "V”  design  is  a registered  trademark 
of  Roche  Products  Inc. 
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H & W BLANKSTEEN  AGENCY,  II 


The  Medical  Society  of  New  Jersey  Endorsed  Pit 

providing  LOW  COST  . HIGH  QUALITY 
TIME  PROVEN  PLANS 

■ Disability  Income 

■ Comprehensive  Hospitalization 

■ Major  Medical 

■ Umbrella  Major  Medical 

■ Hospital  Cash  Allowance 

■ High  Limit  Accident 

■ Term  Life  Insurance 

■ Professional  Overhead  Expense 

■ Croup  Keogh  Plans 


THE 

LANKSTEEN 

COMPANIES 


161  WILLIAM  STREET 
NEW  YORK,  NY  10038 
(212)  732-9435 

75  MONTGOMERY  STREET 
JERSEY  CITY,  NJ  07302 
(800)  BLANK-AC 
(201)  333-4340 


BLANKSTEEN 

BROKERAGE  CORPORATIO 


HOMEOWNERS 

■ Valuable  Items 

■ Scheduled  Items 

■ Workers  Compensation 

■ Mortgage  Coverage 

■ Umbrella  Liability 

OFFICE 

■ Comprehensive  Package 

■ Employee  Statutory  Coverage 

■ Employee  Benefits 


BLANKSTEEN  ECONOMIC 
SERVICES  CORPORATION 

■ Pension  Plans 

■ Annuities 

■ Permanent  Life  Plans 

■ Computerized  Financial  Planning 


A better  alternative 
for  hypertensives  who 
are  going  bananas ... 


5pare  your  patients  the  extra  cost 
in  calories,  sodium  and  dollars. 

i 5pare  your  patients  the  rigors  of 
\ dietary  K+ supplementation. 


25mg  Hydrochlorothiazide/50  mg  Triamterene/5KF 

Effective  antihypertensive 
therapy...without 
k.  the  bananas 


DAW 

'DYAZIDE'  A5  WRITTEN 


Not  tor  initial  therapy.  See  brief  summary 


without  a history  of  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  ot  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  ol  the  hydrochlorothiazide 
component  ot  ‘Dyazide ' is  about  50%  ol  the  bioavailability  ol  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  ol  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  Dyazide  ’ suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  Dyazide  ’.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropin/AC  TH)).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  relaxants  such  as  tubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore.  Dyazide  ‘ should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A few  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  ‘Dyazide ' when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  Dyazide'.  The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  Dyazide 1 interferes  with  fluorescent  measurement  of 
quinidine.  Hypokalemia  is  uncommon  with  'Dyazide  '.  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  'Dyazide ' should  be  withdrawn  before 
conducting  tests  for  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  of  other  antihypertensive  drugs  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity. purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  ot  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a few  patients  on  'Dyazide '.  although  a causal 
relationship  has  not  been  established 
Supplied:  Dyazide' is  supplied  as  a red  and  white  capsule,  in 
bottles  of  1000  capsules:  Single  Unit  Packages  (unit-dose)  ot 
100  (intended  tor  institutional  use  only):  in  Patient-Pak unit- 
of-use  bottles  of  100. 

BRS-DZ145 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  liter / 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K * levels  should  be  determined. 
If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K ’ 
intake.  Associated  widened  ORS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  It  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 
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New  JERSEY’S 
LEADING 
MEDICAL 
TRANSCRIPTION 
SERVICE 


Serving  hospital 
departments,  surgery 
centers,  clinics,  medical 
groups  and  individual 
physicians  for  more  than 
two  decades. 


WORLD  WIDE 
DICTATION  SERVICE 


1455  Broad  Street.  Bloom Aeld,  NJ  07003-3039 
(201)  33B-0606 


Congested?  Stuffed-lip? 
NEED  MORE  SPACE? 

Now,  you  can  have  additional  space,  inexpensively. 
Without  having  to  add  on  or  move  out. 


CONVENIENT  • SECURE  • AFFORDABLE 


STORE  OUTOFUSE  FILES,  BOOKS, 
RECORDS  AND  OFFICE  EQUIPMENT 

Easy  access,  no  appointments, 
open  7 days.  Month-to-month  rentals, 
closet-sized  to  2-car  garage. 

You  Store  It.  You  Lock  It. 
You  Keep  the  Key. 

JT Space  Station 
Self-Service  Storage 

for  “outa  space”  people 


BRICK 

Rt.  70  & Space  Station  Way 

458  8989 
CRANFORD 

601  South  Avenue 

709-0001 
EAST  HANOVER 

Route  10  at  Littell  Road 

887-4432 

HACKENSACK 

270  South  River  Street 

488-1100 


HARRISON 

412  Harrison  Avenue 

481-6799 
JERSEY  CITY 

69  Mallory  Avenue 

433-0700 

LINDEN 

1951  E.  Linden  Avenue 

925-1052 

SECAUCUS 

101  Paterson  Plank  Road 

864  2228 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Ob/Gyn 
Diabetes  Psychiatry 

Pediatrics  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  ■ CLINICAL  - EDUCATIONAL  ■ CURRENT 
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SYMPTOMS  OF  A 
GROWING  PROBLEM 


• A practicing  physician  is  a business,  like  it  or  not.  Physicians  are  spending  more 
time  and  attention  on  paperwork. 

• All  business  paperwork  is  growing  and  growing.  Small  businesses  find  com- 
puters a necessity  more  and  more. 

• Most  physicians’  offices  do  not  have  a computer.  Most  physicians  are  adverse 
to  or  intimidated  by  computers. 

• The  legal/regulatory  environment  is  increasingly  overbearing  requiring  more 
extensive  practice  record  keeping  and  statistics. 

Physicians  and  their  office  staffs  are  spending  more  time  (money)  trying  to  cope 

with  these  problems. 

OUR  SOLUTION  IS  TO  CURE  THE  PROBLEM 
NOT  TREAT  THE  SYMPTOMS 


Automated  Medical  Office  Systems,  Inc.  has  the  solution. 

BENEFITS: 

• Exceptionally  easy  to  learn  and  use 

• Low  cost  (less  than  $2  per  hour) 

• Turn-key  system,  everything  included 

• Full  support  by  pro’s  who  understand  the  medical  business 

Give  your  office  staff  the  tools  which  dramatically  increase  its  efficiency  and  let  you 
concentrate  more  on  medicine. 


We  are  a New  Jersey  firm.  You  get  local  response  and  service. 

Automated  Medical  Office  Systems,  Inc. 

Princeton,  New  Jersey 

(609)  924-3078 
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HOUSE  CALLS 


Your  Exchange  is  leading  the  fight  to  provide  meaningful  malpractice  insurance  reform  in  New  Jersey.  It’s  a 
continuing  battle  against  determined  opposition.  The  kind  that  brought  400  trial  lawyers  to  the  State 
Capital  to  oppose  reforms.  That’s  why  we  need  your  help.  We  know  your  first  responsibility  is  to  youT 
patients  and  your  time  is  precious.  But  you  can  make  a difference ...  by  making  a house  call ...  a phone  call 
or  letter  to  State  legislators  when  we  think  it’s  critical. 


LEADERSHIP  IN  SUPPORT  OF  MEDICINE 


Medical  Inter-Insurance 
Exchange  of  New  Jersey 

2 PRINCESS  ROAD,  LAWRENCEVILLE,  NEW  JERSEY  08648 
PHONE:  1-800-257-6288 
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Membership 

Newsletter 


THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


VOLUME  48 


PRESIDENT'S  HOT-LINE:  HARRY  M.  CARNES,  M.D. 


TORT  REFORM 

★ We  have  intensified  lobbying  efforts  and  have 
completed  visits  to  all  members  of  the  Senate  Judiciaiy 
Committee.  I am  optimistic  that  we  can  bring  bills 
S-281  and  S-2706  to  a vote  shortly  after  the  election. 

Please  call  and  write  the  Senators  on  that  committee 
and  urge  them  to  act  on  these  bills  now. 

MEDICAID  FEES 

★ We  continue  to  call  upon  the  Assembly  Health  and 
Human  Resources  Committee  to  approve  funds  to  im- 
prove the  Medicaid  fee  schedule.  Members  should 
write  to  the  Committee  and  ask  it  to  move  promptly 
to  increase  funds  under  the  Medicaid  program. 

MEDICARE:  NONPARTICIPATING  PHYSICIAN 
NOTICE 

★ The  Medicare  law  provides  that  doctors  who  do 
not  participate  in  Medicare  must  notify  patients 
undergoing  elective  surgical  procedures  of  that  fact  in 
a manner  approved  by  the  federal  government  if  the 
fee  exceeds  $500. 

The  law  went  into  effect  on  October  1,  1987.  The 
government  was  late  in  approving  the  notice  format. 
A carrier  letter  was  sent  out  the  first  week  in  October. 
While  compliance  is  urged,  enforcement — according  to 
Prudential  and  the  AMA— will  not  begin  until  January 
1988. 

CARDIAC  SERVICES 

★ The  Department  of  Health  recently  notified  hospi- 
tals applying  for  cardiac  services  certificates  of  need 
that  they  must  have  the  physicians  involved  accept 
mandatory  assignment  in  Medicare.  The  Society  vigor- 
ously protested,  and  the  Commissioner  now  has  stated 
that  the  policy  would  apply  only  to  indigent  patients. 


MEMBERSHIP 

★ I continue  to  be  distressed  by  the  number  of  phy- 
sicians who  do  not  belong  to  the  Medical  Society  of 
New  Jersey  and  the  AMA.  Shortly,  a recruiting  keyman 
will  be  assigned  to  each  medical  staff,  and  a list  of 
members  and  nonmembers  will  be  posted  on  hospital 
medical  staff  bulletin  boards. 

Every  responsible  physician  should  belong  to  the 
Medical  Society  of  New  Jersey  and  the  AMA. 

PUBLIC  RELATIONS  ASSESSMENT 

★ The  House  of  Delegates  approved  a $100  special 
assessment  to  articulate  the  Society’s  position  on  key 
issues  in  the  press  and  mass  media  At  this  point,  50 
percent  of  the  dues-paying  membership  has  re- 
sponded. If  you  have  not  paid,  please  do  so  immedi- 
ately. 

PHYSICIAN  ASSISTANTS 

★ Cardiac  surgeons  in  New  Jersey  have  convinced 
the  Department  of  Health  that  physician  assistants  are 
needed  in  cardiac  services  programs.  The  Department 
has  embraced  the  concept,  and  it  is  expanding  it  to 
include  replacement  of  clinic  nurses  and  physician 
house  staff.  The  Society  is  opposed  to  the  licensing  and 
use  of  physician  assistants  in  New  Jersey. 

If  you  agree  with  that  position,  call  and  write  the 
Commissioner  of  Health  and  let  her  know.  You  should 
also  call,  write,  and  talk  to  the  cardiac  surgeons  to 
convince  them  that  the  physician  assistant  concept  is 
illogical  and  impractical.  There  is  no  physician  deficit. 
Our  patients  need  nursing  services,  not  physician  as- 
sistant services.  If  house  staff  programs  are  curtailed, 
the  answer  is  physician  coverage— not  a less  than  ade- 
quate substitute! 


JERSEY  CARE 

A new  state  program,  JerseyCare,  began  in  New  Jer- 
sey on  July  1,  1987.  It  is  an  extension  of  the  Medicaid 
program,  administered  through  County  Welfare  Agen- 
cies/Boards of  Social  Services.  JerseyCare  will  be  help- 
ing eligible  pregnant  women,  infants,  and  young  chil- 


dren who  do  not  qualify  financially  for  regular  Medi- 
caid but  who  cannot  afford  quality  prenatal,  postnatal, 
and  general  health  care.  Ifyou  are  interested  in  obtain- 
ing a supply  of  JerseyCare  brochures,  flyers,  or  posters 
or  if  you  would  like  information  about  the  program, 
Ms.  Bernice  Cutler  can  be  reached  at  609/588-2824. 


VOL.  84— NUMBER  11— NOVEMBER  1987 


761 


RETIREMENT  DOESN'T  ALWAYS  MEAN 
RETIREMENT 

When  a practitioner  says  he  is  retired,  exactly  what 
does  he  mean?  Does  he  mean  that  he  no  longer  has 
a formal  office  which  he  conducts  examinations  and 
sees  patients  or  does  it  mean  he  has  "hung  up  his 
medical  license  and  will  never  treat  another  person, 
even  himself?" 

In  the  first  instance,  a practitioner  may  formally 
close  a practice  and  call  himself/herself  retired  and  still 
maintain  his/her  medical  license  and  wish  to  be  able 
to  treat  himself/herself,  family  members,  or  close 
friends.  Also,  in  this  instance  both  the  State  Controlled 
Dangerous  Substances  (CDS)  and  Drug  Enforcement 
Administration  (DEA)  registrations  must  be  kept  paid 
up,  when  due.  There  is  no  need  to  surrender  the  CDS/ 
DEA  registrations  in  this  case. 

On  the  other  hand,  if  the  practitioner  is  going  to 
cease  practice  on  himself/herself,  close  family  mem- 
bers, and  close  friends,  then  the  medical  license  must 
be  surrendered  to  the  New  Jersey  State  Board  of  Medi- 
cal Examiners;  the  CDS  and  DEA  certificate  of  regis- 
tration and  all  unused  Federal  Triplicate  Order  Forms 
must  be  returned  to  the  Office  of  Drug  Control,  New 
Jersey  State  Department  of  Health.  All  such  licenses 
will  be  “voided"  and  removed  from  the  files. 

AIDS 

Physician  responsibility  in  the  treatment  of  AIDS 
patients  is  a matter  of  primary  concern  to  the  Judicial 
Council.  The  Council  recognizes  AIDS  as  the  most  sig- 
nificant public  health  hazard  facing  the  public  and  the 
medical  profession.  There  are  conflicting  issues,  argu- 
ments, and  perspectives  on  a number  of  points.  In  an 
effort  to  assist  the  profession,  the  Council  reviewed 
materials  supplied  by  the  AMA  and  other  sources  as 
well  as  the  experience  of  Council  members. 


The  following  opinion  is  meant  to  assist  physicians 
in  meeting  their  ethical  obligations  to  their  patients, 
their  families,  and  themselves. 

Opinion  of  the  Judicial  Council:  Physician  Re- 
sponsibility Regarding  AIDS  Patients.  Adopted 
August  5,  1987.  Physicians  have  a long  tradition  of 
caring  for  patients  afflicted  with  infectious  diseases 
with  compassion  and  courage.  Not  everyone  is  emo- 
tionally able  to  care  for  a patient  with  AIDS.  If  a doctor 
is  unable  to  care  for  a patient  with  AIDS,  that  doctor 
should  ask  to  be  removed  from  the  case. 

In  those  instances  where  a physician  chooses  to 
remove  himself/herself  from  the  care  of  an  AIDS  pa- 
tient, it  is  that  physician's  responsibility  to  make 
alternative  arrangements  for  the  proper  care  of  the 
patient. 

While  the  Council  recognizes  the  right  of  the  physi- 
cian to  determine  which  patients  he/she  will  serve,  it 
does  not  believe  that  a categorical  refusal  to  treat  pa- 
tients with  AIDS  is  morally  or  ethically  acceptable. 

MSNJ  ANNUAL  MEETING 

The  construction  of  Resorts  Taj  Mahal  Casino  Hotel 
in  AUantic  City  will  not  be  completed  for  the  Medical 
Society  of  New  Jersey’s  1988  Annual  Meeting  sched- 
uled for  Thursday.  April  28  to  Sunday,  May  1,  1988. 
Therefore,  we  are  forced  to  change  the  site  of  the  1988 
Annual  Meeting. 

The  Board  of  Trustees  of  the  Medical  Society  of  New 
Jersey  at  its  September  20,  1987.  meeting  approved 
the  recommendation  that  the  1988  Annual  Meeting  be 
held  at  the  Sheraton  Meadowlands  Hotel  in  East 
Rutherford. 

FINI 

“A  part  of  life's  wonder  is  its  sheer  unpredictability.” 
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Specialized  ulcer  therapy 

When  advancing  age 
signals  reduced 
acid  secretion 


If  your  duodenal  ulcer  patient  is  over  55,  decreased 
mucosal  resistance  is  more  likely  to  cause  an  ulcer  than 
hypersecretion  of  acid-pepsin.'  A tendency  toward  lower 
acid  secretion  with  advancing  age  has  been  shown23 


Declining  gastric  secretion  and  age 


Age  Group 


CARAFATE®  (sucralfate/Marion)  makes  sense  as 
initial  ulcer  therapy  for  the  elderly.  Carafate  provides  ulcer 


healing  rates  comparable  to  H2  antagonists  without  the 
risk  of  systemic  side  effects  or  drug  interactions— an  impor- 
tant benefit  for  older  patients. 

The  unique,  nonsystemic  action  of  Carafate  enhances 
the  body's  own  ulcer  healing  ability,  strengthening  the  muco- 
sal structure  as  it  protects  damaged  tissue  from  further  injury. 

When  advancing  age  signals  reduced  acid  secretion, 
choose  the  specialized  ulcer  therapy  of  safe,  nonsystemic 
Carafate. 


Nothing  works  like 


(arafate 

sucralfate/Marion 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 

1595H7 
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ARAFATE 

(sucralfate) 


BRIEF  SUMMARY 


CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 

References: 

1 . Grossman  Ml:  Scand  1 Gastroenterol  58  (suppl  1 5)  7-1 6, 1980. 

2.  Marks  IN,  in  Hellemans  J,  Vantrappen  G (eds):  Gastrointestinal  Tract  Dis- 
orders in  the  Elderly.  Edinburgh,  Churchill  Livingstone,  70-81, 1984. 

3.  Krentz  K,  Jablonowski  H,  in  Hellemans  J,  Vantrappen  G (eds):  Gastrointes- 
tinal Tract  Disorders  in  the  Elderly  Edinburgh,  Churchill  Livingstone,  62-69, 
1984. 


Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES  INC 

KANSAS  CITY  MO  64137 
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1595H7 


AtiH) 
SOFTWARE 
We  Understand 
Your  Staff  Needs 
Time  To  Devote  To 
Patients.  As  Well  As  Time 
To  Manage  The  Business 
End  Of  Your  Practise. 


At  your  convenience  we  will 
show  you  how  the  industry’s 
leading  computer  systems  and 
practise  management  software 
can  help  your  staff  with  billing, 
scheduling,  tracking,  word 
processing  and  more — leaving 
more  time  to  spend  with 
patients. 

So  if  you  want  to  find  out  what 
Health  Care  Professionals 
should  know  about  using 
Business  Computer  Systems — 


PUT  MDBASE  TO  WORK!!!!!!!!! 


Special  Introductory 
offer  $595 


JHJ 

SOFTWARE  INC. 


250  West  57th  Street  Suite  521 
New  York,  N.Y.  10107 


Call  Us  For  A FREE  DEMONSTRATION  AT  YOUR  LOCATION 


For  Further  Information: 

(212)  265-5977  Ask  For  Jay  (201)  499-0587  Ask  For  Jay  Shah 


You  know  what  you  need,  BUT 
you  don’t  know  how  to  go  about  it! 


MARY  ANN  HAMBURGER  ASSOCIATES 
offers  a complete  Medical  Management 
Consulting  Service  which  eliminates  a busy 
doctor's  added  responsibility  of  establishing 
and  overseeing  a state-of-the-art  office. 

Mary  Ann  Hamburger  makes  sure  that  when 
the  doctor  opens  his  or  her  door  for  the 
very  first  patient  all  he  or  she  has  to  do  is 
concentrate  in  the  medical  side  of  the  practice. 


MARY  ANN  HAMBURGER  is  an  expertt  in  every 
detail  of  office  administration.  From  phone 
systems  and  billing  to  finances,  furnishings, 
relocation  and  personnel. 
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Professional  Liability 
Commentary 


The  plaintiff s expert  neonatol- 
ogist  contended  that  the  four- 
pound,  two-ounce  baby  was 
small  for  her  gestational  age  of  38  weeks,  and  it  was 
undisputed  that  she  was  at  particular  risk  for  a 
number  of  conditions  including  hypoglycemia,  which 
can  cause  brain  damage,  and  polycythemia  resulting 
in  brain  damage.  The  expert  contended  that  the  defen- 
dant should  have  tested  for  these  conditions  prior  to 
the  seizure  because  the  baby  was  at  such  a high  risk. 
It  was  undisputed  that  such  conditions  are  treatable 
if  detected  in  a timely  manner.  It  was  further  un- 
disputed that  the  defendant  pediatrician  did  not  test 
for  hypoglycemia  for  at  least  a 90-minute  period  follow- 
ing the  seizure  which  occurred  two  days  after  birth. 
The  neonatologist  contended  that  this  failure  was  a 
clear  departure,  and  he  and  the  plaintiffs  expert  pedi- 
atric neurologist  each  explained  that  the  seizure  was 
caused  by  severely  depleted  blood  sugar  levels  resulting 
from  hypoglycemia  The  experts  contended  that  some 
permanent  brain  damage  probably  occurred  prior  to 
the  seizure,  but  the  continued  deprivation  of  sugar 
following  the  seizure  significantly  increased  the  severi- 
ty of  the  brain  damage. 

The  baby  was  in  a community  hospital  which  was 
not  required  to  have  intensive  care  services,  and  upon 
the  seizure,  a transferring  physician  was  summoned 
from  the  nonparty  hospital  to  which  the  baby  subse- 
quently was  transferred.  This  physician  arrived  ap- 
proximately two  hours  later  and  contended  that  he 
immediately  tested  the  blood  sugar  level  and  found  it 
to  be  0.  The  plaintiffs  experts  contended,  therefore, 
that  it  was  clear  the  baby  suffered  hypoglycemia  and 
that  the  failure  to  take  the  required  tests  resulted  in 
deprivation  of  blood  sugar  to  the  brain  and,  ultimately. 


brain  damage.  The  defendant  contended  that  he  tested 
for  hypoglycemia  within  approximately  90  minutes  of 
the  seizure  and  shortly  before  the  transferring  physi- 
cian arrived,  and  that  the  baby  was  not  suffering  from 
hypoglycemia  In  support  of  this  position,  the  defen- 
dant pointed  to  nursing  records  indicating  a blood 
sugar  reading  of  45  at  this  time.  The  defendant  con- 
tended that  the  0 reading  found  by  the  transferring 
physician  should  not  be  accepted  because  he  failed  to 
record  this  finding.  The  transferring  physician  testi- 
fied that  he  inadvertently  and  mistakenly  failed  to  re- 
cord his  findings. 

The  defendant’s  experts  contended  that  the  defen- 
dant acted  properly  in  not  conducting  the  testing  ad- 
vanced by  the  plaintiff  prior  to  the  seizure,  and  had 
conducted  the  postseizure  readings  in  a timely  man- 
ner. The  defendant’s  expert  neonatologist  contended 
that  it  was  highly  likely  the  baby  suffered  polycythemia 
based  upon  a high  hematocrit  reading  recorded  at  the 
subsequent  hospital,  and  indicated  that  the  poly- 
cythemia could  well  have  deprived  the  brain  of  neces- 
sary oxygen,  causing  the  injury.  The  defendant  con- 
tended that  any  low  blood  sugar  found  and  recorded 
at  the  subsequent  hospital  resulted  secondarily  to 
polycythemia  The  defendant  maintained  that  since 
the  plaintiffs  experts  contended  that  the  alleged  devia- 
tions resulted  from  a failure  to  detect  hypoglycemia 
the  plaintiff  had  not  met  its  burden  of  proof  on  proxi- 
mate cause  if  the  defendant's  contention  of  poly- 
cythemia was  correct  The  plaintiff  countered  that 
since  its  experts  had  contended  that  failing  to  test  for 
polycythemia  also  was  a departure,  the  defendant  still 
would  be  responsible  even  if  the  jury  accepted  this 
defense  contention.  The  plaintiff s neonatologist  con- 
tended that  preseizure  findings  of  almost  constant 
rapid  breathing  and  periods  of  jitteriness  and  tremors 
were  particularly  consistent  with  hypoglycemia  and 
that  the  findings  of  cyanosis  and  apnea  immediately 
prior  to  the  seizure  also  were  consistent  with  this  con- 
dition, and  opined  that  the  baby  suffered  hypoglycemia 

The  subsequent  hospital’s  records  contained  no 
mention  of  a suspicion  of  polycythemia  and  the  defen- 
dant contended  that  these  nonparty  physicians  failed 
to  properly  diagnose  this  condition.  There  also  was  no 
indication  in  these  records  regarding  the  area  of  the 
body  from  which  the  blood  was  obtained  for  the 
hematocrit  testing  and  the  plaintiff s experts  con- 
tended that  the  finding  of  elevated  hematocrit  read- 
ings may  not  have  been  reliable  because  the  blood  is 
commonly  taken  from  the  foot  and  that  the  use  of 
areas  farther  from  the  heart  tend  to  produce  artificially 
elevated  readings.  The  defendant’s  expert  pediatrician 
maintained  that  an  intrauterine  virus  known  as  echo 
14  was  detected  in  the  baby's  urine  and  contended 
that  this  in  utero  virus  was  the  likely  cause  of  the  brain 
damage.  The  defendant’s  expert  contended  that  this 
conclusion  found  significant  support  in  the  fact  the 
mother’s  blood  pressure  was  elevated  at  the  beginning 
and  end  of  the  pregnancy,  and  in  the  fact  that  she  lost 
a slight  amount  of  weight  during  the  final  five  weeks 
of  the  pregnancy  when  she  would  be  expected  to  gain 
a relatively  significant  amount  of  weight.  The  plaintiff 
countered  by  establishing  that  there  were  no  docu- 
mented cases  of  this  virus  causing  such  brain  damage. 

The  deposition  testimony  from  the  chief  of  pedi- 
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atrics  revealed  that  he  concluded  four  years  prior  to 
the  incident  that  the  defendant  pediatrician  required 
remedial  training  and  he  was  of  the  opinion  that  this 
physician  had  difficulties  making  differential  diag- 
noses, controlling  seizures,  starting  an  intravenous 
line,  and  generally  caring  for  other  than  normal  babies. 
The  plaintiff  established  that  despite  this  opinion  and 
the  advisements  to  the  chairman  of  the  department  of 
medicine,  of  which  the  division  of  pediatrics  was  a 
part,  the  codefendants  failed  to  provide  additional 
training  or  supervision,  and  repeatedly  approved  his 
credentials  without  comment.  The  plaintiff  introduced 
evidence  of  a prior  incident  in  which  the  defendant 
allegedly  failed  to  properly  diagnose  infant  hypogly- 
cemia seizures,  of  which  the  codefendant  chief  of  pedi- 
atrics was  aware.  The  plaintiff s expert  pediatrician 
with  extensive  experience  in  administrative  matters 
contended  that  the  codefendants  had  the  duty  to 
ensure  that  the  defendant  was  capable  of  adequately 
performing  his  duties  and  should  have  provided  the 
necessary  remedial  training  or  taken  steps  to  advise 
the  board  of  trustees  to  revoke  his  hospital  privileges. 

The  defendant's  expert  pediatrician  with  significant 
administrative  experience  denied  that  the  codefen- 
dants, who  held  part-time  volunteer  positions,  owed 
such  a duty,  contending  that  the  responsibility  rests 
with  the  community  hospital’s  board  of  trustees.  The 
plaintiff  countered  that  the  codefendants  who  were 
aware  of  the  prior  difficulties,  were  in  a much  better 
position  to  take  steps  than  the  members  of  the  over- 
seeing board  of  trustees.  The  plaintiff  additionally 
elicited  a concession  from  the  defendant’s  adminis- 
trative pediatrician  that  the  accrediting  organization 
would  require  continuous  surveillance  of  the  quality 
of  care  rendered  by  the  physicians  in  the  division.  The 
plaintiff  established  that  the  codefendants  were  not 
aware  of  an  alleged  similar  case  involving  a failure  to 
diagnose  hypoglycemia  occurring  several  months  prior 
to  the  instant  incident,  and  contended  that  a periodic 
reading  of  the  defendant’s  charts  by  the  codefendant 
chief  of  pediatrics  would  have  ascertained  that  the 
defendant’s  alleged  difficulties  were  continuing. 

The  baby  will  undisputedly  suffer  permanent 
spastic  quadriplegia,  mental  retardation,  and  blind- 
ness, and  the  plaintiffs  expert  contended  that  the  in- 
fant plaintiff  faces  significant  health  risks  including 
respiratory  and  urinary  infections.  The  jury  found  the 
defendant  pediatrician  70  percent  negligent,  the  defen- 
dant chief  of  pediatrics  20  percent  negligent,  and  the 
defendant  chairman  of  medicine  10  percent  negligent 
and  awarded  $13,000,000,  including,  $7.5  million  to 
the  parents  for  future  medical  care  and  $5.5  million 
for  the  infant  plaintiff.  The  defendants’  pretrial  mo- 
tions during  trial  for  the  cases  against  the  defendant 
pediatrician  and  administrative  defendants  to  be  tried 
separately  were  denied. 

Commentary:  On  the  allegation  that  the  codefen- 
dant administrative  physicians  should  have  taken  ac- 
tion with  the  defendant  pediatrician  because  of  per- 
ceived prior  difficulties,  the  plaintiff  was  permitted  to 
point  to  the  deposition  testimony  of  the  chief  of  pedi- 
atrics in  which  he  stated  that  he  advised  the  chief  of 
medicine  that  the  defendant  had  exhibited  difficulties 
in  caring  for  other  than  normal  newborn  babies  and 
that  he  required  remedial  training  in  various  areas. 


The  evidence  of  catastrophic  injuries  to  the  infant 
plaintiff  in  light  of  the  proofs  that  the  prior  difficulties 
were  ignored  may  well  have  provided  the  impetus  for 
this  extremely  large  award,  notwithstanding  the 
Court’s  instructions  that  this  evidence  could  not  be 
considered  in  the  case  against  the  defendant  pedia- 
trician. The  plaintiff  was  additionally  permitted,  on  the 
issue  of  notice  to  the  administrative  codefendants,  to 
delve  into  two  prior  similar  instances  of  alleged  im- 
proper care  provided  by  the  defendant  pediatrician  on 
the  basis  that  these  incidents  lent  significant  support 
to  the  position  that  the  administrative  codefendants 
had  failed  to  properly  exercise  their  supervising  roles. 
In  this  regard,  the  plaintiff  discussed  one  instance  in 
which  the  defendant  chief  of  pediatrics  had  raised 
questions  regarding  the  adequacy  of  the  care  provided 
to  a newborn  baby  suffering  from  seizures  and  hypo- 
glycemia, arguing  that  he  should  have  acted  upon  the 
perceived  deficiencies,  and  discussed  a second  case 
three  months  prior  to  the  instant  incident  which  in- 
volved seizures  and  hypoglycemia  and  of  which  the 
chief  of  pediatrics  was  not  aware,  arguing  that  had  he 
reviewed  the  defendant  pediatrician’s  records,  he 
would  have  ascertained  that  these  difficulties  were 
continuing.  The  plaintiff  had  further  contended  that 
evidence  of  subsequent  alleged  improprieties  would 
support  its  position  that  the  defendant  pediatrician 
failed  to  possess  a requisite  degree  of  skill  which  would 
constitute  a separate  and  distinct  area  of  negligence. 
The  Court  refused  to  permit  the  introduction  of  these 
subsequent  instances  of  alleged  impropriety,  holding 
that  the  plaintiff  had  not  established  a sufficient 
number  of  cases  to  show  a habit  or  custom  of  negli- 
gence on  the  part  of  the  defendant  pediatrician.  The 
Court  further  declined  to  permit  the  plaintiff  to  cross- 
examine  the  defendant’s  expert  neonatologist  regard- 
ing a report  she  had  written  in  a different  case  brought 
against  the  defendant,  which  the  plaintiff  contended 
was  virtually  identical,  in  which  the  expert  purportedly 
criticized  the  defendant,  stating  that  the  defendant 
lacked  fundamental  pediatric  skills,  holding  this  ex- 
pert’s conclusion  that  the  cases  were  not  similar  would 
be  binding  on  the  issue.  On  the  proximate  cause  issue, 
the  defendant  had  argued  that  since  the  plaintiffs 
experts  believed  that  the  brain  damage  stemmed  from 
hypoglycemia  and  did  not  include  that  such  injury  was 
caused  by  polycythemia,  the  jury  should  be  instructed 
that  the  plaintiff  could  not  recover  unless  they  found 
that  the  infant,  in  fact  had  suffered  from  hypogly- 
cemia The  Court  declined  to  give  this  instruction  and 
permitted  the  plaintiff  to  argue  that  even  if  the  jury 
determined  that  polycythemia  was  the  cause  of  the 
injury,  they  could  nonetheless  find  the  defendant  liable 
because  the  plaintiff s experts  had  concluded  that  the 
failure  to  test  for  polycythemia  was  a deviation  as  well. 
On  damages,  the  Court  denied  the  motion  for  a new 
trial.  The  Court  indicated  that  its  calculations  of  the 
anticipated  future  medical  costs  exceeded  the  jury's 
award  of  $7.5  million  and  concluded  that  based  upon 
the  evidence  and  testimony  of  the  extensive  pain  and 
suffering  and  future  lost  earnings,  the  award  of  $5.5 
million  for  the  child  was  not  excessive.  This  jury  ver- 
dict is  being  appealed  by  the  defendants.  {New  Jersey 
Jury  Verdict  Review  and  Analysis-  , Volume  VIII,  Issue 
3,  June  1-June  15,  1987.) 
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TELEBILL 

A FEE  COLLECTION  BREAKTHROUGH 

• ALL  CLAIMS  PAPERLESS  FROM  YOUR  OFFICE. 

• PATIENT  STATEMENTS  ATTRACTIVE,  EFFECTIVE,  PROMPT  AND 
PAPERLESS  FROM  YOUR  OFFICE  WITHOUT  USING  A BILLING  SERVICE. 

• NO  PAPER,  NO  COMPUTERS,  NO  LOSS  OF  CONTROL. 

• $3795.00  OR  LEASE 

A revolutionary  new  approach  to  medical  billing  is  now  available.  With  Telebill  you  can  send  paperless 
insurance  claims  over  a standard  office  phone  without  a computer.  Until  now  electronic  claim  submission  was 
expensive,  complex,  and  limited  to  a small  number  of  insurance  carriers.  NTC  has  developed  a medical  billing 
data  network  which  makes  it  possible  to  send  Blue  Shield,  Medicare,  Medicaid,  most  private,  and  HMO  claims 
through  Telebill,  a small,  typewriter-like  unit  that  connects  to  your  office  telephone.  Telebill  is  easy  to  install 
and  operate.  For  a small  setup  charge,  it  can  be  used  to  transmit  patient  statements  and  to  generate  a full 
accounting  ledger  that  will  replace  the  conventional  card  system  found  in  most  medical  offices. 

NTC  has  been  operating  its  data  network  for  over  two  years  and  is  the  largest  processor  of  private  practice 
insurance  claims  in  New  England.  Telebill  is  the  first  product  designed  specifically  for  the  health  care  provider’s 
unique  billing  needs.  At  $3795.00,  it  is  priced  for  the  small  solo  practice,  but  it  will  handle  the  volume  of  a 
busy  medical  group. 


To  receive  a Telebill  brochure  or  to  schedule  a short  Telebill  demonstration  in  your  office  write  National 
Teledata  Corporation,  7 Great  Valley  Parkway  East,  Malvern,  PA  19355  or  Phone  1-800-642-5029. 


MidLainttic 

NORTH 

We  are  pleased  to  announce  that 

PATRICK  J.  ROBINSON 

has  recently  joined 

MIDLANTIC  NATIONAL  BANK/NORTH 

as  a Vice  President 

Mr.  Robinson  will  manage  the  Bank’s 

Medical/Dental  Banking  Division. 

One  Garret  Mountain  Plaza 
West  Paterson,  New  Jersey 
(201)  881-5191 
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There’s  never  been  a better  time  for  her. 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis'  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsuipassed  record  of 
long-  term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.2 


PREMARIN* 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms 

Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  atrophic  vaginitis 


For  moderate-to-severe 
vasomotor  symptoms  and 
for  osteoporosis 

PREMARIN 

(conjugated  estrogens  tablets) 


% 


^PREMARIN 


0.3  mg  0.625  mg  0.9  mg  1.25  mg 


2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


PREMARIN’ 

(conjugated  estrogens) 

a 

Vaginal 
Cream 

0.625  mg/g 

i* 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS ) 

PREMARIN'  Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN'  Brand  ol  conjugated  estrogens  Vaginal  Cream.  In  a nonllquetying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-controlled  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  lo  exogenous  estrogens  tor  more  than  one  year  This  risk  was  independent 

01  the  other  known  risk  lactors  lor  endometrial  cancer  These  studies  are  turlher  supported  hy  the  finding 
that  incidence  rates  ol  endometrial  cancer  have  increased  sharply  since  1969  in  eight  dilterent  areas  ol  the 
United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  ol  estrogens  during  the  last  decade  The  three  case-controlled  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 lo  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ol  treatment  and  on  estrogen  dose  In  view  ot  these  lindings,  when 
estrogens  are  used  for  the  treatment  ot  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment 
is  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  lor  continued  therapy.  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ot  low  doses  ot  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  ot  all  women  taking 
estrogens  is  important  In  all  cases  ot  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  "natural’'  estrogens  are  more  or  less  hazardous  lhan  "synthetic"  estrogens  at  equi-estrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ot  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  lemales  exposed  in  ulero  to  diethylstilbestrol,  a nonsteroidal 
estrogen,  have  an  increased  risk  ol  developing,  in  later  life,  a lorm  ot  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  lhan  4 per  1.000  exposures. 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  lound  to  have 
vaginal  adenosis,  epithelial  changes  ol  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ol  malignancy  Although  similar  data  are  not  available 
with  the  use  ot  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  lemale  sex  hormones  and  congenital 
anomalies  including  congenital  hear!  delects  and  limb-reduction  detects  One  case-controlled  study 
estimated  a 4 7-fold  increased  risk  ot  limb-reduction  defects  in  infants  exposed  in  ulero  to  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  lor  threatened 
abortion)  Some  ol  these  exposures  were  very  short  and  involved  only  a lew  days  ol  trealmenl  The  data 
suggest  that  the  risk  ol  limb-reduction  detects  in  exposed  tetuses  is  somewhat  less  lhan  1 per  1.000  In  the 
past,  lemale  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion  There  is  considerable  evidence  that  estrogens  are  ineffective  tor  these  indications,  and  there  is  no 
evidence  from  well-controlled  studies  that  progestogens  are  ettective  lor  these  uses  It  PREMARIN  is  used 
during  pregnancy,  or  it  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ot  the 
potential  risks  lo  the  tetus.  and  the  advisability  ot  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (coniugated  estrogens,  USP)  contains  a mixture  ol  estrogens,  obtained  exclusively 
from  natural  sources,  blended  lo  represent  the  average  composition  ol  material  derived  trom  pregnant  mares' 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  ot  17a-estradiol 
equilenm.  and  17a-dihydroequilemnas  salts  ol  their  sullate  esters  Tablets  are  available  mO  3 mg,  0 625  mg.  0 9 
mg,  1.25  mg,  and  2 5 mg  strengths  of  conjugated  estrogens  Cream  is  available  as  0.625  mg  coniugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets,  USP)  Moderate-lo-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  ettective  tor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female  castration 

PREMARIN  (coniugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ot  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  ettective  dose  appropriate  lor  the  specific  indication  should  be 
utilized  Studies  of  the  addition  ot  a progestin  for  7 or  more  days  ot  a cycle  ol  estrogen  administration  have 
reported  a lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  ot  the 
endometrium  suggest  lhal  10  to  13  days  ot  progestin  are  needed  to  provide  maximal  maturation  ol  the 
endometrium  and  to  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial 
carcinoma  has  not  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  ol  progestin  in  estrogen  replacement  regimens,  (See  PRECAUTIONS  ) The  choice  ol  progestin  and 
dosage  may  be  important;  product  labeling  should  be  reviewed  to  minimize  possible  adverse  ettecls 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ol  the  following  conditions 
1 Known  or  suspected  cancer  ol  the  breasl  except  in  appropriately  selected  patients  being  treated  lor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ot  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ol  breast  or  prostatic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  ot  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  ol  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-told  increase  in  the  risk  ot  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens 

Adverse  etlects  ot  oral  contraceptives  may  be  expected  at  the  larger  doses  ol  estrogen  used  to  treat  prostalic  or 
breast  cancer  or  postpartum  breasl  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  estrogens  tor  prostatic  cancer  and  women  tor  postpartum  breast  engorgement  Users  ol  oral 
contraceptives  have  an  increased  risk  ol  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke  and 
myocardial  intarction  Cases  ol  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users.  An  increased  risk  ot  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ol  oral  contraceptives  It  leasible.  estrogen  should  be  discontinued  at  least  4 weeks  belore 
surgery  ot  the  type  associated  with  an  increased  risk  ol  thromboembolism,  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugated 
estrogens  per  day),  comparable  to  those  used  lo  treat  cancer  ol  the  prostate  and  breast,  have  been  shown  to 
increase  the  risk  ot  nonlatal  myocardial  intarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  ol 
this  size  are  used,  any  ot  the  thromboembolic  and  thrombotic  adverse  etlects  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ot  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breasl  cancer  and  bone  melaslases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  lamily  history  should  be  taken  prior  to  the 
initiation  ol  any  estrogen  therapy  with  special  relerence  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  tor  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dyslunction,  require  caretul  observation  Certain  patients  may 
develop  mamlestations  ol  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
maslodyma.  etc  Prolonged  administration  ol  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ot  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  ol  mental  depression  Patients  with  a history  ol  depression  should  be  carefully  observed  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ol  estrogen 
therapy  when  relevant  specimens  are  submitted  It  laundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  Ihe  cause  is  investigated  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  tunction.  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete  It  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  etlects  on  carbohydrate  and  lipid  metabolism 
The  lollowmg  changes  may  be  expected  with  larger  doses  ol  estrogen 
a Increased  sultobromophthalem  retention 

b Increased  prothrombin  and  (actors  VII.  VIII,  IX.  and  X,  decreased  antithrombin  3,  increased  norepinephrine- 
mduced  platelet  aggregability 

c Increased  thyroid  binding  globulin  (TBG)  leading  lo  increased  circulating  total  thyroid  hormone  as 
measured  by  PBI.  L by  column  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  tree  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 
h Increased  serum  triglyceride  and  phospholipid  concentration 

As  a general  principle,  Ihe  administration  ol  any  drug  lo  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  ol  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
the  Irequency  ol  carcinomas  ot  the  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-controlled 
study  ot  postmenopausal  women  there  was  no  increase  in  risk  ot  breast  cancer  with  use  ol  coniugated  estrogens. 
ADVERSE  REACTIONS:  The  lollowing  have  been  reborted  with  estrogenic  therapy,  including  oral  con- 
traceptives breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like 
syndrome,  amenorrhea  during  and  alter  treatment,  increase  in  size  ol  uterine  tibromyomata,  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  ol  cervical  secretion,  cystitis-like  syndrome:  tenderness,  enlargement, 
secretion  (ol  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice;  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  multilorme,  erythema  nodosum,  hemorrhagic 
eruption,  loss  ot  scalp  hair,  hirsutism,  steepening  ot  corneal  curvature,  intolerance  to  conlacl  lenses;  headache, 
migraine,  dizziness,  mental  depression,  chorea  increase  or  decrease  in  weight,  reduced  carbohydrate  tolerance, 
aggravation  ot  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  ol  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  shorl-term  use  only  For  treatment  ol  moderate-to-severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  Ihe  menopause  (0  3 mg  to  1 25  mg  or  more  daily)  The  lowest  dose 
lhal  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oft)  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Osteoporosis  Female  castration  Osteoporosis —0  625  mg  daily  Administration  should  be 
cyclic  (eg.  three  weeks  on  and  one  week  oft)  Female  castration— 1 25  mg  daily,  cyclically  Ad|ust  upward  or 
downward  according  to  response  ot  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  that  will  provide 
ettective  control 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  ot  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  ol  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN'  Brand  ot  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  shorl-term  use  only  For  treatment  ot  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  otl) 

Attempts  lo  discontinue  or  taper  medication  should  be  made  at  three-  lo  six-month  intervals 
Usual  dosage  range  2 g to  4 g daily,  mtravaginally.  depending  on  the  severity  ot  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  ot  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  laken  to  rule  oul  malignancy  in  the  event  ot  persistent  or  recurring 
abnormal  vaginal  bleeding 
Relsrences: 

1.  Lindsay  R,  Hart  DM,  Clark  DM  The  minimum  ettective  dose  ot  estrogen  for  prevention  ot  postmenopausal 
bone  loss  Otrstet  Gynecol  1984,63  759-763  2.  Studd  JWW.  Thom  MH.  Paterson  MEL,  et  al  The  prevention  and 
trealmenl  ol  endometrial  pathology  in  postmenopausal  women  receiving  exogenous  estrogens,  in  Pasetto  N 
Paoletti  R.  Ambrus  JL  (eds).  The  Menopause  and  Postmenopause  Lancaster,  England  MTP  Press  Ltd  1980 
chap  13 
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The  Health  Policy  Agenda  for  the 
American  People:  Framework  for  the  Future* 


It  is  time  to  establish  a long-term  agenda  to  meet  the  challenges 
of  the  changing  health  care  environment.  Preparing  a blueprint 
for  the  future  and  implementing  improvements  in  health  care  are 
the  goals  of  the  Health  Policy  Agenda  for  the  American  People. 


Good  health.  It's  the  greatest 
asset  that  anyone  can  possess. 
We  protect  it,  nurture  it,  and 
monitor  it  closely  each  day. 

Yet  our  good  health  depends,  in  large  part,  on  our 
nation's  health  care  system.  While  most  Americans 
believe  they  receive  good  care,  the  U.S.  health  care  sys- 
tem is  rapidly  changing,  creating  a variety  of  concerns: 
• The  cost  of  health  care  in  the  United  States  is  now 
more  than  $1  billion  a day. 

• Millions  of  Americans  cannot  afford  or  gain  ac- 
cess to  needed  health  care  professionals  and  facilities. 

• New  technologies  are  raising  questions  about  the 
ethical  and  moral  consequences  of  many  health  care 
decisions. 

• Consumers  lack  adequate  information  to  make 
informed  choices  among  the  many  options  in  health 
care. 

In  this  rapidly  changing  environment,  short-term 
and  crisis-oriented  decisions  are  made  by  both  the 
public  and  private  sectors.  This  can  result  in  policies 
that  do  not  effectively  guide  the  future  direction  of 
American  health  care. 

The  need  for  a comprehensive,  long-term  framework 
for  the  nation’s  health  care  policy  led  to  the  creation 
of  The  Health  Policy  Agenda  for  the  American  People 
(HPA)  in  1982.  Representatives  of  172  organizations 
with  varying  perspectives  on  health  care  policy  col- 


laborated in  fashioning  a consensus  approach  to  pol- 
icymaking under  the  HPA  banner. 

A LANDMARK  PROJECT 

HPA  is  the  first  public  and  private  sector  initiative 
to  identify  and  address  such  a wide  range  of  health 
care  issues.  HPA  is  largely  a private  sector  initiative 
that  includes  representatives  of  the  health  professions, 
insurers,  hospitals,  consumer  organizations,  and  busi- 
ness groups.  State  and  federal  government  also  partici- 
pate in  the  effort. 

HPA  is  motivated  by  a desire  to  see  that  the  nation’s 
health  care  system  assures  high-quality  care  and,  at 
the  same  time,  balances  accessibility,  accountability, 
and  affordability  for  patients,  payors,  providers,  gov- 
ernment, and  business. 

The  initial  result  of  the  HPA  process  is  a report  con- 
taining guiding  principles  and  195  specific  policy  rec- 
ommendations for  all  major  areas  of  health  care.  The 
report,  five  years  in  the  making,  covers  a wide  subject 
area  including: 

• Supplying,  distributing,  and  educating  health 
professionals 


‘This  essay  is  repnnted  in  its  entirety  with  permission.  Cor- 
respondence may  be  addressed  to  The  Health  Policy  Agenda 
for  the  American  People,  535  North  Dearborn  Street,  Chicago, 
IL  60610. 
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• Providing  technology  and  facilities 

• Organizing  resources 

• Communicating  health  information 

• Ensuring  quality 

• Paying  for  services 

• Preparing  for  the  future  through  research 

PROCESS  EMPHASIZES  CONSENSUS-BUILDING 

The  report  represents  a synthesis  of  viewpoints  de- 
rived from  disparate  positions  on  issues.  The  HPA  en- 
couraged participants  to  debate  issues  until  a con- 
sensus was  reached.  When  individual  differences  could 
not  be  reconciled,  participating  organizations  were 
given  the  opportunity  to  submit  separate  views.  Some 
participants  formally  submitted  separate  views  which 
are  included  in  the  report. 

THE  FIRST  STEPS 

The  HPA  report  has  been  finalized,  yet  its  impor- 
tance extends  beyond  its  printed  pages.  It  marks  the 
beginning  of  an  ongoing  effort  to  shape  the  future  of 
our  nation’s  health  care  policies. 

Consumers.  Business.  Health  Care  Providers.  Gov- 
ernment. HPA  delineates  their  roles  and  responsibili- 
ties—a major  step  toward  meeting  the  challenges  of 
the  American  health  care  system. 

PRUDENT  CHOICES  BEGIN  WITH  THE 
KNOWLEDGEABLE  CONSUMER 

When  ill,  Americans  want  the  best  health  care  ser- 
vices available.  But  the  costs  can  be  staggering.  A re- 
cent study  found  that  the  average  hospital  charge  has 
risen  to  S3.840  for  just  under  a week’s  stay. 

How  can  consumers  afford  to  pay  for  their  health 
care  as  costs  increase  at  rapid  rates? 

HPA  emphasizes  the  consumer's  role  in  partici- 
pating in  a cost-effective  payment  system.  While  the 
ultimate  responsibility  for  health  lies  with  the  individ- 
ual, an  integral  part  in  shaping  consumers'  health  care 
choices  is  played  by  health  care  providers,  insurers, 
government,  and  business.  HPA  suggests  that  greater 
communication  between  these  groups  and  the  con- 
sumer will  provide  the  consumer  with  better  infor- 
mation on  health  care  costs  and  quality,  thus  helping 
him  or  her  become  a more  prudent  purchaser  of  health 
care. 

The  report  recommends  the  development  of  a basic 
benefit  package  for  all  Americans  which  will  serve  as 
a benchmark  that  consumers  can  use  to  evaluate  their 
private  health  insurance  plans. 

Because  health  care  costs  resulting  from  illness  of 
extreme  length  or  severity  can  deplete  the  average 
household’s  resources,  the  HPA  calls  for  third-party 
payors  to  provide  coverage  of  catastrophic  costs. 

ADVANCED  TECHNOLOGY  POSES  NEW 
ETHICAL  QUESTIONS 

New  technologies  and  scientific  breakthroughs  are 
helping  Americans  live  longer.  Yet  the  technology  poses 
serious  questions  that  have  no  easy  answers:  Who 
should  receive  the  treatment  or  organ?  Who  should  or 
shouldn’t  receive  life-sustaining  treatment?  Does  a pa- 
tient have  the  "right  to  die.” 

HPA  addresses  these  vital  issues  through  a series  of 
recommendations  that  define  the  role,  rights,  and 


responsibilities  of  patients  and  their  families,  health 
professionals,  and  insurers.  HPA  calls  for  the  creation 
of  ethics  committees  by  health  care  facilities  to  develop 
criteria  for  the  application  or  withdrawal  of  health  care 
technology.  Informed  patient  consent  also  is  a critical 
aspect  of  ethical  decision-making. 

The  decision  to  apply  or  withdraw  life-prolonging 
care  should  be  made  jointly  by  the  health  professional 
and  the  patient  or  surrogate  representative.  The  report 
states  that  competent,  terminally  ill  individuals  should 
be  free  to  make  their  own  decisions  if  they  are  fully 
informed  of  the  consequences  of  their  action. 

THE  COST  OF  QUALITY 

The  best  health  care  in  the  world  cannot  be  bought 
cheaply,  but  consumers  and  health  care  providers  can 
play  an  important  role  in  containing  the  skyrocketing 
costs  of  today’s  health  care. 

The  HPA  report  recommends  that  health  care  pro- 
viders should  consider  the  financial  circumstances  of 
patients  and  accept  reduced  fees  when  warranted. 

The  report  also  says  that  information  on  the  prices 
of  services  offered  by  health  care  providers  should  be 
made  available  to  consumers  to  assist  them  in  making 
cost-effective  choices. 

One  of  the  most  effective  means  of  keeping  limits  on 
health  care  costs  is  through  preventive  measures. 
Therefore,  government,  business,  health  providers,  in- 
surers, and  consumers  share  an  obligation  to  promote 
healthy  lifestyles  to  maximize  the  efficient  use  of  the 
health  care  system. 

SIGNIFICANT  ROLE  OF  BUSINESS 

Business  plays  a crucial  role  in  our  nation's  health 
care  system:  providing  employee  health  insurance, 
producing  health  care  products,  supporting  health 
care  programs,  and  offering  grants  for  health  care  re- 
search. 

Employees  should  be  assured  adequate  health  care 
coverage,  safe  working  conditions,  and  accurate  infor- 
mation for  their  health  care  decisions. 

NEW  TECHNOLOGY  MEANS  TOUGH  DECISIONS 

Americans  marvel  at  new  drugs,  devices,  and  scien- 
tific research,  and  recognize  the  miracles  they  can 
produce.  But  these  innovations  are  expensive,  and 
third-party  payors  must  help  determine  the  proper  dis- 
tribution and  financing  of  these  technologies. 
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While  the  availability  of  a technology  should  never 
be  limited  because  of  cost  alone,  cost  effectiveness 
should  be  a factor  in  the  utilization  of  technologies. 
Third-party  payors  should  support  and  promote  care- 
ful diffusion  and  regionalization  of  new  technologies 
that  are  closely  or  potentially  duplicative. 

SUPPORTING  BASIC  AND  APPLIED 
BIOMEDICAL  RESEARCH 

Biomedical  research  is  essential  to  the  future  of  our 
nation’s  health  care.  In  1985,  private  industry  com- 
mitted approximately  $5  billion  for  biomedical  re- 
search. The  HPA  recognizes  the  continued  need  for 
private  support  of  basic  and  applied  biomedical  re- 
search. An  important  first  step  will  be  to  create  an 
environment  that  stimulates  business  interest  in 
biomedical  investment. 

HPA  recommends  that  appropriate  patent,  tax.  and 
licensing  law  reforms  be  adopted  by  the  federal  govern- 
ment to  stimulate  private  industry  involvement  in 
basic  and  applied  biomedical  research. 

Moreover,  increased  support  for  research  and  train- 
ing in  medical  science  should  be  a goal  for  all  con- 
stituents of  the  business  community,  since  scientific 
discoveries  and  their  health  care  applications  ul- 
timately benefit  the  entire  American  population. 

COMMUNICATING  HEALTH  INFORMATION 

Fewer  sick  days,  lower  insurance  costs,  and  higher 
productivity  are  direct  results  of  a healthy  work  force. 

Employers  should  provide  programs  on  health 
awareness,  safety,  and  the  effective  use  of  health  care 
benefit  packages,  according  to  the  HPA. 

Curbing  substance  abuse  at  the  workplace  is 
another  key  component  of  the  HPA  report.  HPA  sug- 
gests an  alliance  of  business,  employee  groups,  and 
health  care  providers  to  develop  effective  worksite  com- 
munications programs  for  preventing  substance 
abuse. 

HPA  also  calls  for  private  organizations  to  increase 
their  support  for  health  promotion  and  disease  and 
injury  prevention. 

EDUCATING  COMPETENT  AND  CARING 
HEALTH  PROFESSIONALS 

Compassion.  Knowledge.  Skill.  Trust. 

We  look  for  these  and  other  important  traits  when 


we  choose  a health  care  professional.  HPA  recognizes 
that  Americans  want  health  care  professionals  who 
have  more  than  just  a “textbook  education.”  Health 
care  education  should  place  increased  emphasis  on 
clinical  experience  and  the  patient/provider  relation- 
ship to  enhance  compassionate  treatment.  Preparing 
health  care  professionals  to  work  more  effectively  with 
one  another  and  to  understand  ethical  considerations 
also  are  among  the  goals  cited  by  the  HPA 

Enrollment  of  minorities  and  disabled  persons  in 
educational  programs  for  health  care  professionals 
should  be  increased  through  expanded  financial  aid 
offerings  and  advisory  counseling. 

In  addition,  HPA  stresses  the  necessity  of  continuing 
education  for  health  care  professionals.  New  technolo- 
gies. scientific  advances,  and  changes  in  health  care 
delivery  require  health  care  professionals  to  engage  in 
formal  continuing  education  programs  and  other 
learning  activities  on  an  ongoing  basis. 

MAINTAINING  A COMMUNICATION  PARTNERSHIP 

Health  care  professionals  play  an  important  role  in 
communicating  information  to  consumers.  They  serve 
to  interpret  and  clarify  the  voluminous,  and  often  com- 
plex, information  on  health  and  health  care.  HPA  ad- 
vocates incorporating  communication-skills  training 
into  continuing  education  programs  for  health  care 
professionals.  With  these  skills,  health  care  pro- 
fessionals can  better  provide  information  on  diseases, 
healthy  lifestyles,  and  the  effective  use  of  health  care 
delivery  systems. 

SUPPLY  AND  DEMAND:  A NATIONAL  ISSUE 

The  rate  of  growth  for  some  health  professions  has 
been  excessive  in  some  instances  and  insufficient  in 
others.  Although  there  are  some  benefits  to  having  a 
plentiful  supply  of  professionals,  the  quality  of  care 
provided  suffers  if  there  are  either  too  many  or  too  few 
health  professionals. 

The  HPA  recommends  that  a voluntary  national  con- 
sortium of  concerned  organizations  be  developed  to 
synthesize  data  concerning  the  need  and  demand  for, 
as  well  as  the  supply  and  distribution  of,  health  pro- 
fessionals. Issues  related  to  the  supply  of  professionals 
should  not  be  limited  to  aggregate  numbers  alone,  but 
should  also  address  representation  of  groups  that  are 
currently  under-represented.  Data  and  projections 
should  be  made  available  to  any  interested  parties. 

ASSESSING  GOVERNMENT’S  ROLE 

In  establishing  public  health  care  programs,  the 
government  has  contributed  to  our  nation’s  improved 
health.  Over  82  million  Americans  rely  on  the  govern- 
ment for  health  care  assistance— through  Medicare, 
Medicaid,  Veterans  Administration  benefits,  and  other 
public  health  programs. 

The  nonpartisan  HPA  report  recommends  that  the 
government’s  role  should  be  to  support  the  private 
sector  and  ensure  that  it  functions  properly.  At  the 
same  time,  HPA  seeks  to  strengthen  government’s  role 
for  those  who  need  assistance. 

It  will  be  necessary  for  the  public  and  private  sectors 
to  perform  a delicate  balancing  act  in  the  upcoming 
decades  to  ensure  that  all  Americans  can  afford— and 
have  access  to— quality  health  care. 
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MEDICARE  AND  MEDICAID  REFORM 

Improving  the  efficiency  and  equity  of  Medicare  and 
Medicaid  is  a primary  goal  of  HPA  Medicare  costs 
should  be  more  equitably  distributed  to  alleviate  the 
burden  on  low-income  and  elderly  citizens.  Where 
possible,  individuals  should  take  the  initiative  to  sup- 
plement the  basic  Medicare  package  with  such  re- 
sources as  private  insurance,  savings,  pensions,  and 
retirement  accounts. 

Addressing  Medicaid.  HPA  recommends  that  na- 
tional standards  be  established  that  would  result  in 
uniform  eligibility,  benefits,  and  payment  mechanisms 
across  state  boundaries.  HPA  also  suggests  extending 
Medicaid  benefits  to  the  14  million  Americans  who  live 
below  the  poverty  level,  but  are  not  covered  by  the 
current  Medicaid  program.  This  would  ensure  further 
equity  in  our  nation’s  health  care  delivery  system. 

EVALUATION  OF  GOVERNMENT  SERVICES 
IS  NEEDED 

The  HPA  recognizes  the  importance  of  federal  plan- 
ning efforts.  However,  the  local  community  may  be  best 
qualified  to  assess  its  health  care  priorities  and  needs. 
The  report  advocates  that  health  care  facility  planning 
be  done  at  the  most  decentralized  level  possible. 

State  government  also  should  play  a more  effective 
role  in  monitoring  and  licensing  health  care  pro- 
fessionals. In  addition,  increased  contributions  to 
health  care  research  from  all  levels  of  government  will 
benefit  the  nation,  according  to  the  HPA 

HPA  DEVELOPS  A PROJECT  FOR  PATIENT 
COMPENSATION 

The  legal  (tort)  system  is  the  current  avenue  of  re- 
course to  address  the  problem  of  poor  results  because 
of  negligence,  but  many  believe  that  this  system  no 
longer  adequately  serves  the  needs  of  all  involved 
parties.  While  there  has  been  much  discussion  about 
short-term  solutions  for  problems  in  the  current  tort 
system,  little  mention  has  been  made  about  long-range 
programs. 


HPA  proposes  the  creation  of  a demonstration  study 
of  a patient  compensation  fund,  which  would  serve  as 
the  initial  entry  point  for  the  recovery  of  damages,  as 
an  alternative  to  the  current  legal  system.  In  this  study, 
a broadly  representative  panel  would  make  expeditious 
determinations  about  compensation  for  medically-re- 
lated injuries  arising  from  either  professional  negli- 
gence or  poor  outcomes  which  do  not  result  from  negli- 
gence. 

The  HPA  report  provides  a detailed,  comprehensive 
analysis  of  what  needs  to  be  done  to  improve  the  na- 
tion’s health  care  system. 

As  the  next  step,  HPA  has  established  an  Implemen- 
tation Committee  to  put  its  recommendations  into  ac- 
tion. Through  a combination  of  information  cam- 
paigns, coalition  building,  demonstration  projects, 
curricula  design,  legislative  proposals,  additional  re- 
search, and  other  activities,  HPA  is  committed  to  im- 
plementing the  key  recommendations  in  the  final  re- 
port. 

It  is  time  to  establish  a long-term  agenda  to  meet  the 
challenges  of  the  changing  health  care  environment. 
Preparing  a blueprint  for  the  future  and  implementing 
vital  improvements  in  health  care  are  the  goals  of  the 
Health  Policy  Agenda  for  the  American  People. 

Consumers.  Business.  Health  Care  Providers.  Gov- 
ernment. We  share  the  challenges  of  the  future. 

ORDER  INFORMATION 

If  you  would  like  copies  of  The  Health  Agenda  for 
the  American  People,  information  about  an  HPA 
videotape,  or  would  like  to  participate  in  the  implemen- 
tation process,  call  312-645-4399. 

To  order  copies  of  The  Agenda,  mail  payment  to:  The 
Health  Policy  Agenda  for  the  American  People,  P.O. 
Box  10946,  Chicago,  IL  60610-0946.  The  costs  are  as 
follows:  Summaiy  Report— Si 2:  Complete  Report— 
$30;  Reference  Report — $50;  Summary  and  Complete 
Reports— $35;  Summary,  Complete,  and  Reference  Re- 
ports—$80.  Please  allow  four  to  six  weeks  for  delivery 
of  The  Agenda,  (See  Page  818  for  order  form.) 
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NEW  JERSEY  MEDICINE 


The  benefit  of  antianginal 
protection  plus  safety... 


CARDIZEM: 

diltiazem  HCI/Marion 


A FULLER  LIFE 


A remarkable  safety  profile' 6 

The  low  incidence  of  side  effects  with  Cardizem  allows  patients  to  feel  better. 

Protection  against  angina  attacks'  5 7 9 

The  predictable  efficacy  of  Cardizem  in  stable  exertional*  and  vasospastic 
angina  allows  patients  to  do  more. 

A decrease  in  myocardial  oxygen  demand 

Resulting  from  a lowered  heart  rate-blood  pressure  product. 5 

Compatible  with  other  antianginals6f 

Safe  in  angina  with  coexisting  hypertension i, 
CORD,  asthma,  or  PVD'356 

* CARDIZEM  ‘ (diltiazem  HQ)  is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary  artery  spasm  and  in  the 
management  of  chronic  stable  angina  (classic  effort-associated  angina)  in  patients  who  cannot  tolerate  therapy  with 
beta-blockers  and/or  nitrates  or  who  remain  symptomatic  despite  adequate  doses  of  these  agents 

’See  Warnings  and  Precautions 

Please  see  brief  summary  of  prescribing  information  on  the  next  page 


Cl IPIMTBM  ANTMN6INM  PROTECTION 
dmawnim^  PLUS  SAFETY  ' 

Usual  maintenance  dosage  range:  180-360  mg/day 


Brief  Summary 

Professional  Use  Information 

CARDIZEM * 

(diltiazem  HCI)  30  mg,  60  mg,  90  mg,  and  120  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  controindicated  in  (1)  patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third -degree  AV  block  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  and  (3)  patients  with  hypotension 
(less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome  This  effect  may  rarely  result  in 
abnormally  slow  heart  rates  (particularly  in  patients 
with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1,243  patients  for  048%).  Concomi- 
tant use  ot  diltiazem  with  beta-blockers  or  digitalis 
may  result  in  additive  effects  on  cardiac  conduction.  A 
patient  with  Prinzmetal's  angina  developed  periods  of 
asystole  (2  to  5 seconds)  after  a single  dose  of  60  mg 
of  diltiazem 

2 Congesti  ve  Heart  Failure.  Although  diltiazem  has  a 
negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  of  CARDIZEM  alone  or  in 
combination  with  beta-blockers  in  patients  with 
impaired  ventricular  function  is  very  limited.  Caution 
should  be  exercised  when  using  the  drug  in  such 
patients. 

3 Hypotension.  Decreases  in  blood  pressure  associated 
with  CARDIZEM  therapy  may  occasionally  result  in 
symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkoline  phosphatase, 
CPK,  LDH,  SGOl  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been  noted. 
These  reactions  hove  been  reversible  upon  discontin- 
uation of  drug  therapy.  The  relationship  to  CARDIZEM  is 
uncertain  in  most  cases,  but  probable  in  some  (See 
PRECAUTIONS) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  As  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  moni- 
tored at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In 
subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  of  diltiazem  were  associated 
with  hepatic  damage  In  special  subacute  hepatic  studies. 


oral  doses  of  125  mg/kg  and  higher  in  rats  were  associated 
with  histological  changes  in  the  liver  which  were  reversible 
when  the  drug  was  discontinued.  In  dogs,  doses  of  20 
mg/kg  were  also  associated  with  hepatic  changes,  however, 
these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM.  (See  WARNINGS  ) 

Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis 
is  usually  well  tolerated  Available  data  are  not  sufficient, 
however  to  predict  the  effects  of  concomitant  treatment, 
particularly  in  patients  with  left  ventricular  dysfunction  or  car- 
diac conduction  abnormalities  In  healthy  volunteers, 
diltiazem  has  been  shown  to  increase  serum  digoxin  levels 
up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility. 

A 24 -month  study  in  rots  and  a 2 1 -month  study  in  mice 
showed  no  evidence  ot  carcinogenicity  There  vros  also  no 
mutagenic  response  in  in  vitro  bacterial  tests  No  intrinsic 
effect  on  fertility  was  observed  in  rats 

Pregnancy.  Category  C.  Reproduction  studies  have  been 
conducted  in  mice,  rats,  and  rabbits.  Administration  of  doses 
ranging  from  five  to  ten  times  greater  (on  a mg/kg  basis) 
than  the  daily  recommended  therapeutic  dose  has  resulted  in 
embryo  and  fetal  lethality  These  doses,  in  some  studies, 
have  been  reported  to  cause  skeletal  abnormalities.  In  the 
permotol/postnatal  studies,  there  was  some  reduction  in 
early  individual  pup  weights  and  survival  rates.  There  was 
an  increased  incidence  of  stillbirths  at  doses  of  20  times  the 
human  dose  or  greater. 

There  ore  no  well-controlled  studies  in  pregnant  women, 
therefore,  use  CARDIZEM  in  pregnant  women  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human  milk 
One  report  suggests  that  concentrations  in  breast  milk  may 
approximate  serum  levels.  If  use  of  CARDIZEM  is  deemed 
essential,  an  alternative  method  ot  infant  feeding  should  be 
instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children  have 
not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  dole,  but  it  should  be  recognized  that  patients 
with  impaired  ventricular  function  and  cardiac  conduction 
abnormalities  have  usually  been  excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical 
studies  which  can  be  at  least  reasonably  associated  with  the 
pharmacology  of  calcium  influx  inhibition.  In  many  cases, 
the  relationship  to  CARDIZEM  has  not  been  established  The 
most  common  occurrences  as  well  os  their  frequency  of 
presentation  ore  edema  (2  4%),  headache  (2  1 % ), 
nausea  (1.9%),  dizziness  (1.5%),  rash(1.3%).  asthenia 
(12%)  In  addition,  the  following  events  were  reported 
infrequently  (less  than  1%). 


Cardiovascular.  Angina,  arrhythmia,  AV  block  (first 

degree),  AV  block  (second  or  third  degree 
— see  conduction  warning),  bradycar- 
dia, congestive  heart  failure,  flushing, 
hypotension,  palpitations,  syncope 
Nervous  System  Amnesia,  gait  abnormality,  hallucina- 
tions, insomnia,  nen/ousness,  paresthe- 
sia, personality  change,  somnolence, 
tinnitus,  tremor. 

Gastrointestinal  Anorexia,  constipation,  diarrhea, 

dysgeusia,  dyspepsia,  mild  elevations  ot 
alkaline  phosphatase,  SGOT,  SGPT,  and 
LDH  (see  hepatic  warnings),  vomiting, 
weight  increase 

Dermatologic:  Petechiae,  pruritus,  photosensitivity, 

urticaria. 

Other  Amblyopia,  dyspnea,  epistoxis,  eye  • 

irritation,  hyperglycemia,  nasal  conges- 
tion, nocturia,  osteoarticular  pain, 
polyuria,  sexual  difficulties. 

The  following  postmarketing  events  have  been  reported 
infrequently  in  patients  receiving  CARDIZEM  alopecia, 
gingival  hyperplasia,  erythema  multiforme,  and  leukopenia 
However,  a definitive  cause  and  effect  between  these  events 
and  CARDIZEM  therapy  is  yet  to  be  established 
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See  complete  Professional  Use  Information  before  prescribing. 
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News  from 


about  a new  dosage  form  of  cephalexin 


ANNOUNCING  NEW 


Keflet 

TABLETS 

cephalexin 


All  the  advantages  of  cephalexin 
in  a convenient  tablet  form 

• Backed  by  over  15  years  of  clinical  experience 

• Smaller  tablet  is  specially  shaped  and  coated  for  easier  swallowing 

• May  enhance  patient  compliance,  particularly  among  the  elderly 

• Tablet  dosage  form  may  be  appreciated  by  patients  of  all  ages 


NEW  Keflet  Tablets  are  available  as: 


250-mg 

Tablets 


500-mg 

Tablets 


Keflet  is  contraindicated  in  patients  with  known  allergy  to  the  cephalosporins 
and  should  be  given  cautiously  to  penicillin-sensitive  patients. 


c 1987  OISTA  PRODUCTS  COMPANY  KX-9003-B-849326 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
information.  Indications  and  Usage:  Keller*-  Tablets  (cephalexin,  Dista) 
are  indicated  lor  the  treatment  ol  the  following  Infections  when  caused  by 
susceptible  strains  ot  the  designated  microorganisms: 

Respiratory  tract  infections  caused  by  Streptococcus  pneumoniae  and 
group  A /3-hemolytic  streptococci  (Penicillin  is  the  usual  drug  of 
choice  in  the  treatment  and  prevention  of  streptococcal  infections, 
including  the  prophylaxis  ot  rheumatic  fever  Keflet  is  generally  effec- 
tive in  the  eradication  of  streptococci  from  the  nasopharynx:  however, 
substantial  data  establishing  the  efficacy  of  Keflet  in  the  subsequent 
prevention  of  rheumatic  lever  are  not  available  at  present.) 

Otitis  media  due  to  S pneumoniae.  Haemophilus  inlluenzae.  staphylo- 
cocci, streptococci,  and  Neisseria  catarrhalis 
Skin  and  skin  structure  infections  caused  by  staphylococci  and/or 
streptococci 

Bone  infections  caused  by  staphylococci  and/or  Proteus  mirabilis 
Genitourinary  tract  infections,  including  acute  prostatitis,  caused  by 
Escherichia  coli,  P mirabilis.  and  Klebsiella  sp 
Note—  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and 
during  therapy  Renal  function  studies  should  be  performed  when  indicated. 
Contraindication:  Keflet  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporin  group  of  antibiotics. 

Warnings:  before  cephalexin  therapy  is  instituted,  careful  inquiry  should  se 

MADE  CONCERNING  PREVIOUS  HYPERSENSITIVITY  REACTIONS  TO  CEPHALOSPORINS  AND 
PENICILLIN  CEPHALOSPORIN  C DERIVATIVES  SHOULD  BE  GIVEN  CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS 

SERIOUS  ACUTE  HYPERSENSITIVITY  REACTIONS  MAY  REQUIRE  EPINEPHRINE  AND  OTHER 
EMERGENCY  MEASURES 

There  is  some  clinical  and  laboratory  evidence  of  partial  cross-allergen- 
icity ol  the  penicillins  and  the  cephalosporins.  Patients  have  been  reported 
to  have  had  severe  reactions  (including  anaphylaxis)  to  both  drugs. 

Any  patient  who  has  demonstrated  some  form  of  allergy,  particularly  to 
drugs,  should  receive  antibiotics  cautiously.  No  exception  should  be  made 
with  regard  to  Keflet. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all  broad- 
spectrum  antibiotics  (including  macrolides.  semisynthetic  penicillins,  and 
cephalosporins):  therefore,  it  is  important  to  consider  its  diagnosis  in 
patients  who  develop  diarrhea  in  association  with  the  use  of  antibiotics. 

Such  colitis  may  range  in  severity  from  mild  to  lile-threatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora  of  the 
colon  and  may  permit  overgrowth  of  Clostridia.  Studies  indicate  that  a 
toxin  produced  by  Clostridium  dillicile  is  one  primary  cause  of  antibiotic- 
associated  colitis. 

Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug  dis- 
continuance alone  In  moderate  to  severe  cases,  management  should 
include  sigmoidoscopy,  appropriate  bactenologic  studies,  and  fluid,  elec- 
trolyte, and  protein  supplementation.  When  the  colitis  does  not  improve 
alter  the  drug  has  been  discontinued,  or  when  it  is  severe,  oral  vancomycin 
is  the  drug  of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile . Other  causes  of  colitis  should  be  ruled  out. 

Usage  in  Pregnancy— Safety  of  this  product  lor  use  during  pregnancy  has 
not  been  established. 

Precautions:  General—  Patients  should  be  followed  carefully  so  that  any 
side  effects  or  unusual  manifestations  ol  drug  idiosyncrasy  may  be  detected 
II  an  allergic  reaction  to  Keflet  occurs,  the  drug  should  be  discontinued  and 
the  patient  treated  with  the  usual  agents  (eg.  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids). 

Prolonged  use  ol  Keflet  may  result  in  the  overgrowth  ol  nonsusceptible 
organisms  Carelul  observation  of  the  patient  is  essential.  If  superinfeclion 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment  with 
the  cephalosporin  antibiotics  In  hematologic  studies  or  in  transfusion 
cross-matching  procedures  when  antiglobulin  tests  are  performed  on  the 
minor  side  or  in  Coombs'  testing  of  newborns  whose  mothers  have 
received  cephalosporin  antibiotics  before  parturition,  it  should  be  recog- 
nized that  a positive  Coombs'  test  may  be  due  to  the  drug. 

Keflet  should  be  administered  with  caution  in  the  presence  ol  markedly 
impaired  renal  (unction  Under  such  conditions,  carelul  clinical  observation 
and  laboratory  studies  should  be  made  because  safe  dosage  may  be  lower 
than  that  usually  recommended 

Indicated  surgical  procedures  should  be  performed  in  conjunction  with 
antibiotic  therapy 

As  a result  ol  administration  ol  Keflet.  a false-positive  reaction  for  glu- 
cose in  the  urine  may  occur  This  has  been  observed  with  Benedict's  and 
Fehling’s  solutions  and  also  with  Climtest  ■ tablets  but  not  with  Tes-Tape" 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in  individ- 
uals with  a history  ol  gastrointestinal  disease,  particularly  colitis 
Usage  in  Pregnancy— Pregnancy  Category  6— The  daily  oral  administra- 
tion ol  cephalexin  to  rats  in  doses  of  250  or  500  mg/kg  prior  to  and  during 
pregnancy,  or  to  rats  and  mice  during  the  period  of  organogenesis  only,  had  no 
adverse  effecl  on  fertility,  fetal  viability,  fetal  weight,  or  litter  size  Note  that  the 
safety  ol  cephalexin  during  pregnancy  in  humans  has  not  been  established 
Cephalexin  showed  no  enhanced  toxicity  in  weanling  and  newborn  rats 
as  compared  with  adult  animals.  Nevertheless,  because  the  studies  in 
humans  cannot  rule  out  the  possibility  of  harm,  Keflet  should  be  used  during 
pregnancy  only  if  clearly  needed. 

Nursing  Mothers— The  excretion  of  cephalexin  in  the  milk  increased  up  lo 
4 hours  after  a 500-mg  dose,  the  drug  reached  a maximum  level  of  4 /ig/mL, 
then  decreased  gradually,  and  had  disappeared  8 hours  after  administration 
Caution  should  be  exercised  when  Keflet  is  administered  lo  a nursing  woman 
Adverse  Reactions:  Gastrointestinal—  Symptoms  of  pseudomembran- 
ous colitis  may  appear  either  during  or  after  antibiotic  treatment  Nausea 
and  vomiting  have  been  repoled  rarely  The  most  frequent  side  effect  has 
been  diarrhea  It  was  very  rarely  severe  enough  to  warrant  cessation  of 
therapy  Dyspepsia  and  abdominal  pain  have  also  occurred  As  with  some 
penicillins  and  some  other  cephalosporins,  transient  hepatitis  and  choles- 
tatic jaundice  have  been  reported  rarely. 

Hypersensitivity—  Allergic  reactions  in  the  form  of  rash,  urticaria,  angio- 
edema.  and,  rarely,  erythema  multiforme,  Stevens-Johnson  Syndrome,  or 
toxic  epidermal  necrolysis  have  been  observed  These  reactions  usually  sub- 
sided upon  discontinuation  of  the  drug.  Anaphylaxis  has  also  been  reported 
Other  reactions  have  included  genital  and  anal  pruritus,  genital  moniliasis, 
vaginitis  and  vaginal  discharge,  dizziness,  fatigue,  and  headache  Reversible 
interstitial  nephritis  has  been  reported  rarely  Eosinophilia,  neutropenia, 
thrombocytopenia,  and  slight  elevations  in  SGOT  and  SGPT  have  been 
reported 
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Nelson  L.  Turcios,  m.d.,  Robert  J.  Fink,  m.d.,  James  L.  Griffin,  m.d., 
William  R.  Graessle,  Newark* 


Dyskinetic  cilia  syndrome  (DCS)  is  a cause  of  chronic 
pulmonary  disease  due  to  a ciliary  abnormality.  Recurrent  otitis , 
sinusitis,  and  chronic  cough  should  alert  the  clinician  to  the 
possibility  of  DCS,  once  immunologic  defect  and  cystic  fibrosis 
have  been  excluded. 


In  1933,  Dr.  Kartagener  of  Switz- 
erland described  four  patients 
with  a curious  combination  of 
situs  inversus,  chronic  sinusitis,  and  bronchiectasis, 
which  subsequently  became  known  as  Kartagener’s 
triad.  The  term,  Kartagener  syndrome,  later  was 
adopted  when  additional  features  of  rhinitis,  nasal 
polyps,  chronic  or  recurrent  otitis  media  and  ab- 
normalities of  the  sinuses  were  recognized.1  Sterility 
in  men2  and  reduced  fertility  in  women  also  may  be 
important  components  of  this  syndrome.3 

Since  the  original  description,  several  hundred 
cases  have  been  reported  and  many  theories  of  its 
pathogenesis  have  been  proposed.  Abnormalities  in 
the  normal  structure  of  cilia  in  this  inherited  disorder 
have  been  described  using  electron  microscopy.4  The 
complete  syndrome  described  by  Kartagener  now  can 
be  considered  to  be  the  most  severe  clinical  expression 
of  a spectrum  of  abnormalities  caused  by  ultra- 
structural  defects  of  cilia  in  several  parts  of  the  body, 
that  render  ciliaty  beating  ineffective.  This  entity  has 
been  termed  “immotile  cilia"  syndrome4  or  "dyskinetic 
cilia"  syndrome.5 

CLINICAL  FEATURES 

Turner  et  al.  reviewed  the  variable  clinical  mani- 
festations of  disease  of  the  upper  and  lower  respiratoiy 
tract  in  21  patients  identified  as  having  ciliary  ab- 


normalities.6 The  subjects  ranged  in  age  from  1 year 
to  24  years  with  equal  sex  distribution;  most  were 
white.  All  were  well-developed,  well-nourished,  and 
within  the  normal  growth  curves  for  age.  The  triad  of 
productive  cough,  sinusitis,  and  otitis  was  a consistent 
finding  in  all.  Situs  inversus  was  present  in  only  half 
of  the  patients.  Bronchiectasis,  nasal  polyps,  and 
digital  clubbing  occurred  in  approximately  20  percent. 

DIAGNOSIS 

The  diagnosis  usually  is  confirmed  by  demon- 
stration of  reduced  or  absent  ciliary  motility  in  vivo  or 
in  vitro  and  by  demonstration  of  abnormal  ciliary 
ultrastructure.  Clinical  studies  of  mucociliary  trans- 
port are  difficult  to  perform,  particularly  in  children, 
because  coughing  or  sniffing  can  produce  motion  of 
the  test  particles  in  the  absence  of  true  ciliary 
clearance.  Inflammatory  disorders  of  the  upper  and 
lower  airways  often  are  accompanied  by  abnormal  dis- 
tribution of  radioactive  aerosol  and  alterations  of 
mucociliary  clearance.  Ciliated  cells  from  bronchial 
brushings,  nasal  swabs,  or  biopsies  may  display  ciliary 
immotility  on  light  microscopy.  The  final  proof  of  the 
disorder  rests  with  the  ultrastructural  examination  of 
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cilia  from  the  bronchi,  the  nose,  or  the  ear.  The  most 
reliable  site  is  near  the  carina  Biopsy  specimens  from 
the  middle  ear  may  prove  to  be  a good  source  for  ciliary 
study.8  The  earliest  documented  case  was  found  in  a 
two-day  old  with  respiratory  distress  and  roentgeno- 
graphic  dextrocardia  with  a nasal  biopsy  on  the  third 
day  of  life. 

THERAPY 

Although  there  is  no  way  to  correct  the  ciliary  ab- 
normality, once  diagnosed,  the  parents  can  be  coun- 
seled as  to  the  cause  of  the  respiratory  problem  and 
a treatment  plan  can  be  adopted.  Since  children  with 
this  abnormality  have  ineffective  mucociliary  clear- 
ance. chronic  retention  of  mucus  and  inhaled  material 
will  tend  to  cause  chronic  sinusitis  and  bronchi  to 
dilate  to  a bronchiectatic  condition;  efforts  should  be 
made  to  help  them  clear  their  respiratory  airways. 
Physical  therapy  and  postural  drainage  may  be  helpful 
to  prevent  pooling  of  secretions.  This  should  be  at- 
tempted three  or  four  times  per  day  during  acute 
bronchopulmonary  exacerbations.  When  there  is  com- 
bined immotile  cilia  and  hyperactive  airways,  broncho- 
dilators  should  be  used. 

Preventive  measures  should  include  immunization 
against  respiratory  pathogens  such  as  pertussis, 
measles,  influenza,  pneumococci,  and  H.  influenzae. 
Antibiotic  therapy  is  indicated  on  an  intermittent  or 
daily  basis.  Broad  spectrum  oral  antibiotics  effective 
against  Haemophilus  species  as  well  as  pneumococci, 
such  as  amoxicillin,  ampicillin,  trimethoprim  and 
sulfamethoxazole,  or  cephalexin,  can  be  used.  These 
measures  appear  to  be  effective  in  controlling  upper 
and  lower  respiratory  disease,  allowing  a fairly  normal 
life.8 

DISCUSSION:  ANATOMY  AND  PATHOLOGY 

Ordinary  epithelial  cilia  are  present  in  the  respi- 
ratory tracts,  paranasal  sinuses,  eustachian  tubes, 
ductuli  efferentes  testis,  ependyma  lining  brain  ven- 
tricles, and  spinal  cord,  and.  in  women,  in  the  oviducts. 
The  human  sperm  tail  is  a modified  cilium.  In  a cross- 
section  view,  ultrastructure  of  normal  cilia  shows  a 
characteristic  configuration  of  microtubules  arranged 
symmetrically  as  a ring  of  9 outer  doublet  micro- 
tubules and  2 central,  single  tubules,  in  a 9+2  pattern. 
Inner  and  outer  dynein  arms  are  associated  with  the 
outer  doublet  microtubules.  Nexin  and  radial  spoke 
linkages  are  evident  as  circumferential  and  radial 
linkages  between  the  microtubules  which  are  held  in 
position  in  the  axoneme  by  these  kinds  of  connections 
(Figure  1A). 

The  ciliated  epithelium  lining  the  airways  plays  a 
major  role  in  helping  to  maintain  adequate  drainage 
from  sinus  cavities  and  the  middle  ear.  Particulate 
matter  trapped  by  mucus  along  the  lower  respiratory 
tract  is  cleared  continuously,  as  mucus  is  transported 
to  the  oropharynx  where  it  is  eliminated  by  expectora- 
tion or  swallowing.  Afzelius  first  identified  ciliary  im- 
motility  as  a cause  of  chronic  respiratory  disease  and 
described  the  defect  as  a dynein  arm  deficiency  in  both 
respiratory  cilia  and  sperm  (Figure  IB).4  Further  stud- 
ies have  revealed  two  other  recognizable  structural 
variants,  namely  the  radial  spoke  defect  (Figure  1C) 
and  the  microtubular  transposition  abnormality  (Fig- 


ure ID).10  Furthermore,  it  seems  likely  from  a case 
report  that  ciliary  immotility  syndrome  that  causes 
respiratory  disease  not  always  is  accompanied  by 
specific  ultrastructural  defects  in  the  respiratory  cilia 
or  sperm  tail.11 

It  appears  that  the  bending  of  cilia  results  from  the 
sliding  of  microtubules  in  the  axoneme;  the  energy  for 
this  movement  is  provided  by  the  cleavage  of  adeno- 
sine triphosphate  by  the  adenosin  triphosphatase  of 
the  dynein  arms.12  A congenital  inability  to  produce 
dynein  has  been  reported  to  be  the  basis  of  the  ‘‘im- 
motile cilia"  syndrome;  however,  motility  in  dynein  de- 
ficient cilia  has  been  described.  Rossman  et  al„  using 
a video  analysis  system  attached  to  a phase  control 
microscope,  examined  nasal  mucosa  scrapings  from 
three  individuals  with  immotile  cilia  syndrome  to 
measure  ciliary  beat  frequency  and  analyze  the  form 
of  movement.  Under  direct  vision,  these  cilia  moved 
with  an  average  beat  frequency  of  450  beats/min  (i.e. 
approximately  half  normal)  and  in  contrast  to  the  nor- 
mal whiplike  pattern  (Figure  2A),  two  other  types  of 
uncoordinated  motion  were  observed— a vibrational 
pattern  (Figure  2B)  and  a rotational  pattern 
(Figure  2C).5 

It  seems  that  these  cilia  are  not  necessarily  im- 
motile, but  that  the  motion  is  abnormal  in  frequency 
and/or  waveform  so  that  mucociliary  clearance  is  inef- 
fective. Impairment  of  mucociliary  transport  as  a result 
of  genetic  defects  of  cilia  in  the  respiratory  tract  has 
been  recognized  as  a cause  of  chronic  or  recurrent 
respiratory  disease.  In  describing  13  subjects  with 
Kartagener’s  syndrome  from  eight  different  families. 
Holmes  et  al.  found  a prevalence  of  situs  inversus  or 
sinopulmonary  disease  compatible  in  the  siblings  with 
the  concept  of  recessive  autosomal  inheritance  of  a 
gene  causing  sinopulmonary  disease  and  sometimes 
causing  situs  inversus.13  The  main  contradiction  to 
this  concept  was  a high  incidence  of  respiratory  tract 
infections  among  the  parents  of  affected  patients. 
Ultrastructural  analysis  of  nasal  and  bronchial 
biopsies  from  children  with  immotile  cilia  syndrome 
reveals  a variability  of  dynein  defects  from  the  lack  of 
inner  arms,  to  the  complete  lack  of  both  inner  and 
outer  dynein  arms,  while  the  mode  of  inheritance 
usually  is  recessive.14  The  spectrum  of  defects  that 
contribute  to  dynein  deficient  cilia — the  most  common 
cause  of  the  immotile  cilia  syndrome — presumably  re- 
flects separate  genetic  determinants,  providing  further 
evidence  that  this  syndrome  is  genetically  hetero- 
geneous. Defective  basal  bodies  and  accessory  struc- 
tures found  in  five  subjects  with  immotile  cilia  syn- 
drome without  any  specific  defects  in  ciliary 
morphology  are  described  by  Lungarella  et  al.15  Some 
cases  demonstrate  individually  normal  cilia  but  collec- 
tively disoriented  beating  in  random  directions,  if  they 
beat  at  all.  Healthy  cilia  usually  beat  in  the  same  direc- 
tion.16 Despite  ultrastructural  differences  in  cilia  no 
significant  differences  are  evident  in  the  clinical 
course  of  the  respiratory  disease  in  affected  subjects, 
or  in  the  incidence  of  situs  inversus  that  affects  50 
percent  of  these  patients. 

PATHOGENESIS 

The  pathogenesis  and  etiology  of  this  entity  mainly 
has  concerned  the  origin  of  situs  inversus  and 
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bronchiectasis  separately.  It  has  been  postulated  that 
situs  inversus  also  is  caused  by  ciliary  defects;17  em- 
bryonic cilia  are  thought  to  cause  the  normal  embryo 
to  bend  into  a right-handed  helical  twist,  shifting  the 
heart  to  the  left,  but  when  there  is  no  ciliary  action, 
chance  alone  will  determine  whether  the  embryo  will 
make  a sinistral  twist  (to  situs  inversus)  or  a dextral 
twist.  Kartagener  felt  that  the  bronchiectasis  was  due 
to  a congenital  deficiency  of  supporting  tissue  of  the 
bronchial  wall.  Subsequently,  many  authors  reported 
that  bronchiectasis  found  in  this  syndrome,  which  can 
be  cylindrical  or  saccular,  in  no  way  can  be  dis- 
tinguished from  acquired  bronchiectasis.  In  fact,  the 
most  characteristic  lung  involvement  is  retention  of 
secretions  and  generalized  inflammation  of  the 
bronchi  rather  than  bronchiectasis.17 

One  of  the  arguments  for  the  recessive  inheritance 
of  Kartagener’s  syndrome  has  been  its  nonoccurrence 
in  the  following  generation.  The  male  infertility  as- 
sociated with  the  syndrome  recently  has  turned  out  to 
be  of  great  theoretical  interest.  Kartagener's  syndrome 
most  frequently  is  caused  by  the  absence  of  dynein 
arms,  suggesting  an  abnormality  involving  production, 
assembly,  or  attachment  of  the  dynein  arms  in  all 
ciliated  structures,  including  the  sperm  tail  which  is 
a modified  cilium.  Jonsson  et  al.  reported  on  a patient 
with  the  syndrome  and  a dissociation  between  the 
structural  and  functional  defect  in  his  respiratory  cilia 
and  spermatozoa18  Electron  microscopy  of  nasal  and 
bronchial  mucosa  showed  an  abnormal  orientation  of 
the  basal  processes  of  the  cilia  in  addition,  both  the 
inner  and  outer  dynein  arms  on  the  peripheral  micro- 
tubular doublets  were  absent.  The  sperm  count  was 
normal,  and  85  percent  of  the  sperm  were  still  motile 
at  five  hours.  The  sperm  appeared  totally  normal  when 
viewed  through  an  electron  microscope.  The  outer 
doublets  had  a full  complement  of  dynein  areas. 
Although  paternity  was  not  established,  it  appeared 
that  the  patient  had  fathered  a child.  There  were  oc- 
casional unconfirmed  reports  of  men  with  the  syn- 
drome, having  children,  when  electron  microscopy  and 
sperm  motility  studies  were  not  available.  There  has 
been  a recent  report  of  Kartagener's  syndrome  in  a 
fertile  male  with  apparently  normal  sperm  and  respir- 
atory tract  cilia  documented  by  such  studies.19  Women 
with  the  syndrome  do  not  seem  to  be  infertile  and,  in 
fact,  they  have  delivered  children;  this  may  indicate 
that  ciliary  motility  of  the  fallopian  tubes  is  not  essen- 
tial for  female  fertility.3  Decreased  motility  of  poly- 
morphonuclear leukocytes  (PMN)  were  found  in  pa- 
tients with  immotile  cilia  syndrome.  Further  studies 
are  needed  to  see  if  there  is  a correlation  of  the  micro- 
tubules apparent  decreased  function  in  PMN  to  the 
abnormalities  of  ciliaiy  beating  and  ultrastructure, 
and  whether  this  finding  contributes  to  the  enhanced 
susceptibility  to  infection  in  these  patients.  20 

CYSTIC  FIBROSIS 

Cystic  fibrosis  and  the  immotile  cilia  syndrome  have 
many  similarities  with  regard  to  the  airway  disease. 
Both  conditions  are  characterized  by  chronic 
bronchitis  beginning  in  infancy  or  early  childhood  and 
often  by  upper  respiratory  tract  infection  as  well. 
Kollberg  et  al.  studied  the  tracheobronchial  clearance 
in  8 patients  with  cystic  fibrosis  and  14  patients  with 


Figure  1— Diagrammatic  cross  sections  of  cilia  A,  normal 
cilium;  B,  cilium  lacking  dynein  arms;  C,  cilium  lacking  radial 
spokes;  and  D,  cilium  with  microtubular  transposition. 


Figure  2— Ciliary  movements  [normal  (a)  and  Kartagener  syn- 
drome (b  and  e)]  showing  two  forms  of  abnormal  move- 
ment— a vibrational  movement  around  the  base  of  the  cilium, 
where  the  cilial  tip  usually  describes  a figure  of  eight  (b),  and 
a rotational  movement  around  the  base  of  the  cilium  (c). 


immotile  cilia  syndrome,  using  6 mm  Teflon  particles 
tagged  with  99Tc.21  When  comparing  the  mucociliary 
clearance  data  in  both  groups  of  patients,  they  found 
a variable  impairment  of  mucociliary  transport  in 
cystic  fibrosis,  while  the  patients  with  immotile  cilia 
showed  no  mucociliary  clearance  at  all. 

In  cystic  fibrosis,  it  is  known  that  the  majority  of 
patients  show  a progressive  deterioration  in 
pulmonary  function  with  age.  Patients  with  immotile 
cilia  might  be  expected  to  show  a similar  progressive 
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deterioration  with  the  associated  recurrent  respiratory 
tract  insults.  Corkey  et  al.  performed  pulmonary  func- 
tion studies  on  seven  patients  with  immotile  cilia  syn- 
drome for  periods  of  4 to  14  years  in  each  subject.22 
The  forced  vital  capacity  (FVC)  was  within  the  normal 
range.  The  maximal  midexpiratory  flow  rates  were 
markedly  reduced  in  all  but  one  patient  reflecting  the 
degree  of  airway  obstruction.  The  degree  of  air  trap- 
ping reflected  in  the  RV/TLC  ratio  was  abnormally 
elevated  but  remained  stable  in  all  patients.  Despite 
evidence  of  airway  obstruction  and  gas  trapping, 
pulmonary  function  studies  showed  a remarkable 
stable  pattern  with  little  evidence  of  progression  of 
lung  function  deterioration. 

SUMMARY 

The  clinical  features  of  chronic  productive  cough 
with  involvement  of  the  sinuses  and  ear  complications 
since  infancy  or  childhood,  and  especially  when  the 
immune  system  is  intact  and  predisposing  conditions 
such  as  cystic  fibrosis  have  been  excluded,  should  alert 
the  clinician  to  the  possibility  of  immotile  cilia  syn- 
drome. Increased  awareness  of  this  condition  has  been 
evidenced  by  early  recognition  of  the  syndrome.23  The 
index  of  suspicion  is  heightened  in  the  presence  of  the 
respiratory  symptoms  in  any  patient  who  has  either 
situs  inversus  or  a family  history  of  a subject  who 
displays  the  classic  signs  and  symptoms. 
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Cardiac  Rupture  Secondary  to  Isolated 
Midcircumflex  Artery  Obstruction 


Ravindra  Patel,  m.d.,  Trevor  Atherley,  m.d.,  Mary  Ibrahim,  m.d., 
Mansoor  Hussain,  m.d,,  Newark* 


A 40-year-old  man  presented  with  an  atypical  clinical  syndrome 
several  months  after  myocardial  infarction . He  had  myocardial 
rupture  with  pseudoaneurysm,  secondary  to  solitary 
midcircumflex  artery  obstruction , with  the  absence  of  associated 
riskfactors. 


Cardiac  rupture  was  described  in 
1647’  and  is  reported  to  occur 
in  up  to  24  percent  of  fatal  acute 
myocardial  infarction.2  As  many  as  25,000  persons 
may  have  a fated  cardiac  rupture  annually  in  the 
United  States.3  It  is  the  third  most  common  cause  of 
death  in  patients  with  myocardial  infarctions  after 
cardiogenic  shock  due  to  pump  failure  and  dys- 
rhythmias.4 The  infarcted  myocardium  may  rupture 
with  the  dramatic  onset  of  hypotension,  paradoxical 
pulse,  increased  venous  pressure,  electromechanical 
dissociation,  and  rapid  deterioration  to  death  as  the 
result  of  pericardial  tamponade.5  Rupture  may  be  con- 
tained by  adhesions  to  the  pericardium,  forming  a 
pseudoaneurysm,6  but  most  patients  die  unless 
treated  promptly.7 

The  majority  of  patients  with  cardiac  rupture  have 
significant  multivessel  coronary  artery  disease.  Our 
patient  had  cardiac  rupture  with  pseudoaneurysm  for- 
mation. There  was  only  focal  circumflex  arteiy  obstruc- 
tion with  otherwise  normal  coronary  arteries.  A review 
of  the  literature  demonstrates  no  other  similar  case. 

CASE  HISTORY 

A 40-year-old  Egyptian  male  was  hospitalized  be- 
cause of  shortness  of  breath  and  dry  cough  of  three- 
weeks'  duration.  No  other  complaints  were  noted.  He 
had  been  in  another  hospital  six  months  before  be- 


cause of  deep  vein  thrombosis  of  the  left  leg.  Chest  x- 
ray  at  the  time  showed  cardiomegaly  with  configura- 
tion suggestive  of  aneurysm  of  the  left  ventricle.  Elec- 
trocardiogram then  was  consistent  with  posterior  wall 
myocardial  infarction.  The  patient  did  not  smoke 
cigarettes  or  drink  ethanol.  Family  history  and  past 
history  were  negative  for  coronary  artery  disease 
(CAD),  hypertension,  and  diabetes  mellitus.  On  exam- 
ination, the  patient  was  afebrile  and  had  mild  respi- 
ratory distress  with  respiratory  rate  of  24  per  minute. 
The  pulse  was  90  per  minute  and  blood  pressure  was 
1 10/70  mm.  The  lungs  were  clear  on  auscultation.  The 
apical  impulse  was  in  the  5th  intercostal  space  at  the 
anterior  axillary  line.  The  rhythm  was  regular.  First 
and  second  heart  sounds  were  unremarkable.  A fourth 
heart  sound  was  present.  The  chest  x-ray  showed 
cardiomegaly  without  pulmonary  venous  congestion 
and  was  essentially  unchanged  from  the  previous  x- 
ray.  An  echocardiogram  revealed  left  ventricular  rup- 
ture with  pseudoaneurysm  (Figures  1 and  2).  Left  ven- 
triculogram showed  rupture  of  the  anteriolateral  wall 
of  the  left  ventricle  with  pseudoaneurysm  (Figure  3). 
Coronary  angiogram  revealed  complete  obstruction  of 
the  nondominant  midcircumflex  arteiy  with  otherwise 


‘From  United  Hospitals  Medical  Center,  Newark  Corre- 
spondence may  be  addressed  to  Dr.  Atherley,  Newark  Beth 
Israel  Medical  Center,  201  Lyons  Avenue,  Newark  NJ  07112. 
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Figure  1— Echocardiogram  (four-chamber  view)  showing  left  ventricular  rupture  (arrow).  LV—  left  ventricle:  PsA-pseudoaneuiysm; 
LA — left  atrium. 


Figure  2— Echocardiogram  after  resection  of  the  aneuiysm.  LV— left  ventricle;  LA— left  atrium. 


normal  coronary  arteries  (Figure  4).  At  surgeiy,  we 
found  a 2 cm  hole  in  the  left  ventricular  wall  com- 
municating with  the  pseudoaneuiysm:  we  then  re- 
sected the  aneuiysm.  One  year  later,  an  evaluation 
revealed  the  patient  to  be  in  New  York  Heart  Associa- 
tion Functional  Class  2:1  (status,  slightly  compromised; 
prognosis  good). 

DISCUSSION 

Cardiac  rupture  is  a well-known  complication  of 
myocardial  infarction  and  is  a common  cause  of  death 
in  the  first  two  weeks  after  infarction.3 

Advanced  age,8  hypertension.9  and  female  sex910  are 
all  considered  unfavorable  factors  in  the  etiology  of 
rupture  of  myocardium  following  a myocardial  infarc- 
tion. Rupture  is  seldom  seen  before  the  sixth  decade 
of  life91112  with  peak  incidence  occurring  during  the 
seventh  decade.9  In  some  series,  rupture  following 
myocardial  infarction  has  been  two  or  three  times  as 
common  in  hypertensive  patients  as  in  their  nor- 
motensive  counterparts."  12  Several  reports  of  docu- 
mented cardiac  rupture  have  shown  an  increased  in- 
cidence in  females  with  myocardial  infarction  and  it 
can  approach  twice  that  in  males.9 10 1415  None  of  these 
risk  factors  were  present  in  our  patient. 


Figure  3— Ventriculogram  (left  anterior  oblique  view)  show- 
ing ruptured  left  ventricle  (LV)  with  pseudoaneurysm  (PsA). 


Mortality  from  single-vessel  coronary  artery  disease 
is  relatively  low,  except  in  patients  with  significant 
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Figure  4 — Coronary  angiogram  showing  obstruction  (arrow) 
of  the  circumflex  artery  (CA). 


obstruction  of  the  left  main  coronary  arteiy.16  The  find- 
ings of  isolated  circumflex  arteiy  disease  are  uncom- 
mon (1  to  7 percent  of  the  patients  undergoing  cor- 
onary angiography)  and  are  associated  with  good  prog- 
nosis.1618 Rod  and  colleagues  reported  that  out  of  1.000 
consecutive  patients  who  underwent  coronary  angiog- 
raphy, 10  patients  had  isolated  circumflex  artery  dis- 
ease.17 Of  these,  3 patients  had  myocardial  infarction 
and  were  described  to  have  mild  left  ventricular  dam- 
age; and  1 patient  had  mitral  regurgitation  but  no 
patients  had  cardiac  rupture. 

Dunn  and  colleagues18  have  reviewed  the  clinical 
features  of  isolated  left  circumflex  coronary  artery  dis- 
ease in  84  patients;  and  found  that  60  patients  had 
myocardial  infarction.  One  patient  had  acute  mitral 
regurgitation  from  an  inferior  wall  infarction  but  none 
had  ventricular  rupture. 

Most  studies  of  patients  with  cardiac  rupture  have 
demonstrated  diffuse  atherosclerosis,  although  single- 
vessel obstruction  may  be  present  in  a minority  of 
instances.  These,  however,  invariably  involve  the  left 
anterior  descending  arteiy.9,121319 

SUMMARY 

The  absence  of  the  risk  factors  for  CAD  and  occur- 
rence of  ventricular  rupture  following  myocardial  in- 
farction, and  the  clinical  presentation  of  cardiac  rup- 
ture are  unusual  in  this  patient.  More  striking  is  the 
finding  that  such  a severe  complication  occurred  sec- 


ondary to  a solitary,  focal  midcircumflex  artery  ob- 
struction. This  underscores  the  point  that  even  single- 
vessel disease  in  a location  not  usually  considered  high 
risk  can  lead  to  potentially  lethal  complications. 
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crucial  diagnosis  made  it  possible  for  Janet  M.  to  safeguard  the  health  of  her  un- 
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laboratory  where  a rapid  Herpes  culture  was  performed  using  new  spin  amplification 
techniques.  The  test  confirmed  that  Janet  had  an  active  Herpes  Simplex  Virus  infec- 
tion. In  consultation  with  her  pfiysician,  Janet  elected  to  deliver  her  child  by  caesarean 
section  to  protect  the  infant  from  exposure  to  infection.  , * t 
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Physicians’  Guide  to  the  Laboratory  Diagnosis 
of  Viral  Infections 


Frank  J.  Michalski,  ph.d.,  teterboro* 


Diagnosis  of  viral  illness  requires  that  all  available  information 
(history , physical  examination  laboratory  results  for  detection 
isolation  and  immune  response)  be  considered  before 
interpretation  is  made . The  first  step , specimen  selection  must 
be  taken  by  the  physician 


New  Jersey  physicians  have  easy 
access  to  viral  diagnostic  ser- 
vices provided  by  state,  local, 
hospital,  medical  school,  or  commercial  diagnostic  fa- 
cilities. A national  survey  in  1986  found  210  local  lab- 
oratories and  9 commercial  laboratories  that  offered 
these  services.1  Many  of  the  commercial  laboratories 
have  messenger  services  that  pick  up  and  transport 
specimens  to  and  from  the  laboratory  quickly.  The 
press  and  television  have  made  us  all  very  aware  of  new 
viral  diseases  and  methods  of  viral  diagnosis.  AIDS  has 
contributed  greatly  to  the  anxiety  and  alarm.  The  No- 
vember 3,  1986,  issue  of  TIME  devoted  its  cover  and 
lead  article  to  viruses  which  it  called  mankind’s  dead- 
liest enemy.2  New  viruses,  their  associated  syndromes, 
and  methods  of  diagnosis  still  are  being  discovered.  In 
Science  magazine,  a new  virus  in  the  human  herpes 
virus  family  was  first  reported  and  its  possible  connec- 
tion to  a new  chronic,  mononucleosis-like  syndrome 
was  suggested.3  A new  group  of  chlamydia,  TWAR 
named  after  the  first  two  isolates,  TW-138  and  AR-39, 
was  isolated  and  associated  with  a respiratory  syn- 
drome in  adults.4  Although  chlamydia  are  not  viruses, 
they  now  are  being  diagnosed  in  virology  laboratories. 

The  physician  needs  a guide  to  the  diagnostic  facili- 
ties that  are  available.  Therefore,  a complete  revision 
of  a 1979  physician’s  guide  for  viral  diagnosis  will 
follow,  as  well  as  an  appendix  on  chlamydia  diagnosis.5 


Diagnosis  of  viral  infections  requires  that  the  phy- 
sician use  all  the  information  that  can  be  obtained 
from  the  patient.  This  information  can  be  obtained  in 
two  ways:  1)  clinical  and  epidemiological  history, 
together  with  a thorough  physical  examination  and 
supporting  laboratory  studies,  and  2)  selection  and 
acquisition  of  appropriate  specimens  for  direct  exam- 
ination, isolation  of  infectious  virus,  and  detection  of 
antibody  to  the  infecting  virus  or  other  immune 
response  detection  (Table  1). 

HISTORY  AND  PHYSICAL  EXAMINATION 

Age,  sex.  and  geographic  information  may  be  import- 
ant in  deciding  which  viruses  are  likely  causes  of  a 
given  disease.  For  example— respiratory  syncytial  virus 
(RSV)  is  the  viral  agent  most  frequently  associated 
with  respiratory  disease  in  early  life,  especially  in  the 
first  six  months;  enterovirus  aseptic  meningitis  is 
more  common  among  boys  than  girls;  and  human  in- 
fections with  California  encephalitis  virus  have  been 
common  in  rural  Wisconsin  and  Ohio. 

The  importance  of  a careful  physical  examination 
with  supporting  laboratory  studies  cannot  be  over- 
emphasized. Careful  evaluation  of  clinical  signs  will 

*Dr.  Michalski  is  affiliated  with  Metpath,  Inc.,  Coming  Lab- 
oratory Sciences.  Correspondence  may  be  addressed  to  Dr. 
Michalski,  Metpath,  Inc.,  Diagnostic  Virology  Laboratory,  1 
Malcolm  Avenue,  Teterboro,  NJ  07608. 


VOL.  84— NUMBER  11— NOVEMBER  1987 


789 


help  narrow  the  range  of  diagnostic  possibilities.  For 
example,  the  distribution  and  character  of  a vesicular 
eruption  will  help  to  differentiate  herpes  simplex  virus 
(HSV),  Varicella-zoster  (V-Z).  and  smallpox;  the  pres- 
ence of  parotitis  will  make  it  more  likely  that  aseptic 
meningitis  is  caused  by  mumps  rather  than  an 
enterovirus;  the  discovery  of  a single  vesicle  in  a sick 
infant  with  hepatosplenomegaly  may  lead  to  a 
diagnosis  of  neonatal  HSV  infection;  and  the  analysis 
of  spinal  fluid  is  extremely  useful  in  distinguishing 
viral  meningitis  from  bacterial  meningitis. 

Past  history  is  particularly  important  in  the 
diagnosis  of  viral  infections  since,  as  a general  rule, 
previous  infections  confer  long-lived  (usually  life-long) 
homologous  immunity;  exceptions  include  HSV,  V-Z, 
and  RSV. 

Epidemiology  is  an  important  aid  in  the  diagnosis 
of  viral  infections.  Since  the  incidence  of  enterovirus- 
induced  aseptic  meningitis  peaks  in  late  summer  and 
early  autumn,  this  diagnosis  should  be  made  with  cau- 
tion in  the  early  spring.  A drug  addict  with  pneumonia 
should  be  tested  for  antibody  to  human  immunodefi- 
ciency virus  (HIV— the  AIDS  virus).  Local  outbreaks  of 
hepatitis  often  can  be  traced  to  a common  source  of 
hepatitis  A virus. 

Travel  history  also  is  important  in  the  diagnosis  of 
dengue,  yellow  fever,  hemorrhagic  fever,  and  others. 

Immunization  history  may  help  exclude  such  ill- 
nesses as  paralytic  poliomyelitis  or  rubella.  Recipients 
of  killed  RSV  and  measles  virus  may  have  particularly 
severe  and  atypical  disease  when  infected  with  live 
RSV  or  measles  virus. 

Drug  and  medical  history  also  may  be  important. 
Disseminated  herpes  zoster  may  appear  in  patients  on 
high-dose  steroid  therapy.  Disseminated  cytomegalo- 
virus (CMV)  infection  may  occur  in  immunosup- 
pressed  patients.  A history  of  blood  transfusions  in  a 
patient  with  hepatitis  or  pneumonia  is  critical  infor- 
mation. 

DIRECT  SPECIMEN  EXAMINATION 

Before  the  availability  of  enzyme-linked  immunosor- 
bent assays  (ELISA)  and  monoclonal  antibody  testing, 
direct  specimen  examination  would  give  hints,  but  not 
a definitive  diagnosis.  The  light  microscope  was 
utilized  to  examine  smears,  scrapings,  biopsies,  or 
autopsy  tissue  for  detection  of  virus-induced 
cytological  alterations  such  as  inclusions.  Now  tests 
are  available  to  detect  small  quantities  of  viral  antigen 
by  direct  visualization  with  the  electron  microscope  or 
by  reaction  with  specific  monoclonal  antibodies 
labelled  with  fluorescent  dye,  enzymes,  or  radio- 
isotopes. Detection  of  viral  nucleic  acids,  either  DNA 
or  RNA,  which  has  been  shown  to  work  in  research 
situations,  should  soon  be  perfected  for  use  in  the 
routine  clinical  laboratory. 

1.  Light  Microscope  Examination. 

a.  Stained  Smears  of  Vesicles  (Tzanck  Test). 
Scrapings  from  the  base  of  vesicles  are  smeared  on 
glass  slides,  fixed,  and  stained  with  Giemsa  hematox- 
ylin and  eosin,  or  Wright's  stain.  The  presence  of  multi- 
nucleated  giant  cells,  individual  “balloon”  cells,  and 
intranuclear  inclusions  establishes  the  diagnosis  of 
either  HSV  or  V-Z  and  excludes  smallpox  and  vaccinia 
Although  the  Tzanck  test  is  rapid  and  inexpensive,  it 


has  a maximum  70  percent  sensitivity  as  compared  to 
cell  culture  isolation,6  and  little  specificity  as  compared 
to  a labelled  monoclonal  antibody  test.  When  smallpox 
is  suspected,  electron  microscopic  (EM)  examination 
of  vesicle  fluid  and  scrapings  can  provide  a definitive 
answer  within  hours  by  revealing  a virus  of  large  size 
and  unique  morphology  characteristic  of  pox  viruses. 
Since  smallpox  has  been  eradicated  (the  last  case  oc- 
curred in  1977  except  for  a laboratory  accident  in 
1978),  EM  would  be  used  today  to  identify  the  viruses 
of  orf  (sheep  poxvirus),  molluscum  contagiosum 
(human  sexual-associated  poxvirus),  and  warts 
(human  papovavirus)  in  skin  lesions.  A urine  sediment 
stained  with  Giemsa,  hematoxylin  and  eosin,  or 
Wright's  stain  can  reveal  the  large  cells  with  in- 
tranuclear inclusion  bodies  diagnostic  of  CMV  infec- 
tion. 

b.  Exfoliative  Cytology.  Papanicolaou  cervical 
smears  frequently  reveal  the  intranuclear  inclusion  of 
HSV  infection,  but  with  much  less  sensitivity  when 
compared  to  cell  culture  isolations. 

c.  Biopsies.  Brain  biopsy,  with  the  demonstration 
of  intranuclear  inclusions,  is  one  means  of  making  a 
presumptive  diagnosis  of  herpes  encephalitis.  Liver 
biopsy  may  help  in  the  differential  diagnosis  of  non- 
A.  non-B  chronic  active  hepatitis  from  chronic  per- 
sistent hepatitis,  cirrhosis,  alcoholic  liver  disease, 
drug-induced  liver  disease,  Wilson's  disease,  and 
benign  and  malignant  tumors. 

d.  Autopsy  Sections.  Sections  of  human  or  animal 
brain  may  reveal  the  cytoplasmic  inclusion  bodies 
(Negri  bodies)  characteristic  of  rabies,  but  fluorescent 
antibody  staining  provides  a more  sensitive  and  re- 
liable diagnostic  technique.  Hematoxylin  and  eosin 
stained  sections  of  lung  tissue,  read  by  an  experienced 
pathologist,  may  suggest  cytomegalovirus  infection, 
but  the  detection  of  viral  inclusions  in  tissue  sections 
has  a sensitivity  of  only  18  percent  when  compared 
with  cell  culture  isolation.7  In  situ  nucleic  acid 
hybridization  will  add  sensitivity  to  autopsy  sections 
study  in  the  future. 

2.  Electron  Microscope  (EM)  Examination.  In  hos- 
pitals where  electron  microscopy  is  available,  rapid 
diagnosis  of  some  virus  infections  such  as  rotavirus 
in  the  stools  of  children  with  diarrhea  or  CMV  in  the 
urine  of  congenitally  infected  children  is  possible. 
Specimens  are  treated  by  the  “negative  stain  tech- 
nique" and,  in  15  to  30  minutes,  viruses  from  speci- 
mens can  be  visualized  and  identified  by  size  and 
morphology,  somewhat  as  the  Gram’s  stain  is  used  for 
bacteria  Recently,  the  use  of  antibody  labelled  with 
colloidal  gold  greatly  has  increased  the  sensitivity  and 
specificity  of  the  immune  electron  microscopic  method 
for  detection  of  rotavirus,  poliovirus,  and  hepatitis  B 
virus.  Cultured  lymphocytes  of  AIDS  patients  are 
examined  by  EM  to  confirm  HIV  infection  in  reverse- 
transcriptase-positive  cultures. 

3.  Fluorescent  Microscopic  Examination.  Virus- 
infected  cells  taken  directly  from  the  patient  and 
treated  with  specific  fluorescent-dye-labelled  antibody 
reveal  virus  antigen  upon  fluorescent  microscopic 
examination.  Thus,  a definitive  diagnosis  may  be 
provided  within  two  or  three  hours.  Examples  include 
vesicle  scrapings  from  a neonate  for  HSV  infection, 
brain  biopsy  for  HSV  encephalitis,  and  influenza  and 
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AZT 

TABLE  1 

Laboratory  Abbreviations 

Azidothymidine 

CF 

Complement  fixation 

CMV 

Disseminated  cytomegalovirus 

CPE 

Cytopathic  effect 

CSF 

Cerebrospinal  fluid 

DNA 

Deoxyribonucleic  acid 

EBV 

Epstein-Barr  virus 

EIA 

Enzyme  immunoassay 

ELISA 

Enzyme-linked  immunosorbent  assay 

EM 

Electron  microscope 

F 

Fluorescent  antibody 

FA 

Immunofluorescence  with  specific  monoclonal 

HI 

antibody 

Hemagglutination  inhibition 

Hrv 

Human  immunodeficiency  virus 

HSV 

Herpes  simplex  virus 

IAHA 

Immune  adherence  hemagglutination 

ID 

Immunodiffusion 

IF 

Immunofluorescence 

IH 

Indirect  passive  hemagglutination 

LA 

Latex  agglutination 

N 

Neutralization 

NI 

Neuraminidase  inhibition 

RIA 

Radioimmunoassay 

RNA 

Ribonucleic  acid 

RPH 

Reverse  passive  hemagglutination 

RSV 

Respiratory  syncytial  virus 

TRF 

Time-resolved  fluoroimmunoassay 

V-Z 

Varicella-zoster 

WB 

Western  blot 

RSV  in  cells  of  nasopharyngeal  secretions  or  washings. 
The  ready  availability  of  specific  fluorescin-labelled 
monoclonal  antibodies  to  HSV  types  I and  II.  CMV,  V- 
Z,  RSV,  and  influenza  A and  B takes  away  much  of  the 
nonspecificity  earlier  associated  with  fluorescence,  but 
it  does  not  increase  the  sensitivity  of  direct  specimen 
examination  which  at  most,  is  only  70  percent  as 
sensitive  as  culture.  It  is  critical  that  physicians  secure 
good  specimens  so  that  a sufficient  number  of  cells  are 
obtained  for  examination. 

4.  ELISA  (Enzyme -Linked  Immunosorbent.  Assay) 
or  ELA  (Enzyme  Immunoassay).  ELISA  or  EIA  is  the 
method  of  choice  today  for  the  detection  of  virus  anti- 
gens directly  from  patient  specimens  such  as 
nasopharyngeal  secretions  for  RSV,  stool  for  rotavirus, 
or  lesion  swabs  for  HSV.  Specific  antiviral  antibodies 
are  labelled  with  enzymes  such  as  peroxidase  or  phos- 
phatase that  cause  color  changes  when  exposed  to 
suitable  substrates.  In  this  way.  viral  antigens  bound 
to  the  labelled  antibodies  can  be  detected  in  patient 
specimens.  These  tests  usually  are  carried  out  in 
multiwell  plastic  microplates  or  on  beads  (plastic  or 
metal)  in  tubes  for  antigen  capture.  After  washing 
away  unbound  antigen,  enzyme-labelled  detector  anti- 
body is  added.  After  another  wash,  substrate  is  added 
and  color  is  read  visually  or  with  a spectrophotometer. 
Enzyme  labels  give  sensitivity  of  detection  that  is 


almost  as  good  as  radioisotopes,  but  without  the  great 
cost  and  problem  of  radioisotope  disposal. 

5.  RIA  (Radioimmunoassay).  Viral  antigen  also  can 
be  detected  with  great  sensitivity  by  antibodies  labelled 
with  isotopes.  Hepatitis  B surface  antigen  routinely  is 
detected  in  blood  specimens  by  this  very  sensitive 
assay.  Drawbacks  to  the  wider  use  of  this  method  in- 
clude the  use  of  expensive  reagents  with  a short  shelf 
life  and  expensive  detection  equipment,  and  strict 
regulatory  controls  on  use  of  isotopes. 

6.  Time-Resolved  Fluoroimmunoassay.  A new 

alternative  to  EIA  or  RIA  has  been  used  to  rapidly 
diagnose  acute  viral  respiratory  infections  such  as  in- 
fluenza A and  B or  RSV.8  The  detector  antibody  is 
labelled  with  the  rare-earth  element.  Europium.  When 
exposed  to  short  pulses  of  light  emission  of  high  in- 
tensity fluorescence  can  be  measured  by  a fluorometer. 
The  method  is  as  sensitive  as  RIA  and  has  the  advan- 
tage of  a stable  label  and  a very  short  detection 
time — one  second. 

7.  Nucleic  Acid  Hybridization.  Instead  of  looking 
for  viral  antigens  (mainly  proteins)  in  patient  speci- 
mens with  specific  labelled  antibody,  it  now  is  possible 
to  look  for  specific  viral  RNA  or  DNA.  Complementary 
probes  labelled  with  radioisotopes,  enzymes,  and 
biotin-avidin  are  reacted  with  nucleic  acid  extracted 
from  patient  specimens.  In  this  way,  CMV  has  been 
detected  in  urine,  rotavirus  in  stool,  and  HSV  in  lesion 
swabs,  although  the  sensitivity  is  only  70  to  90  percent 
as  great  as  cell  culture.  There  is  great  specificity  to  this 
method,  but  some  probes  may  show  cross-reactivity 
with  other  types  of  virus.9  It  will  take  a few  more  years 
before  this  technique  is  perfected  for  use  in  the  routine 
viral  diagnostic  laboratory. 

VIRUS  ISOLATION 

Until  rapid,  sensitive  virus  detection  methods  are 
perfected,  the  first  aim  of  the  virus  diagnostic  labora- 
tory is  to  isolate  something;  the  second  is  to  identify 
what  has  been  grown;  and  finally,  to  evaluate  the 
etiologic  significance  of  any  virus  isolated  and  iden- 
tified. The  isolation  of  viruses  has  been  expensive  and 
time  consuming,  but  absolutely  essential  for  the  ac- 
curate diagnosis  of  most  viral  infections  and  for  dis- 
covery of  new  viruses.  The  widespread  availability  of 
virus  diagnostic  services  has  reduced  costs,  while  new 
techniques,  that  detect  virus  antigen  rather  than 
cytopathic  effect  (CPE),  have  shortened  the  time  for 
diagnosis.  In  1984,  the  application  of  spin  amplifica- 
tion for  enhanced  cell  culture  infection  and  detection 
of  viral-specific  early  nuclear  proteins  by  specific 
monoclonal  antibodies,  decreased  the  time  needed  for 
CMV  diagnosis  from  four  to  six  weeks  to  16  hours.10 
This  same  concept  now  has  been  applied  to  other  vi- 
ruses such  as  HSV,  V-Z.  and  RSV.  The  antiviral  drug 
Acyclovir,  approved  for  use  in  1982,  has  been  used  to 
treat  various  HSV  infections,  such  as  neonatal, 
encephalitis,  keratitis,  and  primary  and  recurrent 
genital  infections.  Prophylactically,  Acyclovir  has  been 
used  for  immunocompromised  patients  with  AIDS, 
after  bone  marrow  transplants,  for  patients  receiving 
cytotoxic  chemotherapy,  and  for  V-Z  infection.  Where 
drug  therapy  is  contemplated,  it  is  important  that 
therapy  not  be  initiated  without  an  attempt  at  viral 
diagnosis.  HSV  now  can  be  diagnosed  at  low  sensitivity 
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within  hours  by  direct  examination  of  patient  speci- 
mens by  immunofluorescence,  ELISA,  or  DNA 
hybridization,  or  accurately  with  a high  level  of 
sensitivity  by  either  16-hour  culture  amplification- 
monoclonal  immunofluorescence  or  48-hour  culture 
amplification-ELISA.11 12  Results  from  the  virus  labora- 
tory, by  confirming  or  negating  diagnoses  based  on 
clinical  judgment,  serve  as  an  important  feedback 
function  to  prevent  repetition  of  diagnostic  mistakes. 
Earlier  diagnosis  has  made  patient  management  and 
in  some  cases,  even  drug  intervention,  possible.  A cur- 
rent example  is  azidothymidine  (AZT)  or  other  drugs 
for  HIV  in  AIDS  infection. 

SPECIMENS 

The  choice  of  specimens  depends  on  the  clinical  syn- 
drome and/or  the  virus  suspected  (Table  2).  Because 
many  viruses  can  produce  similar  clinical  pictures, 
multiple  specimens  may  be  needed  from  the  patient. 
Signs  and  symptoms  of  central  nervous  system  disease 
may  be  caused  by  enterovirus,  HSV,  mumps  virus, 
rabies  virus,  arbovirus,  CMV,  Epstein-Barr  virus  (EBV), 
or  V-Z.  Thus,  specimens  needed  for  viral  diagnosis 
include  throat,  rectal  and  vesicle  swabs,  cerebrospinal 
fluid,  and  urine,  plus  serum  specimen  for  measure- 
ment of  antibodies  if  arbovirus,  HSV,  mumps  virus,  or 
rabies  virus  are  suspected.  Certain  epidemiologic  fac- 
tors, such  as  the  patient’s  age,  exposure  to  mosquitos 
or  animals,  and  climate  or  season  of  the  year,  may 
reduce  both  the  number  of  specimens  required  and 
the  type  of  serologic  tests  to  be  performed.13  The  pres- 
ence of  indigenous  viral  flora14  may  limit  the  useful- 
ness of  nasopharyngeal  and  stool  specimens,  but  any 
virus  recovered  from  the  cerebrospinal  fluid  is  likely 
to  have  etiologic  significance.  Postmortem  tissue  only 
is  useful  for  those  few  viruses  that  produce  lethal  ef- 
fects. In  general,  only  postmortem  respiratory  tissue 
will  harbor  recoverable  viruses.  The  isolation  rate  for 
most  viral  specimens  in  1987  ranges  from  2 to  52 
percent,  with  an  average  of  18  percent.  Today, 
serodiagnosis  is  the  method  of  choice  for  measles, 
rubella,  arboviruses,  HIV,  and  EBV. 

Collection  and  proper  handling  of  specimens  largely 
determines  success  in  the  isolation  of  viruses.  Speci- 
mens should  be  collected  “yesterday-if-not-sooner" 
since  maximal  amounts  of  virus  are  present  during  the 
prodrome  or  first  day  of  illness.  The  Figure  shows  a 
general  scheme  for  collection  of  specimens.  Do  not 
waste  time  and  effort  swabbing  a herpes  lesion  that 
has  been  dried  for  five  days.  Virus  is  rarely  isolated 
from  a dried  lesion.  On  the  other  hand,  some  viruses 
may  be  shed  for  several  weeks,  i.e.  enterovirus  in  the 
stool,  adenovirus  in  the  throat  or  stool,  or  even  months, 
i.e.  CMV  in  the  urine,  after  infection.  The  stability  of 
collected  specimens  is  important.  Some  viruses  are 
extremely  labile  to  heat  and/or  acid  (CMV  and 
rhinovirus).  Others  are  damaged  readily  by  freezing- 
thawing (RSV  and  CMV).  Still  others,  including 
enteroviruses,  are  fairly  stable  and  often  may  be  re- 
covered from  stool  after  several  days  at  room 
temperature.  As  a general  rule,  specimens  should  be 
held  at  4°C  (refrigerator  temperature)  or  in  cracked  ice 
if  they  cannot  be  inoculated  in  less  than  24  hours.  If 
they  must  be  frozen,  do  so  at  -70°  C or  lower  (dry  ice 
temperature)  and  not  at  -20°  C (usual  freezer 


temperature).  Greater  stability  also  is  achieved  by  add- 
ing protein,  such  as  fetal  bovine  serum,  to  the  viral 
transport  medium.  Many  types  of  viral  transport  media 
and/or  culturettes  now  are  commercially  available.  Do 
not  store  specimens  in  dry  ice  unless  they  are  in  sealed 
ampules,  since  liberated  COz  will  lower  the  pH  and 
inactivate  acid-labile  viruses.  Finally,  remember  that 
bacterial  transport  culturettes  should  not  be  used  for 
viruses,  since  bacteria  that  often  contaminate  the 
virus  specimens  will  be  preserved  and  then  con- 
taminate the  cell  culture  needed  to  grow  the  virus. 

The  choice  of  a propagation  system  clearly  depends 
on  the  virus  suspected.  The  mainstay  of  the  virology 
laboratory  is  the  routine  use  of  two  or  three  cell  culture 
systems  to  grow  clinically  important  viruses.  One  com- 
mon combination  is  monkey  kidney  (Rhesus, 
cynomolgus,  or  green),  a human  diploid  cell  strain 
(such  as  human  embryonic  lung  fibroblast  Wl-38  or 
MRC-5),  and  a transformed  cell  line  (such  as  HEP-2  or 
A549).  Additional  nonroutine  hosts  must  be  employed 
for  some  viruses,  suspicion  of  which  must  be  told  to 
the  virologist  in  advance.  Most  Coxsackie  A virus  and 
arboviruses  will  be  missed  if  special  cell  culture,  such 
as  guinea  pig  embiyo,  baby  hamster  kidney,  or  suckl- 
ing mice  are  not  inoculated.  Embryonated  eggs  are 
more  sensitive  than  cell  culture  for  the  isolation  of 
some  strains  of  influenza  virus.  Rubella  virus  will  not 
replicate  unless  special  cells  such  as  African  green 
monkey  or  continuous  rabbit  kidney  are  employed. 
Most  of  these  special  tests  now  are  sent  to  reference 
laboratories.  To  date,  there  are  no  reliable  cell  culture 
or  animal  systems  to  propagate  the  agents  of  hepatitis 
(A,  B,  or  non  A-non-B),  infectious  mononucleosis 
(EBV),  rotavirus,  or  coronavirus. 

It  should  be  obvious  that  the  virologist  cannot  make 
a laboratory  diagnosis  without  clinical  history  and 
specimens  which  are  collected  carefully  and  kept  at 
proper  temperature.  The  specimen  labelled  "viral  stud- 
ies, please"  is  a testimony  to  the  physician’s  ignorance. 
Since  appropriate  cell  cultures  are  not  always  available, 
advance  notice  may  permit  optimal  handling  of  speci- 
mens and  acquisition  of  appropriate  test  systems. 

1.  Identification  of  Isolate:  The  clinical  history  and 
the  following  data  help  to  narrow  the  possibilities: 

a.  Differential  Cell  Susceptibility.  An  isolate  from 
a throat  which  produces  CPE  within  one  day  in  rabbit 
kidney  but  not  in  monkey  kidney  is  likely  to  be  HSV. 
Most  enteroviruses  produce  CPE  better  in  monkey 
kidney  than  in  human  lung  fibroblasts.  Focal  CPE  in 
human  lung  fibroblasts  but  not  in  monkey  kidney 
after  ten  days  is  most  likely  due  to  CMV. 

b.  Type  to  Cytopathic  Effect.  The  morphology  of 
infected  cell  monolayers  often  is  sufficiently  charac- 
teristic to  allow  presumptive  identification  or  at  least 
to  narrow  the  choices.  Enteroviruses  typically  produce 
rounding  and  shrinkage  of  cells,  which  become  refrac- 
tile,  while  adenoviruses  yield  grape-like  clusters  of 
cells.  Herpes  viruses  cause  cells  to  swell  with  a typical 
ballooning  degeneration.  RSV,  measles,  and  some  para- 
influenza viruses  give  rise  to  syncytial  multinucleated 
giant  cells,  while  Orthomyxoviridae  (influenza)  and 
Paramyxoviridae  (parainfluenza)  may  produce  little  or 
no  cytopathic  effect.  Their  presence  in  the  latter  cir- 
cumstances is  recognized  by  hemadsorption 
(adherence  of  erythrocytes  to  the  surface  of  infected 
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cells).  When  Orthomyxoviridae  is  suspected,  the  cells 
are  checked  by  adding  red  blood  cells  to  the  cell  culture 
every  three  or  four  days.  The  evaluation  of  cytopathic 
effects  is  facilitated  by  fixing  with  the  proper  fixative 
and  staining  the  infected  cultures  with  hematoxylin 
and  eosin  or  Giemsa  This  may  reveal  characteristic 
inclusion  bodies,  the  presence  of  which  often  facili- 
tates presumptive  identification,  i.e.  CMV,  measles, 
HSV.  Finally,  rubella  virus  typically  produces  no 
cytopathic  effect  in  many  susceptible  cell  cultures,  nor 
will  the  rubella- infected  cells  hemadsorption.  Replica- 
tion of  rubella  virus  is  recognized  by  the  phenomenon 
of  interference:  the  infected  cells  are  challenged  with 
another  virus,  such  as  Echo  11,  which  ordinarily 
would  destroy  the  cell  monolayer  but  whose  replication 
is  prevented  by  prior  infection  with  rubella  virus. 

c.  Physical  and  Chemical  Properties.  A presump- 
tive laboratory  diagnosis  usually  can  be  achieved  by 
experience,  clinical  features,  and  cytopathic  effect.  This 
impression  then  can  be  confirmed  by  serologic 
methods.  Biophysical  properties  also  are  useful  in  rou- 
tine diagnosis,  especially  with  unusual  or  problem 
isolates.  Because  of  difficulty  and  expense,  such 
properties  as  the  number  of  capsomeres  or  cubical 
versus  helical  symmetry,  are  not  determined  routinely. 
However,  size,  the  presence  or  absence  of  a lipid 
envelope,  and  the  type  of  nucleic  acid  may  be  de- 
termined readily. 

1.  Size.  In  practice,  this  is  determined  by  passing 
the  infected  cell  culture  fluid  through  filters  of  three 
limiting  pore  diameters:  300  nm,  100  nm,  and  50  nm. 
If  the  virus  passes  a given  filter,  the  filtrate  is  capable 
of  producing  infection  when  inoculated  into  new  cell 
cultures.  Such  a procedure,  for  example,  can  dis- 
tinguish herpes  virus  from  adenovirus  since  only  the 
latter  will  pass  through  a filter  with  a 100  nm  limiting 
pore  diameter. 

2.  Lipid  envelope.  The  presence  of  a lipid  envelope 
may  be  determined  by  adding  ether  to  the  cell  culture 
harvest,  followed  by  bubbling  off  the  ether  with  nitro- 
gen gas  and  reinoculating  fresh  cultures.  Herpesvirus, 
which  has  an  envelope,  loses  infectivity  after  ether 
treatment,  whereas  adenovirus  (which  has  no 
envelope)  does  not. 

3.  Nucleic  acid.  Cell  cultures  are  preincubated  with 
iodo-  or  bromodeoxyuridine  or  with  cytosine- 
arabinoside  before  adding  the  unknown  virus  isolate. 
These  inhibitors,  which  block  DNA,  but  not  RNA  syn- 
thesis, permit  us  to  determine  the  nucleic  acid  type  of 
the  virus.  They  only  block  the  cytopathic  effects  of  DNA 
viruses. 

d.  Serologic  Identification.  All  of  the  methods  de- 
scribed for  identification  of  viruses  are  only  presump- 
tive. Definitive  identification  of  virus  isolates  depends 
on  typing  the  unknown  virus  or  virus  antigens  with 
immune  serum  of  known  specificity.  In  practice,  the 
most  frequendy  used  serologic  tests  are:  complement 
fixation  (CF),  hemagglutination  inhibition  (HI),  neu- 
tralization (N),  or  immunofluorescence  with  specific 
monoclonal  antibody  (FA).  A presumptive  HSV  may  be 
confirmed  by  N and  no  further  identification  is  neces- 
sary. A presumptive  adenovirus  may  be  identified  as 
an  adenovirus  by  CF,  since  all  41  serotypes  share  a 
common  CF  antigen.  Patterns  of  hemagglutination  of 
red  blood  cells  of  different  species  then  are  used  to 


place  the  isolate  in  one  of  the  four  major  adenovirus 
groups.  Final  serotype  identification  is  achieved  by 
either  HI  or  N,  using  anti-serum  to  individual 
serotypes  within  the  major  group.  An  isolate  from 
cerebrospinal  fluid  which  presumptively  is  either  Cox- 
sackie  group  B or  Eehovirus,  usually  is  identified  by 
N since  CF  antigens  neither  are  sufficiently  broadly 
reactive  to  detect  all  members  of  the  group,  nor  suffi- 
ciently specific  to  identify  individual  serotypes.  Since 
there  are  six  serotypes  of  Coxsackie  B and  31  Echo 
serotypes,  it  is  clearly  not  practical  to  do  separate  neu- 
tralization tests.  The  problem  is  solved  by  using  anti- 
serum "pools”  in  a combination  pattern  so  designed 
that  each  serotype  is  included  in  more  than  one  pool. 
It  is  possible  to  test  a virus  isolate  against  more  than 
40  types  of  specific  antisera  using  only  eight  pools  of 
sera  in  a single  test. 

An  immunofluorescent  procedure  with  type  specific 
monoclonal  antibody  is  used  today  in  most  clinical 
laboratories  for  identification  and  typing  of  an  isolate 
of  HSV. 

2.  Etiological  Significance  of  Virus  Isolation.  The 

significance  of  a virus  isolate  depends  on  many  factors. 
Viral  infections,  especially  in  children,  are  intercurrent 
and  completely  asymptomatic.  Thus,  the  cause-and- 
effect  relationship  between  virus  and  disease  must  be 
judged  in  the  light  of  the  clinical  syndrome  and  the 
particular  virus  isolated.  An  adenovirus  may  be  shed 
intermittently  in  the  throat  or  feces  for  many  months 
so  its  isolation  from  the  throat  of  a patient  with 
pharyngitis  does  not  necessarily  identify  it  as  the 
cause.  The  site  of  the  isolation  also  is  important:  the 
isolation  of  a Coxsackie  virus  from  the  cerebrospinal 
fluid  of  a patient  with  meningitis  or  from  the  peri- 
cardial fluid  of  a patient  with  pericarditis  has  greater 
etiologic  significance  than  the  isolation  of  the  same 
virus  from  feces,  since  enterovirus  may  be  shed  con- 
tinuously for  several  weeks  following  even  completely 
asymptomatic  infection.  Further  interpretive  problems 
are  created  by  latent  viruses.  The  classic  example  is 
herpes  virus  which  may  be  reactivated  nonspecifically 
by  an  acute  febrile  illness  and  in  no  way  related  to  the 
cause  of  the  fever.  Further  evidence  for  etiological  as- 
sociation is  provided  by  signs  of  tissue  destruction  and 
host  response.  CMV  inclusions  are  not  found  infre- 
quently at  autopsy  in  the  lungs  of  immunosuppressed 
hosts,  yet  there  usually  is  no  evidence  of  a leukocytic 
reaction  to  the  virus:  CMV  infection  is  much  more 
common  than  pneumonia  due  to  CMV.  Additional  sup- 
portive evidence  for  etiologic  association  is  provided  by 
evidence  of  antibody  production. 

SEROLOGIC  DIAGNOSIS 
(EVIDENCE  OF  IMMUNE  RESPONSE) 

1.  General  Principles.  The  detection  of  virus  infec- 
tion by  serologic  means  is  based  upon  the  principle 
that  most  viruses  elicit  the  production  of  specific  anti- 
bodies and/or  cellular  immune  response.  Serology  was 
the  only  diagnostic  technique  before  cell  culture  and 
antigen  detection  became  available  and  it  offers  an 
advantage  over  virus  isolation  since  it  is  performed 
cheaply  and  rapidly.  Unfortunately,  many  physicians 
still  think  it  is  the  only  method  and  do  not  realize  its 
many  weaknesses:  1)  In  many  cases  it  is  not  as  rapid 
as  virus  isolation,  for  the  physician  must  wait  until 
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TABLE  2 


Specimens  For  Viral  and  Chlamydial  Diagnosis 


Clinical  Manifestation 
and  Common 

Etiological  Agents  Specimen  For  Isolation  or  Detection 


Central  Nervous  System 

Clinical 

Postmortem 

Serology  Test 

Comments 

Arbovirus 

CSF,  Blood 

Brain 

HI,  CF,  ELA  N,  F 

Serodiagnosis  usual 

Enterovirus 

CSF 

Brain 

NA 

Herpes  Simplex 

CSF.  Brain  biopsy 

Brain 

ELA  CF.  N,  F 

Mumps 

CSF,  urine 

Brain 

HI,  CF,  ELA  N.  F 

Rabies 

Skin  biopsy  of 
neck  for  FA 

Brain 

F.  N 

Serodiagnosis  usual 

Congenital 

Cytomegalovirus 

Urine,  throat  swab 

Lung 

ELA  CF.  N,  F.  LA 

Rubella 

Throat  swab,  urine 

Lung,  lymph  nodes 

ELA  HI.  N.  LA 

Serodiagnosis  usual 

Eye 

Adenovirus 

Eye  swab 

CF,  N.  ELA  F 

Chlamydia 

Eye  swab 

NA 

Enterovirus 

Eye  swab 

NA 

Herpes  Simplex 

Eye  swab 

ELA  CF,  N,  F 

Fevers 

Colorado  Tick  Fever 

Blood  (RBC) 

Liver,  spleen, 
lung,  brain 

CF.  HI,  ELA  N.  F 

Serodiagnosis  usual 

Dengue 

Blood 

Liver,  spleen, 
lung,  brain 

CF.  HI.  ELA  N.  F 

Serodiagnosis  usual 

Hemorrhagic  Fever 

Blood 

Liver,  spleen, 
lung,  brain 

CF.  HI,  ELA  N.  F 

Serodiagnosis  usual 

Yellow  Fever 

Blood 

Liver,  spleen, 
lung,  brain 

CF,  HI,  ELA  N.  F 

Serodiagnosis  usual 

Gastrointestinal 

Adenovirus 

Stool,  rectal  swab 

CF.  N.  ELA  F 

Norwalk 

Stool 

NA 

Electron  microscope 
detection  in  stool 

Rotavirus 

Stool,  rectal  swab 

NA 

Antigen  detection 
in  stool 

Genital 

Chlamydia 

Genital  swab 

NA 

Cytomegalovirus 

Urine 

ELA  CF.  N,  F.  LA 

Herpes  Simplex 

Lesion,  genital  swab 

ELA  CF.  N,  F 

Papovavirus 

Genital  wart,  swab 
or  biopsy 

NA 

Detection  by 
DNA  hybridization 

Hepatitis 

Hepatitis  A 
Hepatitis  B 

Non-A  Non-B 
Hepatitis 

Serum 

Blood,  serum 

ELA  RIA 

EIA  or  RIA  detection 
of  antigen  and 
antibody 

NA 

IgM  serodiagnosis 
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TABLE  2 


Specimens  For  Viral  and  Chlamydial  Diagnosis 

Clinical  Manifestation 
and  Common 


Etiological  Agents  Specimen  For  Isolation  or  Detection 


Immu  nocomp  romised 

Clinical 

Postmortem 

Serology  Test 

Comments 

Cytomegalovi  rus 

Blood  (leukocytes) 
Urine,  throat  swab 

Lung,  liver 

ELA,  CF.  N.  F,  LA 

Human  Immuno- 
deficiency Virus 

Blood  (leukocytes) 

Brain 

ELA  WB 

Serodiagnosis  usual 

Infectious  Mononucleosis 

Cytomegalovirus 

Blood  (leukocytes) 
Urine,  throat  swab 

ELA  CF.  N.  F.  LA 

Epstein-Barr 

Blood  (leukocytes) 

F.  ELA 

Serodiagnosis  usual 

Maculopapular  Rashes 

Enterovirus 

Throat  swab,  stool.  CSF 

NA 

Measles 

Throat  or  nasal  swab 

HI.  N,  CF,  ELA 

Serodiagnosis  usual 

Rubella 

Throat  swab,  urine 

Lymph  nodes 

ELA  HI.  N.  LA 

Serodiagnosis  usual 

Vesicular  Rashes 

Enterovirus 

Throat  swab,  stool.  CSF 

NA 

Herpes  Simplex 

Vesicle  swab, 
fluid,  or  scraping 

ELA  CF.  N.  F 

Smallpox  and  Vaccinia 

Vesicle  fluid 
or  scraping 

Lung,  liver 

HI,  CF,  N.  ELA  F 

Varicella-Zoster 

Vesical  swab 
fluid  or  scraping 

ELA  CF.  N.  F 

Respiratory 

Adenovirus 

Throat,  nasal  swab 

CF.  N.  ELA  F 

Corona  virus 

Throat  nasal  swab 

NA 

Enterovirus 

Throat  swab,  stool,  CSF 

NA 

Influenza 

Throat,  nasal  swab 

Lung,  bronchus 
trachea 

HI,  CF.  N,  ELA  F 

Parainfluenza 

Throat,  nasal  swab 

HI,  CF.  N.  ELA  F 

Reovirus 

Throat  swab 

NA 

Respiratory 
Syncytial  Vims 

Throat,  nasal 
swab,  or  washing 

CF.  N.  ELA 

Antigen  detection 
by  EIA  or  F 

Rhinovirus 

Nasal  swab 

NA 

NA  = Serological  test  either  not  available  or  generally  not  feasible  as  routine  diagnostic  procedure.  N = neutralization.  CF  = 
complement  fixation,  HI  = hemagglutination  inhibition.  F = fluorescent  antibody,  ELA  = enzyme  immunoassay  (ELISA).  RIA 
= radioimmunoassay.  LA  = latex  agglutination,  WB  = western  blot  CSF  = cerebrospinal  fluid. 


convalescence  to  make  the  diagnosis  (Figure).  2) 
Serology  does  not  distinguish  intercurrent  infection 
from  causal  infection.  Once  again,  the  demonstration 
of  recently  elaborated  antibodies  to  an  enterovirus  only 
is  supportive  evidence  that  the  virus  was  the  cause  of 
aseptic  meningitis.  Dual  viral  infections  do  occur.  3) 
Without  virus  isolation,  interpretation  of  serology  on 
a single  serum  specimen  is  very  tenuous  and  usually 
worthless  (even  though  it  is  cheap  to  perform)  since 
it  cannot  distinguish  recent  infection  from  an  infec- 
tion in  the  past.  On  the  other  hand,  there  are  excep- 


tions where  one  serum  serology  (the  type  usually  done 
because  convalescent  serum  is  rarely  submitted)  can 
be  useful  in  clinical  diagnosis.  First  and  most  import- 
ant. is  when  specific  antibody  of  the  IgM  class,  the 
earliest  antibody  produced,  is  found.  Hepatitis  A and 
congenital  infections  in  the  newborn  are  diagnosed 
this  way.  Second,  when  a series  of  different  antibodies 
such  as  viral  capsid,  nuclear,  and  early  antibodies  for 
EBV  are  found  in  the  serum  we  can  determine  recent 
or  past  infection.  Third,  a single  specimen  may  be 
useful  when  cultivation  of  virus  is  difficult  and/or 
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dangerous,  such  as  for  some  arboviruses  and  HIV. 
AIDS  is  at  present  primarily  diagnosed  by  serology 
using  ELISA  as  a screening  test  and  Western  blot  fWB) 
as  a confirmatory  test.  Fourth,  when  the  result  is 
negative,  infection  can  be  ruled  out  if  the  patient  is 
immunocompetent  and  the  "window  effect"  has  been 
considered.  Fifth,  examination  of  a single  specimen 
can  determine  susceptibility  of  an  individual  to  risk 
and  enable  appropriate  measures  to  be  taken.  An  ex- 
ample is  susceptibility  to  CMV  of  a proposed  recipient 
of  an  organ  transplant  or  susceptibility  to  V-Z  of  chil- 
dren in  a leukemia  ward. 

We  must  remember  that  the  height  of  the  antibody 
titer  in  a single  specimen  usually  is  no  guarantee  of 
recent  infection,  particularly  with  N or  HI  antibodies, 
which  persist  for  many  months  or  years.  Therefore,  it 
is  necessary  to  draw  both  acute  and  convalescent  sera 
and  demonstrate  a rising  titer  to  a specific  virus  (Fig- 
ure). A significant  rise  usually  is  taken  to  be  fourfold 
or  greater  when  the  two  sera  are  analyzed  at  the  same 
time,  e.g.  1:16  to  1:64.  In  general,  a virus  isolation 
should  be  interpreted  with  caution  unless  there  is  con- 
comitant development  of  a rising  antibody  titer  to  the 
same  virus.  Some  exceptions:  recurrent  HSV  infection, 
especially  in  adults,  often  may  be  associated  with  con- 
stant levels  of  antibody  which  may  be  high;  adenovirus 
infections,  especially  in  infants,  may  be  associated 
with  a rise  in  HI  or  N antibody,  but  not  CF  antibody 
or  vice  versa,  or  there  may  be  no  demonstrable  anti- 
body response  at  all;  CMV  infection  in  either  the  new- 
born or  the  immunosuppressed  adult  may  be  unac- 
companied by  antibody  response.  The  timing  of  serum 
collection  is  critical.  Obviously  if  the  acute  serum  is 
drawn  too  late,  antibodies  already  may  be  approaching 
maximal  levels  and  it  may  not  be  possible  to  demon- 
strate a significant  rise  in  titer.  Acute  phase  serum 
should  be  drawn  immediately — it  cannot  be  drawn  too 
early.  The  convalescent  phase  serum  is  collected  two 
to  three  weeks  later  although  with  some  viruses  it  may 
be  necessary  to  wait  as  long  as  six  weeks. 

2.  Available  Tests.  Methods  for  measurement  of 
antibody  to  viruses  can  be  divided  into  three 
categories:  those  which  measure  directly  the  inter- 
action of  antigens  with  antibody;  those  which  depend 
on  the  capacity  of  antibody,  upon  interacting  with 
antigen,  to  perform  some  nonvirus  related  function; 
and  those  which  measure  the  capacity  of  antibody  to 
block  some  specific  viral  function.  Examples  of  the  first 
category  are  ELA,  also  known  as  enzyme-linked  im- 
munosorbent assay  (ELISA),  immunofluorescence  (IF), 
and  RLA.  Examples  from  the  second  category  are  CF, 
indirect  passive  hemagglutination  (IH),  latex  ag- 
glutination (LA),  and  immune  adherence  hemag- 
glutination (LAHA).  Examples  of  the  third  category  are 
N,  HI,  and  neuraminidase  inhibition  (NI),  which 
measure  the  capacity  of  antibody  to  block  viral  infec- 
tivity,  viral  hemagglutination,  and  neuraminidase  ac- 
tivity, respectively.15  The  most  commonly  used  tests 
today  for  antibody  detection  are  EIA,  IF,  CF.  HI,  and  N. 
In  the  EIA  test  for  antibody,  a constant  dilution  of 
serum  is  reacted  with  specific  viral  antigen  attached 
to  a substrate  such  as  a multiwell  plastic  plate  or 
plastic  or  metal  beads.  After  incubation  to  allow  anti- 
body to  bind  to  antigen,  washing  is  done  to  remove 
unbound  antibody.  Bound  antibody  then  is  detected 


by  adding  detector  antibody  that  is  labelled  with  an 
enzyme.  After  incubation  and  then  washing  away  un- 
bound detector  antibody,  the  substrate,  which  changes 
color  in  the  presence  of  enzyme  label,  is  added.  The 
color  change  which  is  directly  proportional  to  the 
amount  of  antibody  in  the  serum,  is  read  either  vis- 
ually or  more  commonly  in  a spectrophotometer.  The 
optical  density  reading  then  is  compared  to  the  end- 
point which  was  determined  by  positive  control 
amounts  of  antibody  used  in  each  test.  Titers  are  not 
reported  in  serum  dilution  endpoints,  but  rather  in 
optical  density  terms  interpreted  according  to  control 
standards.  In  the  immunofluorescence  test,  a series  of 
dilutions  of  patient  serum  is  reacted  with  specific 
virus-infected  cells  attached  to  glass  slides.  After  wash- 
ing, an  FA-labelled  antiglobulin  antibody  is  added. 
After  washing,  the  slide  is  examined  for  the  endpoint 
of  specific  fluorescence  in  the  infected  cells  on  the 
slide.  In  the  CF  test,  serial  twofold  dilutions  of  un- 
known acute  and  convalescent  sera  are  reacted  with 
a standard  amount  of  known  viral  antigen  plus  a stan- 
dard small  amount  of  complement.  The  three  compo- 
nent system  is  incubated  overnight  at  4°  C.  Fixation 
of  the  complement  occurs  if  antigen-antibody  complex- 
es have  formed.  Residual  complement  then  is  assayed 
by  adding  a standard  amount  of  sheep  red  blood  cells 
previously  sensitized  with  anti-sheep  RBC  hemolytic 
serum.  The  test  is  read  after  further  incubation  for  one 
hour  at  37°  C.  Hemolysis,  indicating  the  presence  of 
unfixed  complement,  occurs  when  no  viral  antigen- 
viral  antibody  reaction  has  occurred.  Conversely, 
absence  of  hemolysis  indicates  fixation  of  all  the  avail- 
able complement  by  the  viral  antigen-viral  antibody 
complexes  and  shows  that  antibody  to  that  antigen 
was  present  at  that  particular  dilution.  The  CF  titer 
of  the  serum  is  the  highest  dilution  possessing  de- 
tectable antibody.  The  HI  test  conceptually  is  simpler. 
Some  viruses,  such  as  influenza,  possess  the  capacity 
to  agglutinate  red  blood  cells  of  various  animal  species, 
and  the  reaction  may  be  prevented  by  specific  immune 
serum.  Serial  twofold  dilutions  of  acute  and  convales- 
cent sera  are  reacted  with  a standard  amount  of 
known  viral  hemagglutinating  antigen  overnight  and 
then  a standard  amount  of  red  blood  cells  is  added  for 
an  additional  hour.  The  highest  dilution  inhibiting 
hemagglutination  is  the  serum  titer.  In  the  N test, 
serial  dilutions  of  serum  are  mixed  with  a standard 
amount  of  known  virus  and  after  a 30-minute  incuba- 
tion period,  the  mixture  is  inoculated  into  a suscep- 
tible host,  such  as  cell  culture  or  animal.  The  N titer 
is  the  reciprocal  of  the  highest  dilution  preventing 
CPE  in  cell  culture  or  death  of  an  animal.  Other  tests 
used  for  antibody  detection  include  LAHA,  RLA.  time- 
resolved  fluoroimmunoassay  (TRF),  immunodiffusion 
(ID),  reverse  passive  hemagglutination  (RPH),  LA,  and 
WB. 

In  practice,  viral  diagnostic  serology  involves  two 
choices:  which  virus  should  be  tested  for,  and  which 
serologic  method  should  be  employed.  As  with  virus 
isolation,  the  choice  of  viruses  to  be  tested  for  involves 
some  knowledge  of  the  clinical  history.  A request  for 
viral  antibody  screen  is  manifestly  abused  since  it  is 
feasible  to  only  test  for  the  most  suspect  viruses.  In  the 
case  of  suspected  enterovirus  causing  aseptic  men- 
ingitis, for  example,  it  would  be  necessary  to  screen  for 
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Figure— Optima]  time  for  collecting  specimen  with  regard  to  illness. 


more  than  40  polio,  Coxsaekie,  or  Echo  viruses.  How- 
ever, the  patient's  serum  might  reasonably  be  tested 
against  the  particular  enterovirus  serotype  isolated 
from  stool  or  against  two  or  three  serotypes  known  to 
be  prevalent  in  the  community  at  that  time.  Screening 
panels  such  as  an  ELISA  plate  for  respiratory  viruses 
(influenza  A and  B parainfluenza,  RSV,  and  adeno)  will 
be  available  in  the  near  future.  The  second  choice  in- 
volves several  considerations.  Table  2 shows  the 
serologic  tests  usually  used  for  each  virus.  ELA  IF,  CF, 
and  HI  tests  are  relatively  inexpensive  and  more  rapid 
than  the  N tests.  The  N test  generally  is  the  most 
specific  and  is  applicable  to  nearly  all  viruses,  while  HI 
tests  are  applicable  only  to  those  viruses  which  cause 
hemagglutination.  CF  antibodies,  in  general,  are  the 
least  specific  and  most  transient  (they  usually  fall 
within  several  months  of  infection)  while  HI  and  N 
persist,  usually  for  many  months  or  even  years,  with 
little  change  in  titer.  The  IgM  class  of  antibody,  in- 
dicative of  recent  infection,  since  it  is  the  first  class 
to  be  detected  after  infection,  now  is  used  to  diagnose 
hepatitis  A rubella  measles,  EBV,  CMV,  and  a number 
of  arbovirus  infections. 

COLLECTION  OF  SPECIMENS  FOR  VIRAL 
ISOLATION 

1.  Collect  specimens  as  aseptically  as  possible.  Cell 
culture  fluid  also  is  a rich  medium  for  the  growth  of 
bacteria  or  fungi,  which  may  destroy  the  cell  culture 
and  thus  preclude  virus  isolation. 

2.  Specimens  should  be  collected  as  early  in  the 
course  of  illness  as  possible.  In  most  cases,  maximum 
quantities  of  virus  are  present  only  during  the 
prodrome  or  on  the  first  day  of  illness. 

3.  Keep  all  specimens  cold  (except  for  anti- 
coagulated blood),  either  in  crushed  ice  or  in  a refriger- 
ator at  4°  C.  Most  viruses  are  heat-labile. 


4.  All  specimens,  except  vesicle  fluid,  CSF,  or  urine, 
should  be  put  in  a virus  transport  medium  and  trans- 
ported as  quickly  as  possible  to  the  virology  laboratory. 
Several  types  of  virus  transport  media  or  culturettes 
now  are  available.  They  consist  of  a balanced  salt  solu- 
tion to  prevent  drying  and  maintain  pH,  a protein  to 
stabilize  the  virus,  and  antibiotic  and  antifungal 
agents  to  prevent  microbial  overgrowth.  Bacterial 
transport  medium  should  not  be  used. 

5.  If  a delay  of  more  than  four  days  in  transport  of 
the  specimens  is  anticipated,  they  should  be  at  -70°C 
or  lower  (dry  ice  temperature).  Usual  freezer 
temperature  (-20°  C)  is  not  cold  enough. 

6.  Each  specimen  should  be  labelled  carefully  with 
the  patient’s  name,  nature  of  the  specimen,  and  the 
time  and  date  obtained.  Never  wrap  an  unlabelled  tube 
in  a laboratory  slip. 

SPECIMENS 

1.  Blood.  For  virus  isolation  from  the  buffy  coat, 
versene,  citrate,  or  heparin,  anticoagulated  whole  blood 
(6  to  10  ml  or  less  for  a baby)  is  drawn.  It  should  be 
kept  at  room  temperature  and  transported  to  the  lab 
within  24  hours.  For  serology,  6 to  10  ml  of  blood 
should  be  drawn  into  a red  or  marble  topped  tube  and 
permitted  to  coagulate  for  one  hour.  After  centrifuga- 
tion. the  serum  should  be  aseptically  separated  and 
kept  refrigerated.  Do  not  freeze  whole  blood  since  re- 
sultant hemolysis  is  toxic  for  tissue  culture  and  will 
interfere  with  serological  tests. 

2.  Swabs— lesion,  nasopharyngeal,  throat,  rectal, 
genital,  eye.  Place  swabs  immediately  into  virus  trans- 
port medium  or  culturette  as  described.  Cotton,  rayon, 
or  Dacron  swabs  on  plastic  sticks  are  preferred  to  wood 
sticks. 

3.  Stools.  Five  to  10  gm  are  preferable  to  a rectal 
swab  since  virus  is  more  likely  to  be  isolated.  Keep  in 
a plastic  cup  with  a tight  lid  and  do  not  dilute  with 
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virus  transport  medium. 

4.  Body  Fluids.  Collect  several  ml  in  a sterile  tube 
and  keep  cool.  Do  not  dilute  in  virus  transport  me- 
dium. 

5.  Urine.  Collect  10  to  30  ml  of  urine  (clean — voided 
midstream  or  catheter  specimen)  in  a sterile  tube  and 
keep  cool. 

6.  Vesicle  Fluid.  Aspirate  with  a tuberculin  syringe 
that  already  contains  about  0.3  ml  of  virus  transport 
medium.  Then  carefully  cap  the  syringe  and  send  it  to 
the  virology  laboratory,  properly  labelled  and  packed  in 
ice. 

7.  Autopsy  (or  Biopsy)  Materials.  Collect  biopsy  tis- 
sue aseptieally  and  place  in  a sterile  tube  in  crushed 
ice.  Collect  autopsy  tissue  aseptieally  as  soon  as  pos- 
sible postmortem  and  place  in  a sterile  tube  in  crushed 
ice.  Choice  of  tissue  is  dictated  by  the  clinical  syn- 
drome and  gross  pathology. 

DIAGNOSIS  OF  CONGENITAL  INFECTIONS 

The  popular  serologic  test  for  the  diagnosis  of  infec- 
tious congenital  disease  is  the  TORCH  test,  an  acro- 
nym for  toxoplasmosis,  rubella  cytomegalovirus,  and 
herpes  simplex  virus.  Since  the  IgM  class  of  antibody 
does  not  cross  the  placental  barrier,  its  detection  in  a 
single  serum  sample  from  a baby  can  be  diagnostic. 
Without  specific  tests  for  IgM,  test  results  from  a single 
serum  specimen  reflect  only  the  IgG,  which  has  been 
passively  transferred  from  mother  to  infant  during  the 
gestational  period.  Therefore,  for  meaningful  TORCH 
IgG  assays,  serial  serological  assays  must  be  performed 
for  several  months  to  follow  the  course  of  IgG  antibody 
titers  in  both  the  mother  and  baby.  A single  TORCH 
IgG  assay  is  a waste  of  time  and  money. 

DIAGNOSIS  OF  CHLAMYDIAL  INFECTION 

The  most  common  sexually  transmitted  pathogen  in 
the  United  States  today  is  chlamydia  Since  this  de- 
generate bacterial  parasite  can  only  replicate  in  living 
cells,  the  task  of  its  diagnosis  has  been  given  to  the 
virology  lab  where  there  is  expertise  in  cell  culture.  The 
most  sensitive  method  of  diagnosis  is  isolation  of  the 
organism  in  cell  culture  after  about  48  hours  incuba- 
tion. Transport  of  the  chlamydial  swab  is  crucial,  be- 
cause the  organism  is  very  labile.  A less  sensitive 
method  as  compared  to  cell  culture  (70  percent  for  men 
to  98  percent  for  women)  is  the  enzyme  immunoassay 
(ELA)  for  detection  of  chlamydial  antigen.  Another 
method  is  the  immunofluorescence  detection  of  anti- 
gen with  monoclonal  antibody  in  a smear.  In  both  of 
these  tests,  the  transport  of  the  specimen  is  not  as 
critical  since  nonviable  antigen  can  be  detected. 
Serodiagnosis  has  not  been  used  except  by  research 
laboratories,  although  for  diagnosis  of  chlamydial 
pneumonia  of  infants  high  IgM  titer  is  diagnostic. 
Since  chlamydiae  are  sensitive  to  penicillin,  a virus 
transport  medium  that  contains  penicillin  should  not 
be  used  for  chlamydiae.  Do  not  use  swabs  with  wood 
sticks  since  they  are  toxic  for  chlamydia  It  is  import- 
ant that  an  adequate  sample  of  cells  from  the  affected 
site  be  collected,  since  sampling  of  fluid  discharge  is 
inadequate.  Specimens  are  collected  from  the  male 
urethra  from  within  the  endourethra  (4  to  6 cm  from 
the  meatus).  Specimens  from  the  uterine  cervix  should 
always  be  collected  from  within  the  endocervical  canal. 


since  the  organism  is  not  found  in  ectocervical 
squamous  cells.  The  cervix  should  be  cleaned  and  the 
area  within  the  transitional  zone  swabbed  vigorously. 

For  lymphogranuloma  venereum  (LGV),  the  typical 
specimen  is  an  aspirate  of  pus  from  the  bubo.  Speci- 
mens may  be  collected  from  the  anal  canal  by  swab- 
bing, but  preferably  should  be  collected  from  anoscopic 
visualization  of  lesions  and  swabs  directly  applied  to 
the  inflamed  or  ulcerated  areas. 

SUMMARY 

Virus  laboratory  diagnosis  was  made  only  at  the 
state  virology  laboratory  primarily  to  gather 
epidemiological  data  for  public  health  purposes.  At 
present,  virus  diagnostic  techniques  discussed  in  cur- 
rent medical  journals  are  available  to  any  physician  in 
any  part  of  the  United  States.  Viral  diagnosis  has  be- 
come an  established  part  of  medical  practice,  leading 
to  better  patient  care,  prognosis,  and  treatment.  The 
physician,  in  order  to  get  the  most  value  from  the  viral 
diagnostic  laboratory,  must  be  aware  that  accurate 
laboratory  diagnosis  requires  all  the  information  that 
can  be  obtained  from  the  patient,  and  that  proper 
specimens  must  be  obtained.  The  physician  is  respon- 
sible for  the  crucial  first  step  in  successful  diagnosis. 
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HIV  Positive  Confirmed 
Then  What? 


AIDS  is  tough  to  treat.  Ruthless  to 
an  increasing  patient  population, 
it  challenges  physicians  and 
nurses  as  never  before  in  their 
commitment  to  quality  care. 

The  Spellman  Center  for  HIV- 
Related  Disease  at  St.  Clare’s  Hos- 
pital and  Health  Center  in  New 
York  City,  accepts  the  challenge 
posed  by  AIDS  and  HIV  infection. 
The  first  facility  in  the  tri-state  re- 
gion to  devote  its  resources  solely 
to  the  care  of  AIDS  patients,  the 
Spellman  Center  designates  its 
highest  priority  as  compassionate 
patient  care.  A dedicated  staff  pro- 
vides comprehensive  medical, 
nursing,  psychosocial,  and  dental 
treatment  in  an  atmosphere  that 
is  warm  and  understanding. 


The  Spellman  Center— a 60-bed 
Acute  Care  Unit,  Emergency 
Service,  Outpatient,  Ambulatory 
Infusion  and  Dental  Clinics— 
accepts  referrals  of  patients  with 
CDC-confirmed  AIDS  or  ARC 
(AIDS-related  complex),  and  those 
who  are  seropositive  for  HIV. 
Spellman  also  reaches  out  to  offer 
testing,  counseling  and  treatment 
to  persons  at  risk  for  AIDS. 


The  Spellman  Center 
for  HIV-Related  Disease 
A Designated  AIDS  Treatment  Facility 
St.  Clare’s  Hospital  and  Health  Center 


415  W 51st  St 
New  York,  NY  10019 

An  Affiliate  of  New  York  Medical  College 


If  you  need  consultation  con- 
cerning your  patients,  or  more 
information,  please  call  Dr.  Debra 
Spicehandler,  the  Medical  Direc- 
tor, at  (212)459-8409. 


The  Spellman  Center  also  main- 
tains an  information  hotline  for 
patients  with  questions  about 


AIDS:  1-800-433-AIDS. 
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A.  Bradford  Judd,  MD  (1988) Shrewsbury 

Henry  A.  Katz,  MD  (1988) Sparta 

Glenn  P.  Lambert,  MD  (1989) Flemington 

Richard  R Lorber,  MD  (1988) Kenilworth 

Gerald  S.  Packman,  MD  (1989) Vineland 

William  Pawluk,  MD  (1988) Medford 

John  D.  Slade,  MD  (1988) New  Brunswick 

Joseph  P.  Zawadsky,  MD  (1988) Princeton 

Mrs.  Charles  J.  Moloney, 

Auxiliary  Member  (1988) Moorestown 

Kimberly  Snyder,  Student  Member  (1988) . Irvington 
Kenneth  M.  Langa  Alternate 

Student  Member  (1988) Piscataway 

Paul  J.  Hirsch,  MD,  First  Vice-President 

Ex-Officio  Member Bridgewater 
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Council  on  Public  Relations 

(Martin  E.  Johnson,  Staff  Liaison) 


Frank  J.  Primich,  MD, 

Chairman  (1988) West  New  York 

Joseph  W.  Bitsack,  MD. 

Vice-Chairman  (1989) Hackensack 

Charles  H.  Amoldi.  Jr.,  MD  (1988) South  Orange 

Christopher  Babigian,  MD  (1988) Paramus 

Harry  H.  Bnint,  Jr.,  MD  (1988) Wall 

Leonard  J.  Corwin,  MD  (1988) Millbum 

Leticia  V.  DeCastro,  MD  (1988) Edison 

Michael  M.  Heeg,  MD  (1988) Trenton 


John  J.  Pastore,  MD  (1989) Vineland 

R Gregory  Sachs,  MD  (1988) Summit 

Blackwell  Sawyer,  Jr,  MD  (1988) Point  Pleasant 

Jeffrey  M.  Solomon,  MD  (1988) Vineland 

Mrs.  Rodolfo  C.  Paseual, 

Auxiliary  Member  (.  1988) Moorestown 

Nicholas  Namias, 

Student  Member  (1988) Englewood  Cliffs 

Douglas  M.  Costabile,  MD.  Second  Vice-President 

Ex-OJJicio  Member Murray  Hill 

Frank  J.  Malta,  MD,  Consultant Toms  River 

Edwin  W.  Messey,  MD,  Consultant Willingboro 


STANDING  COMMITTEES 

Committee  on  Annual  Meeting 

(Eileen  Pfeiffer,  Staff  Liaison) 

Angelo  S.  Agro,  MD,  Chairman  (1988)..  Haddonfield 


Thomas  J.  Connolly,  Jr.,  MD  (1989) Jersey  City 

Warren  E.  Crane,  MD  (1988) Trenton 

H.  Irving  Dunn,  MD  (1988) Mantoloking 

Andrew  G.  Hudacek,  MD  (1988) Morristown 

Satwant  G.  Keswani,  MD  (1988) Livingston 

John  F.  Marshall,  MD  (1988) Trenton 

Frank  R Romano,  Sr.,  MD  (1988) Dunellen 

Paul  H.  Steel.  MD  (1988) Atlantic  City 

Mrs.  Frank  R Romano,  Sr., 

Auxiliary  Member  (1988) Plainfield 

D.  Gary  Soya, 

Student  Member  (1988) South  Orange 

Bernard  Robins,  MD,  Secretary, 

Ex-Officio  Member Union 

Joel  S.  Cherashore,  MD,  Consultant Nutley 

Charles  S.  Krueger,  MD,  Consultant Mount  Holly 


Advisory  Committee  to  the  Auxiliary 

(Margaret  Fransckiewieh,  Staff  Liaison) 


George  T.  Hare,  MD, 

Chairman  (1988) Haddon  Heights 

Joseph  N.  Mieale,  MD,  Treasurer, 

Vice-Chairman  (1988) North  Bergen 

Frank  R.  Romano,  Sr.,  MD  (1988) Dunellen 

Robert  L.  Wegryn,  MD  (1989) Elizabeth 

Mrs.  John  W.  Holdcraft, 

Auxiliary  Member  (1988) Woodbury 


Committee  on  Credentials 

(Arthur  White,  Staff  Liaison) 

Bernard  Robins,  MD,  Secretary.  Chairman, 


Ex-Officio  Member Union 

Thomas  E.  Mattingly,  Jr.,  MD, 

Vice-Chairman  (1988) Mount  Holly 

William  A.  Allgair,  MD  (1988) South  River 

Edward  M.  Coe,  MD  (1988) Cranford 

Roger  C.  Laauwe,  MD  (1988) Wayne 

Lawrence  B.  Owen,  MD  (1988) Salem 

Ford  C.  Spangler,  MD  (1988) Salem 


Committee  on  Finance  and  Budget 

(Arthur  White,  Staff  Liaison) 

Matis  A.  Fermaglieh,  MD, 

Chairman  (1989) Teaneck 


Michael  M.  Heeg,  M.D., 

Vice-Chairman  (1988) Trenton 

Carl  Restivo,  Jr.,  MD  (1988) Jersey  City 

Edward  A.  Sehauer,  MD  (1988) Farmingdale 

George  L.  Tribenbacher,  MD  (1988) Beach  Haven 

B.  Ralph  Wayman,  Jr.,  MD  (1988) Yardley,  PA 

Mrs.  Frank  R Romano,  Sr., 

Auxiliary  Member  ( 1988) Plainfield 

Joseph  N.  Mieale,  MD,  Treasurer, 

Ex  Officio  Member North  Bergen 


Committee  on  Medicaid 

(Joseph  C.  Lucci,  Staff  Liaison) 

Thomas  S.  Bellavia,  MD, 

Chairman Hasbrouck  Heights 

James  Q.  Atkinson,  MD..... Vincentown 

Gertrude  B.  Brundage,  MD East  Orange 

Bayard  Coggeshall,  MD Morristown 

Sheldon  Lang,  MD Passaic 

Arganey  L Avnire  Lucas,  Jr.,  MD Morristown 

Bernard  A.  Pekala,  MD Cherry  Hill 

Carl  J.  Records,  MD Cape  May  Court  House 

William  Silverman,  MD Cape  May  Court  House 

Gregory  P.  Zollner,  Student  Member Piscataway 

Murray  Pine,  DO,  Consultant Newark 

Harry  M.  Carnes,  MD,  President 

Invited  Guest Audubon 

Palma  E.  Formica  MD,  President-Elect 

Invited  Guest Old  Bridge 

I.  Fulton  Erlichman,  MD,  Invited  Guest Trenton 

Harry  C.  Fisher,  Invited  Guest Millville 

Thomas  Russo,  Invited  Guest Trenton 

S.  Eugene  Yuliano,  MD,  Invited  Guest Trenton 


Committee  on  Medical  Education 

(Martin  E.  Johnson,  Staff  Liaison) 

Stephen  M.  Colameco,  MD,  MEd, 

Chairman  ( 1988) Camden 

Stephen  F.  Wang,  MD, 

Vice-Chairman  (1988) Morristown 

Leonard  Bielory,  MD  (1988) Newark 

John  C.  Brogan,  MD  (1988) Flemington 

Sherman  Garrison,  MD  (1989) Bridgeton 

Brewster  S.  Miller,  MD  (1988) Somerville 

Roberta  G.  Rubin,  MD  (1988) Glen  Ridge 

Nathan  F.  Troum,  MD  (1988) Bayville 

Sanford  H.  Vemick,  MD,  PhD  (1988) Holmdel 

Mrs.  William  Allgair, 

Auxiliary  Member  (1988) South  River 
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Bernardo  Toro-Echague,  MD, 

Resident  Member  (1988) Edison 

Steven  R Prunk, 

Student  Member  (1988) Park  Ridge 

Chris  Friedrich,  PhD,  Alternate 

Student  Member  (1988) Cinnaminson 

Alfred  A.  Alessi,  MD,  Consultant Hackensack 

Arthur  Bernstein,  MD,  Consultant South  Orange 

William  C.  Black,  MD,  Consultant Hackensack 

Samuel  F.  D’Ambola,  MD, 

Consultant Atlantic  Highlands 

Dryden  Morse,  MD,  Consultant Browns  Mills 

James  H.  Thorpe,  MD,  Consultant Princeton 

William  S.  Vaun,  MD,  Consultant Colts  Neck 


Committee  on  Medical  Student  Loan  Fund 


(Arthur  White,  Staff  Liaison) 

David  J.  Greifinger,  MD, 

Chairman  (1988) Belleville 

David  J.  Cheli,  MD  (1988) Manasquan 

Palma  E.  Formica  MD, 

President-Elect  (1988) Old  Bridge 

Theodora  J.  Maio,  MD  (1988) Clifton 

Rodolfo  C.  Pascual,  MD  (1988) Mount  Holly 

Mrs.  John  Sturgis, 

Auxiliary  Member  (1988) Woodbury 


Committee  on  Membership  Services 

(Joseph  C.  Lucci,  Staff  Liaison) 

Harvey  P.  Yeager,  MD, 


Chairman  (1988) West  Orange 

Stanley  Karp,  MD, 

Vice-Chairman  (1988) Cinnaminson 

Angelo  S.  Agro,  MD  (1988) Haddonfield 

Albert  M.  Doswald,  MD  (1988) Bridgewater 

John  D.  Franzoni,  MD  (1988) Trenton 

John  J.  Sprowls,  MD  (1989) Rahway 

Mrs.  Yurdakul  Omay, 

Auxiliary  Member  ( 1988) Clifton 

Bernard  Robins,  MD,  Secretary, 

Ex-OJJicio  Member Union 

William  H.  Ainslie,  Sr.,  MD,  Consultant Metuchen 

Ernest  C.  Hillman,  Jr.,  MD,  Consultant ...  Glen  Ridge 
E.  Arthur  Kratzman,  MD,  Consultant Jamesburg 


Nicholas  E.  Marchione,  MD,  Consultant Vineland 

Jesse  Schulman,  MD,  Consultant Lakewood 

Committee  on  Publication 

(Geraldine  Hutner,  Staff  Liaison) 

Frederick  B.  Cohen,  MD,  Chairman  (1988)..  Newark 


Robert  J.  Gorrell,  Jr.,  MD  (1988) Manahawkin 

Monroe  S.  Karetzky,  MD  (1988) Newark 

Avrum  L.  Katcher,  MD  (1988) Flemington 

Clement  H.  Kreider,  Jr.,  MD  (1989) Ocean 

Robert  M.  MacMillan,  MD  (1988)....  Philadelphia  PA 

Helio  J.  Malinvemi,  MD  (1988) Manahawkin 

Leon  G.  Smith.  MD  (1988) Roseland 

Louis  S.  Zeiger,  MD  (1988) Camden 

Mrs.  Ralph  J.  Fioretti, 

Auxiliary  Member  { 1988) Paramus 

Tarsem  L.  Gupta  MD, 

Resident  Member  (1988) Neptune 

Chris  Friedrich,  PhD, 

Student  Member  (1988) Cinnaminson 

Palma  E.  Formica  MD,  President-Elect. 

Ex-Officio  Member  (1988) Old  Bridge 

Bernard  Robins,  MD,  Secretary. 

Ex-Officio  Member Union 


Arthur  Krosnick,  MD,  Ex-Officio  Member.  Princeton 

Committee  on  Revision  of  Constitition  and  Bylaws 


(Diane  C.  Gore,  Staff  Liaison) 

John  H.  Lifland,  MD, 

Chairman  (1988) Bridgewater 

William  Greifinger,  MD, 

Vice-Chairman  (1988) South  Orange 

William  A.  Allgair,  MD  (1988) South  River 

Michael  M.  Heeg,  MD  (1988) Trenton 

Pascal  A.  Pironti,  MD  (1988) Summit 

Ford  C.  Spangler,  MD  (1988) Salem 

Mrs.  James  E.  Brennan, 

Auxiliary  Member  (1988) Cheriy  Hill 

Bernard  Robins,  MD,  Secretary, 

Ex-Officio  Member Union 

Hillel  M.  Ben-Asher,  MD.  Consultant Morristown 

John  S.  Madara  MD,  Consultant Salem 

Henry  J.  Mineur,  MD,  Consultant Westfield 


SPECIAL  COMMITTEES 


Committee  on  Biomedical  Ethics 

(June  O'Hare,  Staff  Liaison) 

Robert  L.  Pickens,  MD,  Chairman Princeton 

Joseph  F.  Fennelly,  MD,  Vice-Chairman Madison 

Arnold  Byer,  MD Hackensack 

Frederick  W.  Durham,  MD Haddonfield 

Roger  C.  Duvoisin,  MD New  Brunswick 

David  Eckstein,  MD Trenton 

Warren  H.  Knauer,  MD Hillside 

Rudolph  E.  Schwaeble,  MD Mendham 

John  Winslow,  MD South  Orange 

Katherine  H.  Zimmerman,  MD Mountain  Lakes 

William  Drake,  III,  Student  Member Bloomfield 

Jonathan  Pineus,  Alternate 

Student  Member Edison 


Robert  C.  Cassidy,  PhD, 

Consultant *. New  Brunswick 

Edmund  L.  Erde,  PhD,  Consultant Camden 

M.  Bernard  Winkler,  MD,  Consultant Fairlawn 


Committee  on  Cancer  Control 

(Joseph  C.  Lucei,  Staff  Liaison) 

George  J.  Hill,  MD,  Chairman Newark 

Donald  Brief,  MD,  Vice-Chairman Millbum 

Warren  H.  Knauer,  MD Hillside 

Albert  A.  Pineda,  MD Clifton 

Harvey  D.  Rothberg,  MD Princeton 

Benjamin  F.  Rush,  Jr.,  MD Newark 

Elissa  J.  Santoro,  MD Irvington 

Donald  K.  Sass,  MD Millville 
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Eva  B.  Stahl,  MD Highland  Park 

Harvey  P.  Yeager,  MD West  Orange 

Bernard  Kulper,  MD,  Resident  Member Westfield 

Chris  Friedrich,  PhD, 

Student  Member Cinnaminson 

Committee  on  Child  Health 

(Joseph  C.  Lueci,  Staff  Liaison) 

Glenn  P.  Lambert,  MD,  Chairman Flemington 

James  Q.  Atkinson,  MD Vineentown 

Thomas  F.  Bejgrowicz,  MD Linden 

William  J.  Farley,  MD Brielle 

Howard  A.  Jewell,  MD Ocean  Grove 

Harry  E.  Turse,  MD Medford 

Joshua  S.  Rosenblatt,  MD, 

Resident  Member Clifton 

Andrew  Bush,  Student  Member Wood-Ridge 

Committee  on  Conservation  of  Vision 

(Joseph  C.  Lucci,  Staff  Liaison) 

William  J.  Kustrup,  MD,  Chairman Trenton 

Carl  P.  Bontempo,  MD Long  Branch 

Vivian  Chen,  MD East  Brunswick 

Alfonse  A.  Cinotti,  MD Jersey  City 

Thomas  I.  Rozanski,  MD Sewell 

Ralph  A.  Skowron,  MD Cherry  Hill 

Saul  M.  Tischler,  MD Cherry  Hill 

Mrs.  Rudolph  Gering, 

Auxiliary  Member Lambertville 

Daniel  B.  Goldberg,  MD,  Consultant Long  Branch 

Committee  on  Drug  and  Alcohol  Abuse 

(Martin  E.  Johnson,  Staff  Liaison) 

William  J.  Annitto,  MD,  Chairman Rancocas 

Ronald  Altman,  MD Lawrenceville 

David  I.  Canavan,  MD Lawrenceville 

Daniel  P.  Greenfield,  MD Short  Hills 

Thomas  R Houseknecht,  MD Moorestown 

Richard  M.  Liss,  MD Manville 

Lawrence  L.  Livomese,  MD Middlesex 

George  W.  Lutz,  MD Somerville 

Susan  F.  Neshin,  MD Asbury  Park 

John  D.  Slade,  MD New  Brunswick 

Edwin  A.  Turner,  Jr„  MD New  York,  NY 

Kenneth  J.  Weiss,  MD Camden 

Robyn  Cooperstein,  Student  Member Edison 

William  Hayes,  Alternate  Student  Member....  Warren 

Matt  Martin,  Consultant Trenton 

Riley  Regan,  Consultant Trenton 

Loretta  B.  Ridolfi,  RP,  Consultant Trenton 

Richard  J.  Russo,  MSPH,  Consultant Trenton 

Robert  Warden,  DO,  Consultant Stratford 

Committee  on  Emergency  Medical  Care 

(Joseph  C.  Lucci,  Staff  Liaison) 

Rudolph  E.  Schwaeble,  MD,  Chairman Mendham 

John  A.  Flood,  Jr.,  MD,  Vice-Chairman Trenton 

Clifford  B.  Blasi,  MD Sea  Girt 

C.  Clayton  Griffin,  MD Newark 

Jack  R.  Karel,  MD Verona 

J.  Mark  Meredith,  MD Chatsworth 

Dorson  S.  Mills,  MD Elmer 

Nelson  C.  Walker,  MD Hackensack 

Todd  M.  Warden,  MD Camden 

Robert  L.  Wegryn,  MD Elizabeth 


Richard  T.  Cook,  Jr.,  MD,  Resident  Member...  Berlin 

M.I.  Stanley,  Student  Member Upper  Montclair 

Joseph  Kavanaugh,  Consultant Martinsville 

Henry  R Liss,  MD,  Consultant Chatham 

Howard  S.  Schwartz,  MD.  Consultant Trenton 

Joseph  F.  Slavin,  Consultant Princeton 

Committee  on  Environmental  Health 


(Joseph  C.  Lucci,  Staff  Liaison) 

Stanley  R Lane,  MD,  Chairman Moorestown 

Morris  I.  Brodkey,  MD Toms  River 

Daniel  N.  Burbank,  MD Cedar  Grove 

Richard  H.  Musgnug,  MD Medford  Lakes 

Meyer  T.  Weissman,  MD Jamesburg 

Philip  J.  G.  Quigley.  MD, 


Consultant Point  Pleasant  Beach 


Committee  on  Impaired  Physicians 

(David  I.  Canavan,  MD,  Staff  Liaison) 

Ronald  I.  Forster,  MD,  Chairman  (1988) Union 


Robert  Altin,  MD  (1988) Cherry  Hill 

Joyce  M.  Bailey,  MD  (1988) South  Orange 

Ann  Beams  (1988) Cranford 

Joseph  Campagna  MD  (1988) Summit 

David  I.  Canavan,  MD  (1988) Lawrenceville 

A Vincent  DeRobbio,  MD  (1988) Newark 

John  Franklin,  MD  (1988) Newark 

Jerrold  Goldstein.  DO  (1988) West  Millington 

Daniel  P.  Greenfield,  MD  (1988) Short  Hills 

A Starr  Ingram,  MD  (1988) Westfield 

Boris  G.  Ivovich,  MD  (1988) Annandale 

Doulat  Keswani,  MD  (1988) Ridgewood 

Thomas  J.  Liddy,  MD  (1988) Livingston 

Herbert  J.  McBride  (1988) Toms  River 

Mrs.  Herbert  J.  McBride  (1988) Toms  River 

George  J.  Mellendick,  MD  (1988) Perth  Amboy 

Joseph  L.  Mooney,  MD  (1988) Trenton 

George  Pierson,  DO  (1988) Sparta 

D.  Loren  Southern,  MD  (1988) Princeton 

Harvey  D.  Strassman,  MD  (1988) Camden 

John  J.  Verdon,  Jr.,  MD  (1988) Tinton  Falls 

Robert  M.  Warden,  DO  ( 1 988) Stratford 


James  Varrell,  Student  Member  (1988)...  Piscataway 


Committee  on  Long-Range  Planning  and 
Development 

(Diana  C.  Gore,  Staff  Liaison) 


Bernard  Robins,  MD,  Secretary. 

Chairman  (1988) Union 

Alfred  A Alessi,  MD  (1988) Hackensack 

William  J.  D'Elia,  MD  (1988) Spring  Lake 

Timothy  M.  Hosea,  MD  (1988) New  Brunswick 

Austin  H.  Kutscher,  Jr.,  MD  (1988) Flemington 

John  H.  Lifland,  MD  (1988) Bridgewater 

Philip  J.  LoPresti,  MD  (1988) Haddon  Heights 

Thomas  E.  Mattingly,  Jr.,  MD  (1988) Mount  Holly 

Edwin  W.  Messey,  MD  (1988) Willingboro 

Erlinda  M.  Remo,  MD  (1988) Short  Hills 

Aidrea  I.  Reznik,  MD  (1988) Somerset 

Frank  R Romano,  Sr.,  MD  (1988) Dunellen 

David  J.  Scott,  MD  (1988) Wall 

Ralph  A Skowron,  MD  (1988) Cherry  Hill 

Mrs.  Frank  Campo, 

Auxiliary  Member  (1988) Lawrenceville 
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Committee  on  Maternal  and  Child  Care 


(Joseph  C.  Lucci,  Staff  Liaison) 

Thomas  A.  Noone,  MD,  Chainrian Haddonfield 

Howard  D.  Arkans,  MD Burlington 

Peter  A.  Beaugard,  MD Flemington 

Hugo  M.  Cardullo,  MD Pompton  Plains 

Caterina  A.  Gregori,  MD Livingston 

Gerard  F.  Hansen,  MD Hackensack 

John  T.  Harrigan,  MD New  Brunswick 

James  P.  Thompson,  MD Clifton 

Manuel  Alvarez,  MD,  Resident  Member Hoboken 

Scott  Eber,  MD,  Resident  Member Edgewater 

Janet  Lioy,  Student  Member Clifton 

Edith  Sheryl  Shapiro,  Alternate 

Student  Member Randolph 

George  J.  Halpin,  MD,  Consultant Trenton 

Committee  on  Medical  Aspects  of  Sports 

(Joseph  C.  Lucci,  Staff  Liaison) 

Christine  E.  Haycock,  MD,  Chairman Newark 

Norman  W.  Garwood,  MD Crosswicks 

Brian  C.  Halpem,  MD Princeton 

Paul  J.  Hirseh.  MD, 

First  Vice-President Bridgewater 

Kenneth  N.  Kunzman,  MD Somerville 

Glenn  P.  Lambert,  MD Flemington 

Allan  M.  Levy,  MD Westwood 

Warren  F.  MacDonald,  Jr„ 

MD Cape  May  Court  House 

Vincent  K.  Mclnemey,  MD Paterson 

Gary  J.  Savatsky,  MD Hackensack 

Steven  M.  Stoller,  MD Ridgewood 

Gary  B.  Sullivan,  MD,  Resident  Member Neptune 

Peter  Gusmer,  Student  Member Piscataway 

R David  Reynolds,  Alternate 

Student  Member Edison 

Abner  West,  Consultant Short  Hills 

Donald  Williams,  Consultant Pennington 

Joyce  Williams,  Consultant Pennington 


Committee  on  Occupational  Health,  Worker’s 
Compensation,  and  Rehabilitation 

(Joseph  C.  Lucci,  Staff  Liaison) 

Robert  V.  McCormick,  MD,  Chairman....  Morristown 


Andrew  G.  Hudacek  MD, 

Vice-Chairman Morristown 

George  P.  Bisgeier,  MD Newark 

Maurice  E.  Goldman,  MD New  York,  NY 

J.  Campbell  Howard,  Jr.,  MD Mountainside 

M.  Noel  Jennings,  MD Princeton 

Edwin  A.  Turner,  Jr.,  MD New  York  NY 

Mathilda  R Vaschak  MD North  Plainfield 

Edward  Leone,  Student  Member Irvington 

Connie  Hanes,  Alternate 

Student  Member Belleville 

Joseph  A.  Lepree,  MD,  Consultant Colts  Neck 

John  S.  Tobin,  MD,  Consultant Princeton 

Committee  on  Utilization  Review  Systems 

(Vincent  A Maressa  Staff  Liaison) 

Robert  J.  Weierman,  MD South  Orange 

Alfio  G.  Dal  Pan,  MD Fairlawn 


Bernard  Gardner,  MD 

George  T.  Hare,  MD 

A Ralph  Kristeller,  MD 

John  J.  LoCurto,  Jr..  MD ... 

Emmons  G.  Paine,  MD 

Irving  P.  Ratner,  MD 

Benjamin  F.  Rush,  Jr.,  MD 

Elias  N.  Tsoukas,  MD 

Andrew  B.  Weiss,  MD 


Hackensack 

Haddon  Heights 

Millbum 

Hackensack 

Voorhees  Township 

Willingboro 

Newark 

Ramsey 

Roseland 


Committee  of  Young  Physicians 

(A  Ronald  Rouse.  Staff  Liaison) 

David  M.  MacPeek  MD,  Chairman Lakewood 

Timothy  M.  Hosea  MD, 

Vice-Chairman New  Brunswick 

Kevin  Basralian,  MD Rutherford 

Paul  S.  Sender,  MD.  Alternate  Member Teaneck 

Susan  M.  Weil,  MD Haddonfield 

Todd  Warden,  MD,  Alternate  Member Camden 

C.  Clayton  Griffin,  MD Newark 

Leonard  Bielory,  MD,  Alternate  Member Newark 

Rudolph  T.  DePersia  Jr.,  MD Woodbury 

Eliot  Kaplan,  MD,  Alternate  Member Tumersville 

Donald  J.  Cinotti,  MD Jersey  City 

Patrick  J.  McGovern,  Jr.,  MD, 

Alternate  Member Bayonne 

Ronald  E.  Burbella  MD Trenton 

Richard  L.  Levine,  MD, 

Alternate  Member Lawrenceville 

Steven  T.  Deak,  MD, 

Alternate  Member New  Brunswick 

Dale  E.  Edlin,  MD Red  Bank 

Carl  T.  Bontempo,  MD, 

Alternate  Member Long  Branch 

Reid  A Lac h man,  MD Morristown 

Carmen  M.  Renna  MD, 

Alternate  Member Morristown 

Michael  I.  Baruch,  MD Paterson 

Niki  Silverstein,  MD, 

Alternate  Member Clifton 

Daniel  E.  Shufler,  MD Carney's  Point 

William  Ruda  MD Bridgewater 

David  Bortniker,  MD, 

Alternate  Member Somerville 

John  Tabachnick  MD Westfield 

Joseph  P.  Calderone,  Jr.,  MD, 

Alternate  Member Cranford 


Ad  Hoc  Committee  on  Reimbursement  Policies 


(Joseph  C.  Lucci,  Staff  Liaison) 

Alfred  A.  Alessi,  MD,  Chairman Hackensack 

Emanuel  Abraham,  MD Neptune 

Anthony  P.  Caggiano,  Jr.,  MD Glen  Ridge 

Michael  J.  Doyle,  MD Neptune 

Ames  L.  Filippone,  Jr.,  MD Morristown 

William  V.  Harrer,  MD Camden 

Winton  H.  Johnson,  MD Sparta 

Jon  Marsieano,  MD Iselin 

Frank  J.  Primich,  MD West  New  York 

R Gregory  Sachs,  MD Summit 

Charles  L.  Cunniff,  MD,  Consultant Newark 

Henry  J.  Mineur,  MD,  Consultant Westfield 
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1987-1988  MSNJ  Liaison  Representatives 


Academy  of  Medicine  of  New  Jersey 

(1)  Board  of  Trustees/Liaison  Committee 

(Liaison  requested  by  Academy— June  19,  1966) 


Sherman  Garrison,  M.D Bridgeton 

Michael  M.  Heeg,  M.D Trenton 

Edwin  W.  Messey,  M.D Willingboro 


(2)  Postgraduate  Medical  Education  Study 
Committee 

(Representation  requested  by  Academy— November  15, 
1964) 

Stephen  M.  Colameco,  M.D.,  M.Ed., 

Chairman,  Committee  on  Medical 


Education  Camden 

Stephen  F.  Wang,  M.D.,  Member. 

Committee  on  Medical  Education  Morristown 


AMA— Education  Research  Foundation 

(Liaison  requested  by  AMA — October  7,  1951) 

David  J.  Greifinger,  M.D.,  Chairman,  Committee  on 
Medical  Student  Loan  Fund  Belleville 

Archivist-Historian 

(Appointment  requested  by  the  Medical  History 


Society  of  New  Jersey — April  1982) 

Morris  H.  Saffron,  M.D New  York,  NY 

Audit  Review  Committee 

(Appointed  annually  to  review  previous  year’s  audit) 

Joel  S.  Cherashore,  M.D.,  Chairman  Nutley 

Edward  A,  Schauer,  M.D Farmingdale 

Edwin  W.  Messey,  M.D Willingboro 

Palma  E.  Formica  M.D., 

President-Elect  Old  Bridge 

Joseph  N.  Micale,  M.D.,  Treasurer. 

Consultant  North  Bergen 

Matis  A.  Fermaglich,  M.D.,  Chairman,  Committee  on 

Finance  and  Budget,  Consultant  Teaneck 

Michael  M.  Heeg,  M.D.,  Vice-Chairman,  Committee  on 
Finance  and  Budget,  Consultant  Trenton 


Blindness— New  Jersey  Society  To  Prevent 

(Requested  by  the  National  Society  To  Prevent 
Blindness— New  Jersey— March  19,  1978) 

William  J.  Kustrup,  M.D.,  Chairman, 

Committee  on  Conservation  of  Vision  ....  Trenton 

Blood  Bank  Association,  New  Jersey 

(Liaison  requested  by  New  Jersey  Blood  Bank 


Association— April  25,  1969) 

Frank  Campo,  M.D Trenton 

Blood  Banking  Task  Force  for  New  Jersey 

(UMDNJ— October  1981) 

Frank  Campo,  M.D Trenton 


Commissioner’s  Physician  Advisory  Committee 

(Representation  requested  by  State  Commissioner  of 
Health  to  assist  in  the  Diagnosis  Related  Group  (DRG] 
concept — June  1977) 

Harry  M.  Carnes,  M.D.,  President*  Audubon 

‘Douglas  M.  Costabile,  M.D.,  Murray  Hill,  Second  Vice- 
President,  designated  as  President’s  representative  for 
1987-1988. 

Commissioner's  Special  Committee  on  Health  Issues 

(Representation  requested  by  Commissioner  of 
Health— July  1983) 

Ralph  J.  Fioretti,  M.D Rochelle  Park 

Douglas  M.  Costabile.  M.D.,  Alternate.  Second 

Vice-President  Murray  Hill 

Dental  Health,  State  Task  Force  for  Better 

(Representation  requested  by  Department  of 
Health — January  30,  1985) 

Glenn  P.  Lambert,  M.D Flemington 

Diabetes  Coordinating  Council 

(Representation  requested  by  State  Department  of 
Health — November  10,  1980) 

Arthur  Krosnick,  M.D Princeton 

Drug  and  Alcohol  Problems,  Statewide  Committee  To 
Assist  Local  School  Districts  with 

(Representation  requested  by  Department  of  Educa- 
tion, Regional  Curriculum  Services  Unit-South — June 
5.  1984) 

Ed  Reading,  M.Div Lawrenceville 

Drug  Utilization  Review  Council,  New  Jersey 

(Representation  requested  by  Department  of 
Health — December  19,  1984) 

Harry  M.  Woske,  M.D Flemington 

Education,  State  Department  of 

(Liaison  requested  by  the  Assistant  Commissioner  of 
Education— September  21,  1958) 

Glenn  P.  Lambert,  M.D.,  Chairman,  Special  Committee 
on  Child  Health  Flemington 

Emergency  Medical  Personnel  and  Hospitals, 
Division  on  Women  Training  Program  for 

(Representation  requested  by  the  Department  of  Com- 
munity Affairs,  Division  on  Women— August  2,  1984) 

Rudolf  E.  Schwaeble,  M.D Mendham 

Executive  Committee 

(Provided  in  the  Bylaws,  Chapter  III  (c)) 

Harry  M.  Carnes,  M.D.,  President 

Chairman  Audubon 
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Palma  E.  Formica,  M.D., 

President-Elect  Old  Bridge 

Paul  J.  Hirsch.  M.D.,  First 

Vice-President  Bridgewater 

Douglas  M.  Costabile,  M.D.,  Second 

Vice-President  Murray  Hill 

Edward  A.  Sehauer,  M.D.,  Immediate 

Past-President  Farmingdale 

Bernard  Robins,  M.D.,  Secretary  Union 

Joseph  N.  Mieale,  M.D.,  Treasurer  North  Bergen 

Graduate  Medical  Education,  Advisory  Council  on 

(Representation  requested  by  UMDNJ— 1979) 

Stephen  M.  Colameco.  M.D.,  M.Ed Camden 

Health  Care  Administration  Board 

(Representative  appointed  by  MSNJ— 1976) 


Douglas  M.  Costabile,  M.D., 

Second  Vice-President  Murray  Hill 

A Ronald  Rouse.  MSNJ  Staff  Lawrenceville 


Health  Maintenance  Organization  Projects,  Advisory 
Committee  To  Participate  in  the  Review  of 

(Recommended  to  Executive  Director,  Statewide 
Health  Coordinating  Council,  Department  of 
Health— 1974) 

Henry  J.  Mineur,  M.D Westfield 

Highway  Safety  Policy  Advisory  Council,  New  Jersey 

(Nomination  for  appointment  by  Governor  requested 
by  Director,  Department  of  Law  and  Public  Safety, 
Division  of  Motor  Vehicles— March  19,  1984) 

Martin  E.  Johnson  Lawrenceville 

Hospital  Association,  New  Jersey 

(Liaison  established  at  request  of  New  Jersey  Hospital 
Association— December  17,  1967) 

Paul  J.  Hirsch,  M.D.,  First 

Vice-President  Bridgewater 

Hospital  Medical  Staff  Section,  Governing  Council 

(Hospital  Medical  Staff  Section  established  by  1984 


House  of  Delegates) 

Robert  J.  Weierman,  M.D., 

Chairman  South  Orange 

Harold  S.  Yood,  M.D.,  Vice-Chairman  Plainfield 

George  T.  Hare,  M.D.,  Secretary  Haddon  Heights 

William  W.  Fithian,  M.D.,  Delegate  Millville 

Angelo  S.  Agro,  M.D.,  Alternate  Haddonfield 

Francis  J.  Lumia,  M.D.,  Member-at- 

Large  Allentown 

Carlo  Porcaro,  M.D.,  Member-at-Large  Newark 

A.  Ralph  Kristeller,  M.D.,  Immediate 

Past-Chairman  Millbum 

Diana  C.  Gore,  MSNJ  Staff  Liaison  ...  Lawrenceville 


JEMPAC,  Conference  Committee  with 

(Established  at  request  of  JEMPAC— June  25,  1967) 


Irving  P.  Ratner,  M.D.,  Chaimian. 

Council  on  Legislation  Willingboro 

Joseph  W.  Fleisher,  M.D.,  Chairman. 

Council  on  Medical  Services  Bayonne 

Douglas  M.  Costabile,  M.D.,  Second 

Vice-President  Murray  Hill 


Legislation 

( 1 ) Federal  Keymen 

(Mechanism  established  by  MSNJ— April  4, 
1954— to  serve  as  official  intermediaries  between 
MSNJ  and  the  Federal  Legislators):  14  Congressional 
District  Keymen  and  2 Senatorial  Keymen. 

(2)  State  Keymen 

(Mechanism  established  by  MSNJ— July  13,  1952): 
Keymen  in  40  Legislative  Districts/21  Component 
Societies. 

Medical  Assistance  Advisory  Council 

(Established  at  the  request  of  the  New  Jersey  Depart- 
ment of  Human  Services— 1 980) 

James  Q.  Atkinson,  M.D Vincentown 

Thomas  S.  Bellavia,  M.D Hasbrouck  Heights 

Medical  Assistants,  New  Jersey  Society  of 

(Liaison  requested  by  Society— September  15,  1963) 

Giovanni  Lima,  M.D Kearny 

Joseph  C.  Lucci,  MSNJ 

Staff  Liaison  Lawrenceville 

Medical  Liaison  Committees 

(High-level  conference  groups  for  discussion  and  con- 
sideration of  items  of  mutual  interest) 


Harry  M.  Carnes,  M.D.,  President  Audubon 

Palma  E.  Formica  M.D., 

President-Elect  Old  Bridge 

Paul  J.  Hirsch,  M.D.,  First 

Vice-President  Bridgewater 

Douglas  M.  Costabile,  M.D..  Second 

Vice-President  Murray  Hill 

Edward  A Sehauer,  M.D.,  Immediate 

Past-President  Farmingdale 

Bernard  Robins,  M.D.,  Secretary  Union 

Joseph  N.  Mieale,  M.D.,  Treasurer  North  Bergen 

Vincent  A Maressa  Executive  Director. 

MSNJ  Lawrenceville 

(1)  Medical-Dental 


(Liaison  requested  by  Dental  Society— June  10, 
1951) 

(2)  Medical-Hospital 

(Liaison  established  by  MSNJ— October  25,  1953) 

(3)  Medical-Legal 

(Liaison  established  by  MSNJ— October  25,  1953) 

(4)  Medical-Nursing 

(Liaison  established  by  MSNJ— April  4,  1954) 

(5)  Medical-Osteopathic 

(Liaison  requested  by  Osteopathic  Association— 
September  17,  1961) 

(6)  Medical-Pharmaceutical 

(Liaison  established  by  MSNJ— July  26,  1953) 

Mental  Retardation,  Governor’s  Council  on  the 
Prevention  of 

(Appointed  by  the  Governor— June  22,  1984) 

Stanley  S.  Bergen,  Jr.,  M.D Newark 

Osteopathic  Physicians  and  Surgeons,  New  Jersey 
Association  of 

(Invitation  to  attend  Board  meetings  extended  to 
MSNJ  President— July  24,  1986) 

Harry  M.  Carnes,  M.D.,  President  Audubon 
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Peer  Review  Organization  of  New  Jersey,  Inc., 

Norms,  Standards,  and  Criteria  Committee 

(Invitation  to  appoint  a representative  accepted  by 
Board  of  Trustees— February  16.  1986) 

Bernard  Gardner,  M.D Hackensack 

Pharmaceutical  Assistance  to  the  Aged  and  Disabled 
Advisory  Council 

(Appointed  by  Commissioner  of  the  Department  of 
Human  Services— physician  representation  requested 
by  Division  of  Medical  Assistance  and  Health  Ser- 
vices—December  19.  1980) 

Frank  J.  Malta  M.D Toms  River 

Poison  Information  and  Education  System,  Advisory 
Board  to  New  Jersey 

(Representation  requested  by  Department  of 
Health—  January  21,  1983) 

Rudolf  E.  Sehwaeble,  M.D Mendham 

Radiation  Protection,  Advisory  Committee  on 
Nuclear  Medicine  to  New  Jersey  Commission  on 

(Consultants  in  nuclear  medicine  appointed  by  Com- 
mission—November  20,  1966) 

Henry  J.  Powsner,  M.D Princeton 

Radiation  Protection,  Consultant  Serving  New  Jersey 
Commission  on 

(Nomination  for  appointment  to  Commission  re- 
quested March  17,  1963) 

Frank  Gingerelli,  M.D Hackensack 

Resolutions,  Committee  on  Annual  Meeting 

(Established  by  Board  of  Trustees  July  18,  1971,  to 
review  all  resolutions  in  advance  of  the  Annual  Meet- 
ing) 

Frank  Y.  Watson,  M.D.,  Chairman  Glen  Ridge 

Ralph  J.  Fioretti,  M.D Rochelle  Park 

Edward  A Schauer,  M.D Farmingdale 

Safety  Council,  New  Jersey  State 

(Provided  in  Council  Bylaws— 1962) 

Harry  M.  Carnes,  M.D.,  President  Audubon 

Robert  V.  McCormick,  M.D.,  President's 
Representative— Chairman,  Committee  on 
Occupational  Health,  Workers’  Compensation, 
and  Rehabilitation  Morristown 


State  Board  of  Medical  Examiners 

(Trustees  designated  to  attend  monthly  meetings  on 
a rotating  basis— per  Board  of  Trustees,  December  15, 
1974,  and  per  Board  of  Trustees,  August  8,  1979) 

Palma  E.  Formica  M.D., 

President-Elect  Old  Bridge 

Martin  E.  Johnson. 

MSNJ  Stajff  Lawrenceville 

Statewide  Health  Coordinating  Council  (SHCC) 
and/or  its  Review  Committee 

(Liaison  established  January  15.  1978 — appointed  by 


President  of  MSNJ) 

Palma  E.  Formica  M.D.. 

President-Elect*  Old  Bridge 

A.  Ronald  Rouse  MSNJ  Staff  Lawrenceville 


"Appointed  1985.  Doctor  Formica  will  serve  in  this 
capacity  until  she  becomes  President,  at  which  time 
the  Second  Vice-President  will  serve  as  her  replace- 
ment. 

Student  Association,  Medical  Society  of  New  Jersey 


(Formed  July  17,  1977) 

Palma  E.  Formica  M.D., 

President-Elect  Old  Bridge 

Sharon  Worosilo,  Student  New  Brunswick 

Robin  J.  Garczynski,  Student  Newark 


Uninsured,  Steering  Committee  on  Health  Issues  of 
the 

(MSNJ  participation  requested  by  Department  of 
Health— March  7,  1986) 

Vincent  A.  Maressa  Executive  Director, 

MSNJ  Lawrenceville 

UMDNJ,  Foundation  of  the 

(MSNJ  representative  appointed  yearly  by  the  Board  of 
Trustees  to  serve  as  a trustee,  pursuant  to  the  Bylaws 
of  the  Foundation— 1979) 

Arthur  Bernstein,  M.D South  Orange 

Widows  and  Orphans  of  Medical  Men  of  New  Jersey, 
The  Society  for  the  Relief  of 

(Liaison  requested  by  Society— May  17,  1959) 

Joseph  R Jehl,  M.D Clifton 
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MULTI-SPECIALTY 
GROUP  PRACTICES 

CpA's  marketing  programs  are 
proving  so  cost-effective  in  the 
tri-state  area,  you’ll  also  want  to 
realize  the  benefits. 


cm. 


Creative  Public  Relations 

211  Essex  Street 
Suite  405 

Hackensack.  New  Jersey 
07601 

(201)342-9111 
(212)  432-2490 

Call  for  a complimentary  consultation 


Murray  H.  Seltzer,  M.D. 


Announces 
the  limitation  of  his 
Surgical  Practice  to 


Diseases  of  the  Breast 


22  Old  Short  Hills  Road, 
Livingston,  NJ 
201-992-8484 


OCEAN  CT  CENTER,  P.A 

A PRIVATE  OFFICE,  OUTPATIENT  SETTING  DEDICATED  TO 
COMPUTED  TOMOGRAPHY  (CT  STUDIES) 


• Board  Certified  Radiologist  • Experienced  Registered  Technologists 
• Prompt  Scheduling  • Timely  Follow-Up  Reports 

OCEAN  CT  CENTER,  P.A. 

Deer  Chase  Professional  Park,  154  Route  37  West,  Tbms  River,  New  Jersey  08753 

(201)286-0030 
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UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

The  University  of  Medicine  and 
Dentistry  of  New  Jersey  has  received 
approval  from  the  New  Jersey  Health 
Department  to  launch  this  state’s 
first  liver  transplant  program  at  Uni- 
versity Hospital  in  Newark.  This  ap- 
proval provides  UMDNJ  with  both  a 
challenge  and  an  opportunity. 

The  challenge  is  to  have  the  pro- 
gram functioning  in  time  to  meet 
the  July  1988  deadline  established 
by  the  Health  Department.  Meeting 
this  challenge  will  require  creative 
and  intensive  efforts  over  the  com- 
ing months  by  the  administration  of 
the  Hospital  and  the  University. 

The  opportunity,  of  course,  is  to 
support  once  again  one  of  the  pri- 
mary missions  of  the  University:  to 
provide  state-of-the-art  health  care 
to  New  Jerseyans,  in  New  Jersey. 

Each  year,  approximately  70  to  90 
New  Jersey  residents,  adults  and 
children,  become  candidates  for  liv- 
er transplantation.  Without  a liver 
transplant  program  in  the  state. 


these  citizens  have  been  forced  to 
depend  on  out-of-state  facilities, 
many  of  which  have  constant  wait- 
ing lists.  Once  accepted  at  an  out-of- 
state  program,  patients  and  their 
families  must  endure  the  stress  and 
expense  of  travel  and  relocation. 
Millions  of  dollars  in  revenues  have 
been  lost  by  New  Jersey  as  a result 
of  this  pattern  of  outmigration. 

University  Hospital  was  awarded 
the  transplant  designation  in  recog- 
nition of  its  existing  base  of  ex- 
pertise in  the  research  and  treat- 
ment of  liver  diseases  through  its 
affiliation  with  New  Jersey  Medical 
School  and  the  Sammy  Davis,  Jr. 
National  Liver  Institute.  The  hepa- 
tology staff,  led  by  Dr.  Carroll  Leevy, 
has  gained  a worldwide  reputation 
for  its  pioneering  work.  The  entire 
spectrum  of  medical  specialties  and 
subspecialties  necessary  to  support 
the  transplant  program  is  firmly  in 
place. 

To  augment  this  base  of  services, 
two  senior  surgeons  at  existing  pro- 
grams within  the  United  States  have 
indicated  their  interest  in  joining 
the  team  at  University  Hospital:  Dr. 
Thomas  Starzl,  chief  transplant  sur- 
geon at  the  University  of  Pittsburgh, 
and  Dr.  Dorian  Wilson,  currently 
participating  in  a one-year  fellow- 
ship training  program  under  Dr. 
Starzl;  he  is  expected  to  become  an 
integral  member  of  the  transplant 
team. 

The  program  expects  to  accom- 
modate 15  transplant  patients  dur- 
ing the  first  year  and  reach  capacity 
at  50  patients  by  the  third  year  of 
operation.  The  expected  length  of 
stay  for  both  adult  and  pediatric  pa- 
tients will  be  40  to  50  days,  with  3 
to  5 days  in  intensive  care. 

As  of  July  1988.  New  Jerseyans 
needing  a liver  transplant  will  have 
the  option  of  having  the  operation  in 
New  Jersey.  Thus,  liver  surgery  will 
be  added  to  the  list  of  areas  where 
UMDNJ  offers  health  care  on  a par 
with  the  care  available  anywhere  in 
the  country. 


AIDS  Information  Hotline 

The  Medical  Society  of  New  Jersey 
in  cooperation  with  the  Academy  of 
Medicine  of  New  Jersey’s  AIDS  Rov- 
ing Symposium  has  prepared  a list- 
ing of  physicians  who  are  experi- 
enced in  the  diagnosis  and  treat- 
ment of  the  AIDS  patient. 

These  physicians  have  volun- 


teered to  be  a resource  to  physicians 
who  have  questions  regarding  AIDS, 
particularly  as  it  relates  to  the 
rendering  of  care  to  the  AIDS  pa- 
tient. 

Spartaco  Bellamo,  M.D. 

330  Clinton  St. 

Hoboken,  NJ  07030 
(201)656-7824 

Roger  Cooper,  M.D. 

SL  Michael's  Medical  Center 
268  Dr.  Martin  Luther  King,  Jr.  Blvd. 
Newark,  NJ  07 102 
(201)  877-5000 

Richard  Dixon,  M.D. 

Helene  Fuld  Medical  Center 
750  Brunswick  Ave. 

P.O.  Box  2428 
Trenton,  NJ  08638 
(609)  394-6031 

William  Farrer,  M.D. 

St.  Elizabeth’s  Hospital 
225  Williamson  St. 

Elizabeth.  NJ  07207 
(201)  527-5010 

Isabel  Guerro,  M.D. 

20  Apple  Way 
Marlton,  NJ  08053 
(609)  723-4221  ex.  228 

Howard  Holtz,  M.D. 

UMDNJ-NJ  Medical  School 
100  Bergen  St. 

Newark,  NJ  07 1 03 
(201)  456-4952 

Edward  Johnson,  M.D. 

St.  Michael’s  Medical  Center 
268  Dr.  Martin  Luther  King.  Jr.  Blvd. 
Newark,  NJ  07 102 
(201)  877-5000 

Rajendra  Kapila  M.D. 

185  Central  Ave. 

East  Orange,  NJ  07018 
(201)  456-4802 

Donald  Louria  M.D. 

UMDNJ-NJ  Medical  School 
100  Bergen  St. 

Newark,  NJ  07 1 03 
(201)  456-4422 

Stephen  Manocchio,  M.D. 

St  Mary’s  Hospital 
308  Willow  Ave. 

Hoboken,  NJ  07030 
(201)  656-7824 

Dominic  Mauriello,  M.D. 

75  Bentley  Ave. 

Jersey  City,  NJ  07306 
(201)  332-6387 

Mary  Ann  Michelis,  M.D. 

Hackensack  Medical  Center 
30  Prospect  Ave. 

Hackensack,  NJ  07601 
(201)  441-2065 

John  Middleton,  M.D. 

Old  Bridge  Regional  Hospital 
Division  of  Raritan  Bay  Medical  Center 
1 Hospital  Plaza 
Old  Bridge,  NJ  08857 
(201)  442-3700 

Anthony  Minnefor,  M.D. 

St  Joseph’s  Hospital  and  Medical  Center 
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ORTHOPAEDIC  SURGEONS 

cpA's  sports  medicine  and 
orthopaedic  programs  work  so 
well  in  the  tri-state  area,  we  know 
that  other  physician  groups  will 
want  to  benefit  from  our  expertise. 

Full  service  marketing  firm 
serving  healthcare  professionals. 


Creative  Public  Relations 

211  Essex  Street 
Suite  405 

Hackensack.  New  Jersey 
07601 

(201)342-9111 
(212)  432-2490 

Call  for  a complimentary  consultation 


ARE  YOU  PROPERLY  CLASSIFIED? 
PROFESSIONAL  MALPRACTICE  LIABILITY 

OCCURRENCE  PLUS-1/3,000,000  LIMITS 

New  Doctors  50%  of  Prem.  Urology-Surg.  $17,868 

GP  No  Surgery  $ 5,297  Neurosurgery  $39,130 

Orthopedic  Surg.  $32,699  obst-Gynec.  $31,476 

Internal  Medicine  $ 6,799  QP-Minor  Surg.  $ 6,799 

Colon  & Rectal  Cardiology  $ 5,297 

Surgery  $12,336 


OVER  100  OTHER 
CLASSIFICATIONS 


T30YNT0N 

& BOYNTON,  INC. 

42  MONMOUTH  ST. 

P.O.  BOX  887 
RED  BANK,  N.J.  07701 


MEDICAL  HOTLINE  1-800-822-0262 


“DO-IT-YOURSELF” 
BILLING  SERVICE? 

Laborious  manual 
billing  systems  slow 
down  collections 


Morris  Physicians  Management  Can... 

■ Recover  80-90%  of  your  receivables 

■ Submit  charges  to  all  third  party  insurers 

■ Assist  patients  in  getting  insurance 
reimbursement. 

■ Provide  complete  office  management 


For  Free  Consultation 
Call: 

201-625-0048 


Morris  Physicians 
Management 

35  West  Main  Street 
Denville,  N.J.  07834-0901 


A Completely  Custom 
Appointment  Book 

LETS  YOU 
PRACTICE 
MEDICINE 
THE  WAY 
YOU  WANT  TO 


0 Customizes  schedule  to  reflect  your 
specialty. 

0 Allows  you  to  see  more  patients,  more 
efficiently,  and  finish  on  time. 

0 Allows  special  time  for  patient  needs. 

3 Makes  every  day  go  smoothly. 


TASKMASTER 


= SYSTEMS  1 


2040  Sixth  Avenue,  Neptune  City,  NJ  07753 


For  FREE  Brochure,  Please  Write  or  Call: 

1-800-225-8642  or  in  NJ  (201)  988-2557 
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703  Main  St. 

Paterson,  NJ  07503 
(201)  977-2181 

Jeremias  Murillo,  M.D. 

Newark  Beth  Israel  Medical  Center 
201  Lyons  Ave. 

Newark,  NJ  07 1 1 2 
(201)  926-7328 

James  Oleske,  M.D. 

UMDNJ-NJ  Medical  School 
100  Bergen  St. 

Newark,  NJ  07 1 03 
(201)  456-5066 

Robert  Palinkas,  M.D. 

UMDNJ-NJ  Medical  School 
100  Bergen  St. 

Newark,  NJ  07 1 03 
(201)  456-4300 

George  Perez.  M.D. 

St.  Michael's  Medical  Center 
268  Dr.  Martin  Luther  King,  Jr.  Blvd. 
Newark,  N J 07 1 02 
(201)  877-5000 

Richard  Porwancher.  M.D. 

St.  Francis  Medical  Center 
601  Hamilton  Ave. 

Trenton,  NJ  08629 
(609)  599-5000 

M.  Christine  Reyelt,  M.D. 

St  Joseph's  Hospital  and  Medical  Center 

703  Main  St. 

Paterson,  NJ  07503 
(201)977-2000 

John  Salaki.  M.D. 

60  Franklin  St. 

Morristown,  NJ  07960 
(201)  540-8484 

Pemendu  Sen.  M.D. 

Jersey  Shore  Medical  Center 
1945  Corlies  Ave. 

Neptune,  NJ  07753 
(201)  775-5500 

John  Sensakovic,  M.D. 

St  Michael's  Medical  Center 
268  Dr.  Martin  Luther  King.  Jr.  Blvd. 
Newark,  NJ  07 102 
(201)  877-5487 

Leon  Smith,  M.D. 

St.  Michael's  Medical  Center 
268  Dr.  Martin  Luther  King,  Jr.  Blvd. 
Newark.  NJ  07 102 
(201)  877-5000 

FlorTecson-Tumang,  M.D. 

Veterans  Administration  Medical  Center 
South  Center  and  T remont  Ave. 

East  Orange,  NJ  07019 
(201)  676-1000  ex.  532 

Jules  Titelbaum,  M.D. 

Newark  Beth  Israel  Medical  Center 
201  Lyons  Ave. 

Newark,  NJ  071 12 
(201)  926-7328 

New  Jersey  Department  of  Health  AIDS 

HOTLINE 

1-800-624-2377 

Mon.-Fri.  8:45  a.m  -4:30  pm. 

(609)  588-3520 
(201)  266-1910 

New  Jersey  AIDS  HELPLINE 
Mon.-Fri.  7:00  p.m.-I  1:00  p.m. 

(201)  596-0767 


MSNJ  Auxiliary 

Mrs.  Sally  nagan 
President 

The  Legislative  Update  on  Octo- 
ber 4,  1987,  was  attended  by  55  phy- 
sicians and  Auxiliary  members.  To 
those  of  you  who  attended,  I applaud 
you  for  taking  time  on  a busy  Sun- 
day to  be  informed  on  the  current 
issues  that  the  state  and  federal 
legislators  have  in  store  for  your 
medical  practices.  But,  when  you 
consider  the  over  9,000  physician 
members  in  the  Medical  Society  of 
New  Jersey,  the  attendance  at  this 
seminar  was  deplorable. 

If  so  few  members  of  the  profes- 
sion are  interested  in  their  liveli- 
hood, it  is  no  wonder  our  legislator 
lawyers  are  having  a field  day  with 
medical  legislation. 

No  longer  can  we  afford  to  be 
apathetic  toward  politics  or  outside 
influences  in  medicine.  As  spouses, 
physicians,  and  families,  we  must 
take  an  active  part  in  preventing  in- 


adequacies in  the  legislative  process. 

Being  informed  is  just  a start.  No 
longer  can  we  say  we  don't  have  the 
time,  we  must  make  time.  There  is 
no  place  in  medicine  for  apathy.  To 
quote  one  physician  in  attendance 
at  the  recent  seminar,  "The  issue 
here  today  is  not  legislation,  it  is 
that  there  should  be  at  least  250  in 
attendance." 

The  future  of  medicine  is  in  our 
hands.  What  we  do  with  that  future 
affects  your  patients,  your  children, 
and  your  grandchildren.  We  are  sure 
that  you  want  them  to  receive  the 
same  quality  medical  care  you  now 
provide. 


Monthly  T.V.  Programs 

"State  of  the  Art"  and  “Profes- 
sional Liability  Forum" — Medical 
Society  of  New  Jersey  television  pro- 
grams—are  shown  each  month 
through  the  Health  Information 
Network  (HIN)  closed-circuit  system, 
to  75  New  Jersey  subscribing  hospi- 


CANDIDATES  FOR 
MSNJ  OFFICES 

If  you  are  interested  in  becoming  an  Officer, 
Trustee,  or  member  of  the  AMA  Delegation,  a new 
opportunity  exists  for  you. 

The  Nominating  Committee  will  meet  several 
times  this  year  to  consider  candidates.  We  will 
consider  members  other  than  those  recommended 
by  county  medical  societies  and  nominating  del- 
egates for  any  of  these  offices. 

If  you  wish  to  be  considered,  please  contact  your 
county  medical  society  or  the  Medical  Society  of 
New  Jersey  for  the  necessary  forms. 


This  is  a real  opportunity  for  grassroots  can- 
didate development  and  we  urge  you  to  use  it. 
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SARANTOS 

&COMPANY 


Dr.  S.  Randy  Sarantos,  President 

The  Doctors’ Money  Doctor 


Investment  Management  Services 

Pension,  Personal  and  Childrens’  Edu- 
cational Asset  Management  Programs 


Tbtal  Financial  Planning  Services 

Wide  selection  of  10  different  financial 
plans  for  every  budget  level 


Insurance  Advisorg  Services 

Custom-designed  Insurance  and  Risk 
Management  programs 


Practice  Management  Services 

Buy/Sell,  Associate  Advisory  Services, 
Practice  Evaluations,  Cash-Flow  Analysis 


Seminar  Education  Services 

Special  Financial  Seminar  programs  for 
professional  societies,  groups  & 
institutions 


Exclusive  Marketing  Agents  For: 


Pro-Itch 

Practice  Evaluations 

Low-cost  Expanded 
Option  Analysis,  including 
180  values  for  your 
practice. 


National  Association 
of  Doctors  (NAD) 

Exclusive  agents  in 
Eastern  PA,  NJ  and  CT, 
providing  low-cost,  high 
quality  financial  services. 


YES:  I would  like  to  know  more  about  Professional 

Financial  Services.  Please  send  me  a free  brochure. 


Name 


Address 


City State Zip 

Sarantos  & Company,  Inc.  240  Cedar  Knolls,  Rd.,  Suite  310 
Cedar  Knolls,  NJ  07927  (201)  539-4000 

— OR  CALL  1-800-223-0164  — 


The  principals  of  Sarantos  & Company,  Inc  , a Registered  Investment  Advisor,  are  also  represen- 
tatives of  Integrated  Resources  Equity  Corp  . Member  NASD  & SIPC,  and  a registered  broker  dealer 


Bergen  Transcriptions,  inc. 

EXPERT  MEDICAL  TRANSCRIPTION 


ACCURATE 

FAST 

CONVENIENT 

Dictate  from  any  phone 
or 

mail  in  your  cassettes 

106  E.  Ridgewood  Ave.  Paramus,  N.J.  07652 
201-262-8483 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  10021 
Phone:  (212)  744-5500 
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tals  as  well  as  300  additional  hospi- 
tals throughout  the  United  States 
and  Canada  Each  30-minute  pro- 
gram, utilizing  a talk-show  format, 
is  devoted  to  relevant  issues  of  con- 
cern to  physicians.  Consult  with 
your  hospital  audio-visual  coordi- 
nator for  time  and  day  of  program. 
Half-inch  video  tapes  of  these  tele- 
vision programs,  as  well  as  past  pro- 
grams. are  available  on  a loan  basis 
from  the  Medical  Society.  For  a list 
of  available  programs  or  more  infor- 
mation, contact  Ron  Rouse  at 
609/896-1766. 

State  of  the  Art,  with  host  Frank 
Y.  Watson,  M.D..  Attending  in  Pathol- 
ogy, The  Mountainside  Hospital,  and 
Clinical  Associate  Professor, 
Pathology,  UMDNJ. 

November:  AIDS:  Education  and 
Legislation,  John  Rutledge.  M.D., 
J.D. 

December:  The  Elderly’s  Concern 
for  Quality  Health  Care,  Jack  Schle- 


singer  and  David  Keiserman. 

January:  Medical  Society  of  NJ 
Senior  Citizens  Medical  Courtesy 
Program,  A.  Ralph  Kristeller,  M.D., 
and  Churchill  Blakey,  M.D. 

February:  New  Jersey  Residency 
Programs— Changes  and  Effects, 
Carter  Marshall,  M.D..  and  Stephen 
F.  Wang.  M.D. 

March:  Buying  and  Selling  a 
Practice— What’s  It  Worth,  David  J. 
Shuffler. 

April:  Eye  Health  Screening  Pro- 
gram, Alfonse  A Cinotti,  M.D.,  and 
Marshall  Klein. 

May:  Department  of  Health  and 
Local  Health  Planning,  Charlotte 
Kitler,  M.D. 

Professional  Liability  Forum, 

with  host  James  E.  George,  M.D.. 
J.D.,  Director,  Professional  Liability 
Control,  Medical  Society  of  New  Jer- 
sey, and  President,  Emergency  Phy- 
sician Associates,  Woodbury,  and 
Partner,  George  & Korin,  Woodbury. 


November:  Professional  Liability 
and  Radiology,  Herman  M.  Robin- 
son, M.D. 

December:  Professional  Liability 
and  Psychiatry,  Kenneth  Rubin, 
M.D. 

January:  State  of  Professional 
Liability  in  New  Jersey,  Henry  J. 
Mineur,  M.D. 

February:  Professional  Liability 
and  Pathology,  Philip  J.  G.  Quigley, 
M.D.,  J.D. 

March:  Report  from  Board  of 
Medical  Examiners,  Frank  J.  Malta 
M.D. 

April:  Defendant’s  Attorney 
Views  Professional  Liability,  John 
Dughi.  Jr.,  J.D. 

May:  Professional  Liability  and 
Gynecology,  Joseph  Riggs,  M.D. 

Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportuni- 
ties for  practice  in  New  Jersey.  The  in- 
formation listed  below  has  been  sup- 
plied by  the  physicians.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ENDOCRINOLOGY— Madeline  M.  Man- 
zione,  M.D.,  141  Holmes  St..  Apt.  16, 
Belleville.  NJ  07109.  New  York  Medical 
1979.  Board  eligible.  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able. 

Alex  Stewart  Stagnaro-Green,  M.D., 
228  Voorhis  Ave.,  River  Edge,  NJ 
07661.  Mount  Sinai  1983.  Also, 
internal  medicine.  Board  eligible. 
Board  certified  (IM).  Partnership, 
group,  solo.  Available  July  1988. 

FAMILY  MEDICINE— William  Jeffrey 
Rayner,  M.D..  2000  Linwood  Ave.,  Fort 
Lee,  NJ.  New  York  Medical  1975.  Board 
certified.  HMO  or  group.  Available. 

INTERNAL  MEDICINE— Robert  P.  Bes- 
wiek,  M.D.,  2316  W.  Cortez  St.,  Chi- 
cago, IL  60622.  Illinois  1981.  Board 
certified.  Group,  partnership,  clinic, 
industry.  Available. 

Glenn  A Dubov,  M.D.,  75-36  Bell  Blvd., 
Apt.  2A,  Bayside,  NJ  11364.  Chicago 

1983.  Board  certified.  Group  or  part- 
nership. Available  July  1988. 

Kathy  Rosen  Kerr,  M.D..  318  Perrine 
Ave.,  Piscataway.  NJ  08854.  UMDNJ 

1984.  Also,  pediatrics.  Board  eligible. 
Partnership  or  small  group.  Available 
July  1988. 

Daniel  R.  Massarelli,  M.D.,  98  Long- 
fellow Rd.,  Worcester,  MA  01602. 
Georgetown  1985.  Board  eligible. 
Group,  partnership,  solo.  Available 
September  1988. 


MEDICAL  SOCIETY  OF  NEW  JERSEY 
ANNUAL  MEETING 

April  27-May  1,  1988 
Sheraton  Meadowlands  Hotel 
East  Rutherford 

Proposed  Daily  Schedule 

Wednesday,  April  27,  1988 

3:30  p.m.— Board  of  Trustees'  Meeting 

Thursday,  April  28,  1988 

9.00  am. — Registration  Opens 

9.00  am.— Message  Center  Opens 
2:00  p.m.— House  of  Delegates 
3:30  p.m.— Reference  Committees 

Friday,  April  29,  1988 

8:00  am.— Registration  Opens 

8.00  am.— Message  Center  Opens 
8:30  am.— Exhibits  Open 

9:00  am.— House  of  Delegates  (election) 

12:00  noon— Golden  Merit  Award  Ceremony  followed  by  Reception 
2:30  p.m.— Reference  Committees 
5:00  p.m. — JEMPAC  Political  Forum 
5:45  p.m.— JEMPAC  Wine  and  Cheese  Reception 

Saturday,  April  30,  1988 

8:00  am.— Registration  Opens 
8:00  am.— Message  Center  Opens 
8:30  am.— Exhibits  Open 
9:00  am.— House  of  Delegates 
1:30  p.m.— House  of  Delegates 

6:00  p.m.— Inaugural  Reception  followed  by  Inaugural  Dinner 

Sunday,  May  1,  1988 

8:00  am.— Registration  Opens 
8:00  am.— Message  Center  Opens 

8:30  am.— Program  on  one  topic  of  major  interest  to  the  physician 
1:00  p.m. — Board  of  Trustees’  Meeting 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  md,  AK 

OTC.  See  PD.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 


Dx:  recurrent 

VUUAM  h ( * *** 

-#  EAST  HIGH  ST 


For- 


HeRpecin- 


In  New  Jersey  HERPECIN-L  is  available  at  all  Brooks,  CVS, 
Pathmark,  RiteAid  and  Thrift  and  other  select  pharmacies. 


Leilani  L.  Nixon,  M.D.,  1175  Gall  Dr., 
Buffalo  Grove,  IL  60089.  Illinois  1985. 
Board  eligible.  Partnership  or  solo. 
Available  July  1988. 

Alex  Stewart  Stagnaro-Green,  M.D.. 
228  Voorhis  Ave.,  River  Edge,  NJ 
07661.  Mount  Sinai  1983.  Also,  en- 
docrinology. Board  certified.  Board 
eligible  (ENDOCRIN).  Partnership, 
group,  solo.  Available  July  1988. 

NEPHROLOGY — Glenn  A Dubov,  M.D., 
75-36  Bell  Blvd.  Bayside.  NJ  11364. 
Chicago  1983.  Also,  internal  medicine. 
Board  certified  (IM).  Group  or  partner- 
ship. Available  July  1988. 

NEUROLOGY — Samir  Al-Kabbani.  M.D., 
2811  C Bleeker  Sq.,  Winston-Salem, 
NC  27106.  Damascus  (Syria)  1979. 
Single  or  multispecialty  office.  Avail- 
able. 

NUCLEAR  MEDICINE — Jose  M.  Diaz, 
M.D.,  William  Beaumont  Hospital, 
3601  West  13  Mile  Rd..  Royal  Oak,  MI 
48072.  Puerto  Rico  1981.  Board 
eligible.  Group,  partnership,  solo. 
Available. 

OPHTHALMOLOGY— Michael  J.  Caruso. 
D.O.,  4041  Balwynne  Park  Rd..  Phila- 
delphia PA  19131.  PCOM  1984.  Board 
eligible.  Solo.  Available  July  1988. 
James  Scott  Lewis,  M.D.,  531  Sprague 
Rd„  Narberth,  PA  19072.  Jefferson 
1982.  Group,  partnership,  solo.  Avail- 
able. 

ORTHOPEDIC  SURGERY— Richard 
Lebovicz,  M.D.,  707  Abbott  St.,  High- 
land Park,  NJ  08904.  Downstate  1979. 
Board  eligible.  Partnership  or  solo. 
Available. 

PEDIATRICS— Meera  Gupta  M.D..  57 
Lawrence  Dr.,  Berkeley  Heights,  NJ 
07922.  Nehru  Medical  College  (India) 
1977.  Board  eligible.  Group  or  part- 
nership. Available. 

Kathy  Rosen  Kerr,  M.D.,  318  Perrine 
Ave.,  Piscataway,  NJ  08854.  UMDNJ 
1984.  Also,  internal  medicine.  Board 
eligible.  Partnership  or  small  group. 
Available  July  1988. 

PLASTIC  SURGERY- Marcia  V.  Ormsby. 
M.D..  445  East  68th  St.,  #ll-0.  New 
York,  NY  10021.  Massachusetts  1982. 
Board  eligible.  Partnership  or  solo. 
Available. 

SURGERY— V.  Michael  Miller,  M.D.,  2417 
Walden  Dr.,  Wichita  KS  67226-1005. 
Iowa  1951.  Also,  vascular  and  thoracic 
surgery.  Board  certified.  Group,  part- 
nership, hospital.  Available. 

Ramiro  Requena  M.D.,  Interfaith 
Medical  Center,  555  Prospect  Place, 
Brooklyn  11238.  Bolivia  1966.  Board 
certified.  Group,  partnership,  solo. 
Available. 

SURGERY,  THORACIC/CARDIOVAS- 
CULAR— Michael  D.  Harostock,  M.D., 
2337  Gavinley  Way,  Columbus,  OH 
43220.  Georgetown  1981.  Board  eli- 
gible. Available  July  1988. 


DOCTORS: 

If  you've  ever  wondered 
how  computers  could 
improve  your  practice, 
now's  the  perfect  time 
to  find  out. 

Like  most  doctors,  you  have  no  time  to 
waste.  But  who  wouldn't  invest  a little  time  if  it 
could  mean  being  more  productive?  And  if  it 
could  pay  for  itself  many  times  over? 

Which  is  why  you  should  visit  your  local 
NYNEX  Business  Center.  Where  you'll  find: 

• Computer  seminars  taught  by  experts  in  the 
medical  profession; 

• A staff  of  medical  specialists  who  can  take 
you  from  initial  analysis  of  your  needs  to 
implementation  of  business  solutions; 

• Hands-on  instruction  by  thoroughly  trained 
professionals; 

• Financial  alternatives  and  leasing 
arrangements; 

• A commitment  to  unparalleled  service  and 
support; 

• And  much  more! 

So  visit  your  NYNEX  Business  Center 
today.  Talk  with  a medical  specialist.  And  find 
out  how  solutions  from  NYNEX  can  help  you 
better  manage— and  grow— your  business. 

Business 

|^|  W PIEjrm  Centers 

PARAMUS,  NJ  UNION,  NJ  LAWRENCEVILLE,  NJ 

556  Rt.  17  North  2550  Rt.  22  East  2901  Brunswick  Pike 

201-444-0490  201-686-1660  Rt.  1 South 

609-882-1414 

NYNEX  is  a mark  of  NYNEX  Corporation  1987  NYNEX  Business  Information  Systems  Co. 


THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian- University  of  Pennsylvania  Medical  Center 

CARDIOLOGY  UPDATE  . . . 


designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 

WEDNESDAY 
DECEMBER  2,  1987 
3:00  to  5:00  PM 

DIAGNOSIS  AND  MANAGEMENT  OF  ARRHYTHMIAS 
IN  ACUTE  MYOCARDIAL  INFARCTION 

MODERATOR:  BERNARD  L.  SEGAL,  M.D. 


3:00-3:20 

3:20-3:40 

3:40-4:00 

4:00-4:30 

4:30-5:00 


Atrial  arrhythmias 
Ventricular  arrhythmias 

Temporary  and  permanent  pacemaker  therapy 
Case  presentations 

Panel  discussion  Harold  Kay,  M.D. ; Garo  S. 


Leonard  N.  Horowitz,  M.D. 

Harry  A.  Kopelman,  AI  D. 
Leonard  N.  Horowitz,  M.D. 
Jack  Garden,  M.D. 
Garibian,  M.D.;  Kenneth  D.  Mendel,  M.D. 


• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

* * Refreshments  Served  Following  Each  Session  * * 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 


•The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  continuing 
education  for  physicians^  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  2 credit  hours  per  session 
in  Category  I of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organizadon(s), 
indicated  by  Italics— last  line  of  each 
item. 

ANESTHESIOLOGY 

December 

2 Anesthetic  Considerations  in 
Evoked  Potential  Monitoring 

8-8:50  am. — Robert  Wood  Johnson 
Medical  School,  MEB-593, 

New  Brunswick 
(UMDNJ) 

January 

19  Mass  Spectroscopy  in  the 
Operating  Room 

6-9  p.m. — Ramada  Inn,  Clark 
(NJ  State  Society  of 
Anesthesiologists) 

27  Complications  of  Monitoring 

8-8:50  am  — Robert  Wood  Johnson 
Medical  School,  MEB-593, 

New  Brunswick 
(UMDNJ) 

CARDIOLOGY 

December 

3 Cardiology  Grand  Rounds 

10  12  noon- 1 p.m  — Robert  Wood 

17  Johnson  Medical  School, 

New  Brunswick 
(UMDNJ) 

6  Sixth  Annual  Update  in  Cardiac 
Medicine  and  Surgery 

New  Jersey  Medical  School, 

Newark,  call  201/456-4267 
(UMDNJ) 


1 0 Management  of  the 

Postmyocardial  Infarction  Patient 

5- 6:30  p.m. — Somerset  Medical 
Center,  Fuld  Auditorium, 
Somerville 

(Somerset  Medical  Center) 

10  Treatment  of  Non-Q  Wave  MI 

1 1 am. — St.  Joseph's  Hospital  and 
Medical  Center,  Paterson 

(St.  Joseph's  Hospital  and  Medical 
Center) 

1 2  Evolution  of  Aortic  Surgery 

9- 10:30  am. — Johnson  Auditorium, 
St.  Joseph's  Hospital  and  Medical 
Center,  Paterson 

(SL  Joseph's  Hospital  and  Medical 
Center) 

1 5  Current  Status  of  Cardiac 
Transplants 

12  noon-1  p.m. — St.  Mary's  Hospital, 
Orange 

(AMNJ) 

January 

4 Advanced  Cardiac  Life  Support 

5 Provider  Course 

7  New  Jersey  Medical  School,  MSB, 
B-648,  Newark 
(UMDNJ) 

7 Cardiology  Grand  Rounds 

14  12  noon-1  p.m. — Robert  Wood 

21  Johnson  Medical  School, 

27  New  Brunswick 
(UMDNJ) 

DERMATOLOGY 

December 

8 Dermatology  Lecture 

8-10  p.m. — Schering  Corporation, 
Kenilworth 

(The  Dermatological  Society  of 
New  Jersey) 

18  Common  Dermatoses,  Fungal 
Infections 

10:30- 1 1 :30  am— Woodbridge 
Developmental  Center 
(AMNJ) 

January 

5 Common  Dermatological 
Disorders 

7- 8  p.m. — West  Hudson  Hospital, 
Kearny 

(West  Hudson  Hospital) 

1 2 Dermatology  Lecture 

8-  10  p.m.— Schering  Corporation, 
Kenilworth 

(The  Dermatological  Society  of 
New  Jersey) 

12  Common  Tumors  of  the  Skin 

12  noon-1  p.m  — Hospital  Center  at 

Orange 

(AMNJ) 

14  Common  Dermatoses 

1:30-2:30  pm. — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 

20  Dermatology  Conference 

6- 9  p.m— Rutgers  Community 
Health  Plan,  57  U.S.  Highway  1. 

New  Brunswick 

(UMDNJ) 

MEDICINE 
December 
1 Gastric  Ulcers 

7- 8  p.m. — West  Hudson  Hospital, 
Kearny 


(West  Hudson  Hospital) 

2  Esophagus,  Stomach,  and  Small 
Intestine 

8:30- 10  am  — Alexian  Brothers 
Hospital,  Grassmann  Hall. 
Elizabeth 

(Alexian  Brothers  Hospital) 

2 What  Allergies  Do  to  Asthmatics 

8-9  p.m. —The  Manor,  West  Orange 
(New  Jersey  Allergy  Society) 

2 Gastrointestinal  Endoscopy 

2-5  p.m. — call  for  information 
(New  Jersey  Society  for 
Gastrointestinal  Endoscopy) 

2 Fourth  Annual  Clinical  Update  in 
Pulmonary  Medicine 

8 am.-4  p.m. — Deborah  Heart  and 
Lung  Center,  Browns  Mills 
(Deborah  Head  and  Lung  Center) 

3 Reproductive  Toxicology  in  the 
Male 

4-6  p.m. — Coriel]  Institute, 
Auditorium,  Camden 
(Coriell  Institute) 

4 Substance  Abuse  in  the 
Professions 

Bridgeton  Hospital.  Bridgeton 
(Bridgeton  Hospital) 

7 Rheumatology  Staff  Conference 

5:30-7  p.m. — University  Hospital, 
MEB-393,  New  Brunswick 
(UMDNJ) 

8 Colitis 

12  noon-1  p.m  — Hospital  Center  at 

Orange 

(AMNJ) 

8  Philosophy  of  Otolaryngology 

6:30- 1 0:30  p.m. —Valley  Hospital, 

Ridgewood 

(AMNJ) 

8 Medical  Grand  Rounds 

15  9-10  am. — Marian  Hall,  Holy  Name 

22  Hospital,  Teaneck 
(Holy  Name  Hospital) 

9 Medical  Grand  Rounds 

16  10  am. — St.  Mary  Hospital, 

23  Hoboken 
(AMNJ) 

9  Colon,  Liver,  Pancreas,  and 
Gallbladder 

8:30-10  am. — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

9  Alternatives  to  Ileostomy/ 
Colostomy 

10:30-1  1:30  a.m. — St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

9 Current  Concepts  in  Management 
of  Type  II  Diabetes 

10:30-12  noon— Christ  Hospital, 
Jersey  City 
(Christ  Hospital) 

1 1 Sudden  Death 

Bridgeton  Hospital.  Bridgeton 
(Bridgeton  Hospital) 

16  Anaerobic  Infections 

10:30-1  1:30  am  — St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

16  Obesity 

8:30- 10  am. — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

1 7 Proper  Use  of  Antibiotics 
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The  Academy  of  Medicine 
of  New  Jersey 

in  cooperation  with 

UMDNJ— Robert  Wood  Johnson  Medical  School 
& Robert  Wood  Johnson  University  Hospital 

present 

AN  INTENSIVE  REVIEW 
OF  INTERNAL  MEDICINE 

19  consecutive  Wednesdays 
January  20,  1988-May  25,  1988 
4:00  P.M.-7:00  P.M. 

at 

ROBERT  WOOD  JOHNSON  UNIVERSITY  HOSPITAL 
NEW  BRUNSWICK,  NEW  JERSEY 


The  course  is  designed  to  provided  a comprehensive  review 
of  contemporary  concepts  in  Internal  Medicine.  It  is  designed 
for  practicing  internists  and  family  practitioners.  The  review 
will  also  be  useful  for  residents.  Syllabus  material  will  be  dis- 
tributed during  the  course  which  will,  when  compiled,  provide 
an  extremely  useful  reference. 


COURSE  CHAIRMAN:  Robert  Eisinger,  M.D. 


of  New  Jersey 


For  Further  Information  on  Registration,  Faculty,  and 
Fees,  Please  Contact: 

Dana  R.  Davies 

Academy  of  Medicine  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  New  Jersey  08648 
Phone:  (609)  896-1717 


18 2A  ' 


Jefferson  Medical  College 
of 

Thomas  Jefferson  University 
and 

The  U.S.  Virgin  Islands  Medical  Society 

present 

LIVER  AND  GASTROINTESTINAL 
DISEASE  UPDATE  1988 

March  13-17,  1988 
at  the 

Frenchman’s  Reef  Beach  Resort 
St.  Thomas,  United  States  Virgin  Islands 

featuring 

Lawrence  S.  Friedman,  M.D.  Lillian  A.  Miller 

Willis  C.  Maddrey,  M.D.  Patricia  Rhymer  Todman 

Francis  E.  Rosato,  M.D. 

For  further  information  and  registration,  contact  the 
Office  of  Continuing  Medical  Education,  Jefferson 
Medical  College,  1025  Walnut  Street,  Room  G-3,  Phila- 
delphia, PA  19107  (215)  928-6992. 


PHILADELPHIA  HEART  INSTITUTE 
Presbyterian-University  of 
Pennsylvania  Medical  Center 

presents 


MINI-SYMPOSIUM 

on 

LIPIDS  AND  ATHEROSCLEROSIS 


Thursday,  December  3,  1987 

3:00-7:00  p.m. 

Moderator:  Ami  S.  Iskandrian,  M.D. 

Philadelphia  Heart  Institute 


3:00  p.m. 


3:45  p.m. 


4:30  p.m. 
4:45  p.m. 


5:30  p.m. 


6:30  p.m. 


Regulation  of  plasma  lipoproteins  and  the 
role  of  genetics:  An  overview 

HENRY  N.  GINSBERG,  M.D. 

Associate  Professor  of  Medicine 

College  of  Physicians  & Surgeons, 

New  York,  NY 

The  treatment  of  dyslipoproteinemias 

JOHN  C.  LA  ROSA,  M.D. 

Dean  for  Clinical  Affairs 

George  Washington  University  Medical 
Center 

Washington,  D.C. 

Break 

The  role  of  dyslipoproteinemias  in 
coronary  atherosclerosis 

ERNEST  J.  SCHAEFER,  M.D. 

Associate  Professor  of  Medicine  and  Chief, 
Lipid  Metabolism  Laboratory 

Tufts  University,  Boston,  MA 

Panel  Discussion 

HENRY  N.  GINSBERG,  M.D.,  JOHN  C. 

LA  ROSA,  M.D.,  ERNEST  J.  SCHAEFER, 
M.D. 

Philadelphia  Heart  Institute  Faculty: 

BERNARD  L.  SEGAL,  M.D.,  MICHAEL  S. 
FELDMAN,  M.D.,  LLOYD  W.  KLEIN,  M.D., 
TERRY  LANGER,  M.D.,  J.  DAVID 
OGILBY,  M.D. 

Closing  Remarks 

BERNARD  L.  SEGAL,  M.D. 

Director,  Philadelphia  Heart  Institute 


Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  & Market  Streets 
Philadelphia,  Pennsylvania 
No  Registration  Fee 
R.S.V.P.  to  (215)  662-9068 
(Symposium  limited  to  150) 


“The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by 
the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor 
continuing  medical  education  for  physicians.  The  University  of  Penn- 
sylvania School  of  Medicine  designates  this  Continuing  Medical  Educa- 
tion activity  for  3.5  credit  hours  in  Category  I of  the  Physician’s  Recog- 
nition Award  of  the  American  Medical  Association." 


* Supported  by  an  educational  grant  from 
Merck  Sharp  and  Dohme 
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3- 4  p.m. — Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

17  Family  Practice  Conference 

12  noon — St.  Mary  Hospital, 
Hoboken 

(Si  Mary  Hospital) 

1 7 Approaches  to  Risk  Assessment 
for  Developmental  Toxins 

4- 6  p m. — Coriell  Institute,  Camden 
( Coriell  Institute) 

18  Gallbladder  Disease 
Bridgeton  Hospital,  Bridgeton 
(Bridgeton  Hospital) 

23  Electrophysiology 

10:30  a.m.- 12  noon — General 
Hospital  Center  at  Passaic 
(General  Hospital  Center) 

January 

2  Family  Practice  Conference 

12  noon — St.  Mary  Hospital, 
Hoboken 

(St  Mary  Hospital) 

4 Rheumatology  Staff  Conference 

5:30-7  p.m. — Robert  Wood  Johnson 
Medical  School,  MEB-393, 

New  Brunswick 
(UMDNJ) 

4-  Ambulatory  Care  Arena  II— 1988 

10  The  Sands,  San  Juan,  Puerto  Rico 
(Warren  Hospital) 

6  Endocrine  Services 

1 1:30  am- 1 p.m  — VA  Medical 
Center,  East  Orange 
(AMNJ) 

6 Malpractice 

10:30-1  1:30a.m.— Christ  Hospital, 

Jersey  City 

(AMNJ) 

6 Endocarditis— Medical  and 
Surgical  Approach 

8:30- 10  am. — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

8  Thyroid  Disease 

10:45-1 1:45  am  — Greystone  Park 

Psychiatric  Hospital 

(AMNJ) 

13  AIDS— Current  Status 

8:30- 10  am — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

13  Medical  Grand  Rounds 
20  10  am. — St.  Mary  Hospital, 

27  Hoboken 

(Si  Mary  Hospital) 

13  Nutrition:  Hyperalimentation 
10:30-1 1:30  am  — St.  Mary's 
Hospital,  Passaic 

(St  Mary's  Hospital) 

14  Osteoporosis 

1 1  am  — St.  Joseph's  Hospital  and 
Medical  Center,  Paterson 
(St  Joseph's  Hospital  and  Medical 
Center) 

19  Regional  Nephrology  Conference 
Series 

4-5  p.m— Robert  Wood  Johnson 
Medical  School,  MEB, 

New  Brunswick 
(UMDNJ) 

19  Alzheimer’s  Disease 

3-4  p.m. — Developmental  Center  at 

Ancora  Hammonton 

(AMNJ) 
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20  Update  on  Gastroenteritis 

8:30-10 am— Alexian  Brothers 
Hospital.  Elizabeth 
(Alexian  Brothers  Hospital) 

2 1 Chemically  Induced  Mutagenesis 
and  Expression 

4- 6  p.m. — Coriell  Institute,  Camden 
(Coriell  Institute) 

22  Proper  Use  of  Antibiotics 

9-10  am. — New  Jersey 
Developmental  Center,  Totowa 
(AMNJ) 

27  Approach  to  the 

Immunosuppressed  Patient 

8:30- 10  am. — Alexian  Brothers 
Hospital 

(Alexian  Brothers  Hospital) 

3 1 Family  Practice  Conference 

12  noon— St.  Maiy  Hospital, 
Hoboken 

(St  Mary  Hospital) 

NEUROLOGY 

January 

19  Alzheimer’s  Disease 

3-4  p.m. — Developmental  Center  at 
Ancora  Maple  Hall,  Hammonton 
(AMNJ) 

OBSTETRICS/GYNECOLOGY 

December 

2 Infertility 

10:30-1  1:30a.m.— Christ  Hospital. 

Jersey  City 

(AMNJ) 

3 Reproductive  Toxicology 

10  4-6  p.m  — Coriell  Institute,  Camden 

(Coriell  Institute) 

7  Antepartum  Monitoring 

Robert  Wood  Johnson  Medical 
School,  MEB,  New  Brunswick 
(UMDNJ) 

14-  Practical  Approaches  to 
18  Endocrinology  and  Infertility 

Condata  Plaza  Hotel,  Puerto  Rico 
(UMDNJ) 

January 

2 1 New  Developments  in  Diagnosis 
and  Management  of 
Salpingo-oophoritis 

5- 6:30  p.m. — Fuld  Auditorium, 
Somerset  Medical  Center, 

Somerville 

(Somerset  Medical  Center) 

ONCOLOGY 

December 

2  Pre-Leukemia  Syndrome- 
Myelodysplasia 

12  noon-1  p.m  — West  Hudson 

Hospital,  Kearny 

(West  Hudson  Hospital) 

2 Annual  Clinical  Abstract  Meeting 

1:30-5  p.m. — The  Manor, 

West  Orange 

(Oncology  Society  oj  New  Jersey) 

3 Tumor  Board  Conference /Case 
10  Presentation 

17  9-1 1 am  — Irvington  Gen.  Hosp. 

24  (Irvington  General  Hospital) 

31 

3 Tumor  Board  Conferences 

10  12  noon— Central  Classroom  2, 

17  Newcomb  Medical  Center,  Vineland 
24  (Newcomb  Medical  Center) 

4 Cancer  Research  Colloquium 

11  12  noon-1:  15  p.m.— New  Jersey 


18  Medical  School,  G-506b,  Newark 
(UMDNJ) 

7 Hematology/Oncology 
2 1 Conference 

28  1 2 noon- 1 p m — Robert  Wood 

Johnson  Medical  School, 
MEB-108A  New  Brunswick 
(UMDNJ) 

9  Scientific  Dinner  Meeting 

6:30-9:30  p.m  — The  Manor, 

West  Orange 
(AMNJ) 

1 0 Carcinoma  of  the  Lung 

9-1 1 am  — Irvington  General 
(Irvington  General  Hospital) 

January 

4 Hematology/Oncology 
18  Conference 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School, 

MEB- 1 08A  New  Brunswick 
(UMDNJ) 

6 Scientific  Dinner  Meeting 

20  6:30-9:30  p.m.— The  Manor. 

West  Orange 

(AMNJ) 

7 Tumor  Board  Conference /Case 
14  Presentation 

21  9-11  am  — Irvington  General 
28  Hospital 

(Irvington  General  Hospital) 

7 Tumor  Board  Conferences 

14  12  noon — Central  Classroom  2, 

21  Newcomb  Medical  Center,  Vineland 

28  (Newcomb  Medical  Center) 

8 Cancer  Research  Colloquium 

15  12  noon- 1:15  p m.— New  Jersey 

22  Medical  School,  MSB,  G-506b, 

29  Newark 
(UMDNJ) 

14  Tumor  Promotion — In  Vitro 

4-6  p.m — Coriell  Institute,  Camden 
(Coriell  Institute) 

28  Tumor  Promotion— In  Vivo 
Models 

4-6  p.m. — Coriell  Institute,  Camden 
(Coriell  Institute) 

ORTHOPEDICS 

December 

1 5 Fifth  Annual  Garden  State  Sports 
Medicine  Symposium 

1 p.m. — Hyatt  Regency,  Princeton 
(Institute for  Medicine  in  Sports  of 
Hamilton  Hospital) 

PATHOLOGY 

December 

1 Renal  Pathology  Conference 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School, 

New  Brunswick 
(UMDNJ) 

January 

5 Renal  Pathology  Conference 

12  noon-1  p.m. — Robert  Wood 
Johnson  Medical  School, 

New  Brunswick 
(UMDNJ) 

PEDIATRICS 

December 

4  Pediatric  Grand  Rounds 

11  8:30-9:30  a m — Robert  Wood 

18  Johnson  Medical  School,  MEB- 102, 
New  Brunswick 
(UMDNJ) 
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ACUPUNCTURE  IN  CLINICAL  PRACTICE 

NY  State  Boards  of  Medicine  & Dentistry  25-hour  accredited  seminar  & workshop 
on  the  latest  theories  & techniques  of  manual  and  electro-acupuncture,  TENS  & 
simple  non-invasive  diagnostic  methods  (Including  cardio-vascular  & neuromuscular 
systems  & Bi-Digital  O-RIng  Test"),  applicable  toward  the  300-hour  requirement  for 
acupuncture  certification,  will  be  given  for  licensed  clinicians  (with  or  without  prior 
training)  the  weekend  of  July  17-19  & again  December  11-13,  1987  at  the  Milford 
Plaza  Hotel,  45th  St.  & 8th  Avenue.  Manhattan.  The  3rd  International  Symposium  on 
Acupuncture  & Electro-Therapeutics,  with  many  world  leading  scientists  & clinicians 
will  be  held  at  the  Columbia  Sch.  of  Int.  Affairs.  NYC,  Oct.  8-11,  1987.  Co-sponsored 
by  the  Int.  College  of  Acupuncture  & Electro-Therapeutics;  its  official  journal, 
Acupuncture  & Electro-Therapeutics,  Res.,  Int  J (published  by  Pergamon  Press, 
indexed  in  15  major  indexing  periodicals:  Index  Medicus,  etc  );  Heart  Disease  Re- 
search Foundation;  Neuroscience  Dept.  & NY  Pain  Ctr..  Long  Island  College  Hospital, 
Pharmacology,  Dept.,  Chicago  Medical  School,  Nordic  Medical  Acupuncture  Society, 
& Schmerz-Therapeutische-Kolloquilum  (W.  Germany);  etc.  Also  eligible  for 
AMA/CME  credit.  For  info  on  meetings  or  submission  of  papers,  contact  Y Omura, 
MD.  ScD,  800  Riverside  Drive  (8-1).  NYC  10032.  Tel.  (212)  781-6262  or  (212)  928-0658, 
or  P Shinnick.  PhD.  (201)  246-8557 


DO  A GOOD  DEED 
AND 

GET  SATISFACTION 

Do  you  have  a patient  that 
is  more  like  a good  friend? 

Is  he  ailing? 

Does  he  have  a business  that 
now  needs  help? 

Should  he  retire  from  his  business? 

If  so,  let  us  hear  from  you! 

We  may  be  able  to  help. 

Mr.  Lou  Adams  P.O.  Box  1410 

Englewood  Cliffs,  NJ  07632  (201)-585-1555 


Mini-Residency  In 
Proctology  and  Diseases 
of  the  Colon 


A course  of  instruction  for  the  primary  care 
physician  interested  in  gaining  competence  in 
diagnosis  and  office  procedures,  including  flex- 
ible sigmoidoscopy  and  colonoscopy. 

Praeceptor:  Thomas  Logoio,  M.D,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Sur- 
gery and  the  American  Board  of  Colon 
and  Rectal  Surgery. 

Locale:  151  Summit  Ave.,  Summit 

Time  Commitment:  One  student,  one  week  (Mo.  and 

Thu.)  Total  = 20  hrs. 

Sponsorship:  Overlook  Hospital,  Summit,  N.J. 

Accreditation:  Approved  for  20  hrs.  CME 

Category  I credit. 

Tuition:  $500 


First  vacancies:  January  1988 


FOR  FURTHER  INFORMATION  AND  REGISTRATION 
CALL  CORDIS  GRIFFITH, 

(201)  522-2852 


<0 


Detach 
Heart  axl  Urq 


COURSE  DESCRIPTION 


CLINICAL  UPDATE  PULMONARY  MEDICINE 

December  2,  1987 


The  Fourth  Annual  Clinical  Update  is  designed  to  provide  family  practitioners,  general  internists  and  other  interested  physicians 
with  an  updated  review  of  pulmonary  disorders  which  are  commonly  encountered  in  clinical  practice  as  well  as  certain  disorders 
which  are  of  current  topical  interest.  The  program  has  been  carefully  selected  to  ensure  a good  blend  of  established  and  new  methods 
and  approaches  to  pulmonary  diseases. 

The  morning  session  will  provide  participants  with  systematic  approaches  to  lung  function  testing,  asthma  therapy  and  the  lung 
diseases  associated  with  connective  tissue  disorders  such  as  systemic  lupus  erythematosus,  rheumatoid  arthritis  and  scleroderma. 
The  Clara  Falk  Franks  Lecture  will  focus  on  the  important  but  hard-to-recognize  problem  of  sleep  apnea. 

The  afternoon  session  will  present  current  concepts  in  the  diagnosis  and  management  of  cor  pulmonale  and  interstitial  lung 
disease  and  conclude  with  a report  on  the  current  status  of  AIDS,  in  which  pulmonary  involvement  is  almost  universal. 

Throughout  the  day,  emphasis  will  be  placed  on  risk  factors,  natural  history,  early  detection,  prognosis,  newer  diagnostic 
techniques  and  new  methods  of  therapy. 


A.M. 

MORNING  SESSON 

11:35 

Asthma:  New  Strategies  in  Diagnosis  and 
Treatment 

Moderator:  David  M.F.  Murphy,  M.D. 

Clifford  W.  Zwillich,  M.D. 

8:00 

Registration 

P.M. 

AFTERNOON  SESSION 

8:30 

Welcome 

Moderator:  Mervyn  Feierstein,  M.D. 

8:45 

Pulmonary  Manifestations  of  Collagen  Vascular 

12:25 

Luncheon 

Disease 

1:30 

Cor  Pulmonale:  Diagnosis  and  Treatment 

Gregory  R.  Owens,  M.D. 

Alfred  P.  Fishman,  M.D. 

9:35 

Clara  Falk  Franks  Lecture:  Recognition  and 

2:20 

Interstitial  Lung  Diseases:  Current  Concepts  in 

Management  of  Sleep  Apnea 

Pathogenesis,  Staging  and  Therapy 

Clifford  W.  Zwillich,  M.D. 

Ronald  G.  Crystal,  M.D. 

10:25 

Coffee  Break 

3:10 

Pulmonary  Complications  in  AIDS 

10:45 

A Practical  Guide  to  Lung  Function  Testing 

Diane  E.  Stover,  M.D. 

David  M.F.  Murphy,  M.D. 

4:00 

Adjourn 

Tuition:  All  Participants,  fee  includes  luncheon  and  refreshments— $70.00 

A check  in  the  amount  of  $70.00  payable  to  Deborah  Heart  and  Lung  Center  should  accompany  this  application.  Mail  to  Pulmonary 
Department,  Deborah  Heart  and  Lung  Center,  Browns  Mills,  N.J.  08015. 

Due  to  limited  seating  capacity,  early  registration  is  strongly  advised.  Registration  deadline— Wednesday,  November  18,  1987 
Accreditation:  Deborah  Heart  and  Lung  Center  designates  that  this  continuing  medical  education  offering  meets  the  criteria  for  6 
credit  hours  in  category  1 of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 

This  program  has  been  reviewed  and  is  acceptable  for  6 prescribed  hours  by  the  American  Academy  of  Family  Physicians. 

For  Program  Information  please  call:  Mrs.  Diane  Colby  (609)  893-6611 
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8 Case  Conferences 

15  8-9  am. — Robert  Wood  Johnson 

22  Medical  School,  MEB- 1 08A. 

29  New  Brunswick 
(UMDNJ) 

January 

5 Case  Conferences 

12  8-9  am. — Robert  Wood  Johnson 

19  Medical  School,  MEB-  108A, 

26  New  Brunswick 
(UMDNJ) 

7 Pediatric  Grand  Rounds 

14  8:30-9:30  am. — Robert  Wood 

21  Johnson  Medical  School,  MEB- 102, 
28  New  Brunswick 
(UMDNJ) 

PSYCHIATRY 

December 

2 Teenage  Suicide 

9-10  am  — Warren  Hospital, 

Phillipsburg 

(AMNJ) 

3 Psychopharmacology  Update 

2:30-3:30  p.m. — Greystone  Park 
Psychiatric  Hospital 
(AMNJ) 

3  Psychological  Management  of  the 
Depressed  Patient 

12  noon-1  p.m. — Carrier 
Foundation,  Atkinson 
Amphitheatre,  Belle  Mead 
(Carrier  Foundation) 

3 Case  Seminars 

10  8- 10  p.m  — 312  Harding  Drive, 

17  South  Orange 

24  (Advanced  Psychiatric  Study 
31  Group) 

4 Psychiatric  Lecture  Series 

11  1:30-3:45  p.m. —Trenton  Psychiatric 

18  Hospital,  Trenton 

(Trenton  Psychiatric  Hospital) 

7 Adjustment  to  Hairy  Cell 
Leukemia  in  a Previously 
Depressed  Patient 

8: 1 5- 1 0: 1 5 p.m— call  for 
information 

(Essex  Psychiatric  Seminars) 

9 Medical  Aspects  of  Behavior 
Management 

2:30-3:30  p.m— New  Lisbon 
Developmental  Center,  New  Lisbon 
(AMNJ) 

9 Polypharmacy— Psychopharmacy 

1:30-2:30  p.m— Essex  County 
Hospital  Center,  Cedar  Grove 
(AMNJ) 

10  Divorce  and  Its  Impact  on 

Families:  Therapy  for  Coping 

12  noon-1  p.m. — Carrier 
Foundation,  Atkinson 
Amphitheatre,  Belle  Mead 
(Carrier  Foundation) 

10  Acute  Case  Unit 

2:30-3:30  p.m  — Greystone  Park 
Psychiatric  Hospital 
(AMNJ) 

14  Electrolytes 

2-3  p.m— Forensic  Psychiatric 

Hospital,  Trenton 

(Forensic  Psychiatric  Hospital) 

1 7 Psychiatric  Needs  and  Services  for 
Clergy  and  Vowed  Members 

12  noon-1  p.m  — Carrier 
Foundation,  Belle  Mead 
(Carrier  Foundation) 


January 

4  Dissociative  Episodes  of  Multiple 
Personality  Disorders 

8: 1 5- 1 0: 1 5 p.m— call  for 
information 

(Essex  Psychiatric  Seminars) 

7 Case  Seminars 

21  8- 10  p.m.— 312  Harding  Drive, 

South  Orange 

(Advanced  Psychiatric  Study 
Group) 

1 1  Seizure  Disorder 

2- 3  p.m. — Forensic  Psychiatric 
Hospital,  Trenton 

(Forensic  Psychiatric  Hospital) 

24  Illness  in  the  Doctor- 
Implications  for  the 
Psychoanalytic  Process 

8- 10  p.m  — Saint  Barnabas  Medical 
Center,  Livingston 
(New  Jersey  Psychoanalytic 
Society) 

28  Polypharmacy — Psychopharmacy 

3- 4  p.m. — Ancora  Psychiatric 
Hospital.  Hammonton 
(AMNJ) 

RADIOLOGY 

December 

17  Scientific  Meeting 


7:30-9:30  p.m. — Saint  Barnabas 
Medical  Center,  Livingston 
(AMNJ) 

January 

20  Dinner  Meeting 

6:30-9:30  p.m  — The  Manor. 

West  Orange 
(Radiation  Oncology 
Section-AMNJ) 

2 1 Scientific  Meeting 
7:30-9:30  p.m  — St.  Barnabas 
Medical  Center,  Livingston 
(AMNJ) 

SURGERY  AND 
SURGICAL  SPECIALTIES 
December 

5  Surgical  Treatment  of 
Cardiothoracic  Diseases 

10-11 :30  a m. — New  Jersey  Medical 
School,  MSB,  G-506,  Newark 
(UMDNJ) 

5  Morbidity  and  Mortality 
7 Conference 

12  8:30-10a.m. — New  Jersey  Medical 
14  School,  MSB,  B-6 10,  Newark 
19  (UMDNJ) 

21 

26 

28 


MEDICAL  SOCIETY  OF  NEW  JERSEY 
ANNUAL  MEETING 

April  27-May  1,  1988 
Sheraton  Meadowlands  Hotel 
East  Rutherford 

Proposed  Daily  Schedule 

Wednesday,  April  27,  1988 

3:30  p.m.— Board  of  Trustees’  Meeting 

Thursday,  April  28,  1988 

9:00  am. — Registration  Opens 
9:00  am.— Message  Center  Opens 
2:00  p.m.— House  of  Delegates 
3:30  p.m. — Reference  Committees 

Friday,  April  29,  1988 

8.00  am.— Registration  Opens 

8:00  am.— Message  Center  Opens 

8:30  am.— Exhibits  Open 

9:00  am.— House  of  Delegates  (election) 

12:00  noon — Golden  Merit  Award  Ceremony  followed  by  Reception 
2:30  p.m.— Reference  Committees 
5:00  p.m.—  JEMPAC  Political  Forum 
5:45  p.m.— JEMPAC  Wine  and  Cheese  Reception 

Saturday,  April  30,  1988 

8:00  am. — Registration  Opens 
8.00  am.— Message  Center  Opens 
8:30  am.— Exhibits  Open 
9:00  am.— House  of  Delegates 
1:30  p.m.— House  of  Delegates 

6:00  p.m.— Inaugural  Reception  followed  by  Inaugural  Dinner 

Sunday,  May  1,  1988 

8:00  am.— Registration  Opens 
8.00  am.— Message  Center  Opens 

8:30  am.— Program  on  one  topic  of  major  interest  to  the  physician 
1:00  p.m.— Board  of  Trustees'  Meeting 
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7 Surgical  Grand  Rounds 

14  4:30-5:30  p.m  — New  Jersey  Medical 

2 1 School,  MSB,  B-6 1 0,  Newark 
28  (UMDNJ) 

9 Alternatives  to  Ileostomy  and 
Colostomy 

10:30-1  1:30  a.m.— St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

1 2 Evolution  of  Aortic  Surgery 

9- 10:30  am  — St.  Joseph's  Hospital 
and  Medical  Center,  Paterson 

(Si  Joseph's  Hospital  and  Medical 
Center) 

1 4 Surgical  Procedures  for  Chronic 
Pancreatitis 

7-8  p.m. — Wallkill  Valley  General 

Hospital,  Sussex 

(AMNJ) 

16  Surgical  Conference 

1 1 am. — St.  Mary  Hospital,  Hoboken 
(St  Mary  Hospital) 

January 

2 Surgical  Treatment  of 
Cardiothoracic  Diseases 

1 0-  1 1 :30  a_m. — New  Jersey  Medical 


School,  MSB,  G-506,  Newark 
(UMDNJ) 

2 Morbidity  and  Mortality 
4 Conference 

9 8:30-10a.m— New  Jersey  Medical 

1 1 School.  MSB.  B-6 1 0,  Newark 
16  (UMDNJ) 

18 

23 

25 
30 

6 Surgical  Treatment  of  Morbid 
Obesity 

1 0:30- 1 1 :30  p.m  — St.  Mary’s 
Hospital,  Passaic 
(AMNJ) 

20  Surgical  Conference 

1 1 am. — St.  Mary  Hospital,  Hoboken 
(St  Mary  Hospital) 

20  In  and  Out  Surgery 

1 0:30- 1 1 :30  am. — St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

26  Plastic  Surgical  Experience  in  the 
People’s  Republic  of  China 

8- 10  p.m. — Englewood  Club,  1 15  E. 
Palisade  Avenue,  Englewood 


(Englewood  Surgical  Society) 

UROLOGY 
December 
2 Urology 

10:30-1  1:30  am  — St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

8 Renal  Biopsy  Conference 

12:30-2  p.m  — Bamert  Memorial 
Hospital  Center,  Paterson 
(Bamert  Memorial  Hospital 
Center) 

January 

1 Urology  Grand  Rounds 

Robert  Wood  Johnson  Medical 
School,  MEB-108B,  New  Brunswick 
(UMDNJ) 

12  Renal  Biopsy  Conference 

12:30-2  p.m. — Bamert  Memorial 
Hospital  Center,  Paterson 
(Bamert  Memorial  Hospital 
Center) 

29  Urinary  Incontinence  of  the 
Elderly 

10:45-1  1:45  am. — Greystone  Park 

Psychiatric  Hospital 

(AMNJ) 


NEUROIMAGING  UPDATE  1988 

Paradise  Island,  Bahamas— Jan.  31,  1988-Feb.  5,  1988 


MUHLENBERG  HOSPITAL 
PLAINFIELD,  NJ  07061 

Dept,  of  Radiology  and 
Medical  Education 
A Regional  Teaching  Hospital 
Affiliated  with  UMDNJ-Rutgers 
Medical  School 

INTENDED  AUDIENCE 

This  conference  is  designed  for  radiologists, 
neurosurgeons  and  other  physicians  with  inter- 
ests in  various  diagnostic  modalities. 

COURSE  DESCRIPTION  & OBJECTIVES 

The  program  will  provide  comprehensive  and 
intensive  review  of  the  basic  principles,  practical 
application  and  analysis  of  the  current  imaging 
techniques  encompassing  computed  tomog- 
raphy, digital  subtraction  angiography,  and 
magnetic  resonance  imaging.  Emphasis  will  be 
on  the  very  exciting  new  technology  MRI  which 
will  be  highlighted  throughout  the  course. 

In  addition,  daily  sessions  for  unknown  cases 
of  interest  and  free  paper  presentations  will  be 
conducted  with  active  participation  of  the  faculty 
and  registrants  together.  All  of  the  registrants  will 
be  encouraged  to  submit  interesting  proven 
cases  or  free  papers. 

The  distinguished  faculty  members  will  ad- 
dress interdisciplinary  approaches  in  the  man- 
agement of  intracranial  and  intraspinal  de- 
grangements  with  new  insights  and  perspectives 
on  recent  developments  in  neurodiagnostic  mo- 
dalities. 

Telephone  Now  for  Course 
Registration,  Hotel  & 

Travel  Arrangements 


ACCREDITATION 

Muhlenberg  Regional  Medical  Center  is  ac- 
credited by  the  Accreditation  Council  for  Con- 
tinuing Medical  Education  through  the  Medical 
Society  of  New  Jersey  and  sponsors  continuing 
medical  education  for  physicians.  The  course 
"Neuroimaging  Update,  1988,"  February  1-5 
meets  the  criteria  for  20  credit  hours  in  Category 
1 of  the  Physicians  Recognition  Award  of  the 
American  Medical  Association. 

TOPICS  OF  PRESENTATION 

Basic  Physics  of  MRI,  MR  Flow  Imaging,  Re- 
duction of  Motion-Induced  Artefacts  in  Neuro- 
MR  Scanning,  PACS,  Posterior  Fossa  and 
Brainstem  Lesions,  MRI  of  Arterio-Venous 
Malformation,  Understanding  Cerebral  Hemor- 
rhage with  MRI,  CT  and  MRI  of  Stroke,  Vascular 
Disease,  Extra-Axial  Brain  Tumors,  Intra-Axial 
Brain  Tumors,  CT  and  MRI  of  Cerebral  Trauma, 
Sellar  and  Parasellar  Abnormalities,  MRI  of 
Movement  Disorders,  Intracranial  Infectious  Dis- 
ease, Imaging  of  Myelopathic  Patient,  CT  and 
MRI  of  Spinal  Disc  Disease,  Radiologic  Evalu- 
ation of  Acute  and  Chronic  Spinal  Cord  Injury, 
Radiculopathy  of  Non-Disc  Disease  Origin,  CT 
and  MRI  of  Postoperative  Spine,  Clinical  Aspect 
of  Dementia,  Multiple  Sclerosis— Clinical  Diag- 
nosis, The  Painful  Red  Eyes,  Occular  Ischemia 
in  Carotid  Artery  Disease,  Diagnosis  and  Treat- 
ment of  Extracranial  Carotid  Aneurysm,  Man- 
agement of  Progressive  Cervical  Myelopathy 

Neuroimaging  Update  ’88 

c/o  PERSPECTIVE  TRAVEL,  INC. 

40  Stirling  Road 
Watchung,  N.J.  07060 

(201)  756-6600 


DISTINGUISHED  FACULTY 
S.  Howard  Lee,  Course  director 
Rosalie  Burns,  MD,  Professor  & Chairperson — 
Dept,  of  Neurology,  Medical  College  of  Pa., 
Philadelphia,  Pa. 

Roger  Countee,  MD.  Clinical  Professor  of 
Neurosurgery,  Univ.  of  Medicine  & Dentistry  of 
N.J. — R.W.  Johnson  Med.  School 
Kenneth  R.  Davis,  MD,  Professor  and  Chief  of 
Radiology,  Harvard  Medical  School,  Boston, 
Ma. 

Sadek  Hilal,  MD,  Professor  of  Radiology, 
Columbia  Presbyterial  College  of  Medicine, 
Chief  of  Neuroradiology— Neurological 
Institute  of  New  York 
Herbert  I.  Goldberg,  MD,  Professor  of 
Radiology,  University  of  Pennsylvania  School 
of  Medicine,  Philadelphia,  Pa. 

Seungho  Howard  Lee,  MD,  Clinical  Professor  of 
Radiology,  University  of  Medicine  & Dentistry, 
R.  W.  Johnson  Medical  School  of  N.J. 

Robert  M.  Quencer,  MD,  Professor  of 
Radiology,  University  of  Miami  School  of 
Medicine,  Miami,  FI. 

Krishina  C.V.G.  Rao,  MD,  Clinical  Professor  of 
Radiology,  University  of  Maryland,  Chairman 
of  Department  of  Radiology,  Prince  George 
Hospital,  Cheverly , MD. 

Theodore  Villafana,  PhD,  Professor  of 
Radiology,  Dept,  of  Diagnostic  Imaging, 
Temple  University  Medical  School, 
Philadelphia,  Pa. 

COURSE  REGISTRATION 
Physicians  in  Practice  $475.00 

Physicians  in  Training  $300.00 
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NEW  YORK 


American  College  of  Physicians 

presents 

69th  Annual  Session 
March  3-6,  1988 
Jacob  K.  Javits 
Convention  Center 


Medicine’s  foremost  educational  opportunity  in  the  nation’s  most  exciting  city 


□ More  than  200  presentations  for  a 
curriculum  suited  to  your  needs 

□ Critical  findings  in  Molecular  Biology 
and  Clinical  Medicine  in  six  State  of 
the  Art  lectures 

□ Pre-Session  courses  on  critical  care, 
geriatrics  and  infectious  diseases 

□ Clinical  controversies  featured  in  12 
panel  discussions 

□ Analyses  that  confront  the  social, 
ethical  and  environmental  issues 
surrounding  today’s  dilemmas 


□ Rewarding  activities  planned  especially 
for  family  and  guests 

Request  Your  1988  Scientific  Program  Guide 

The  Scientific  Program  Guide— with  schedules, 
course  and  faculty  lists,  registration  and  hous- 
ing information,  and  the  family  and  guest 
program— enables  you  to  plan  the  most  valua- 
ble, personalized  Session  possible.  Because 
many  popular  programs  fill  up  quickly,  you’ll 
want  to  schedule  your  curriculum  well  in  ad- 
vance. Reserve  your  copy  now  by  filling 
out  and  returning  the 
request  form. 


YES,  mail  me  the 

'88  Scientific  Program  Guide 

PLEASE 

PRINT  


NAME 


ADDRESS 


CITY/STATE/ZIP 

Telephone  toll-free:  (800)  523-1546  ext.  3675 
In  Pennsylvania:  (215)  243-1200  ext.  3675 

□ ACP  Member  ACP# 

□ Nonmember 

American  College  of  Physicians 
4200  Pine  Street 
Philadelphia,  PA  19104 


i 
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M.D.s:  TROUBLE  WRITING? 

THE  COMPETITION  TO  GET  PUBLISHED  IS  TIGHT  • THE 
KEY:  EDITORS  AT  THE  TOP  JOURNALS  WANT  A CLEAR, 
PRECISE,  WELL-WRITTEN  AS  WELL  AS  CLINICALLY  CREDI- 
BLE PAPER! 

CONTACT 

MICHAEL  L.  FRIEDMANN 
PHYSICIANS’  AUTHOR’S  EDITOR 
(201)  461-6125 

PRIVATE  CONSULTATIONS  FOR  EDIT,  REWRITE,  OR- 
GANIZATION, STYLE  • CASE  REPORTS,  REVIEW  ARTICLES, 
ORIGINAL  RESEARCH,  GRANT  PROPOSALS,  ETC. 

NY-NJ-CONN  METRO 


A Medical  Transcription  Service 


^//ie  ft  w^eMioTva/  afifi  wcbc/i 
flo*  the  /wvwa/e  firew/i/ievrie* 


265  State  Highway  36 

West  Long  Branch,  N.J.  (201)  389-3344 


Use  Our  Direct 
Call-in  System 


THE 

KIRWAN  COMPANIES 

Kirwan 

Financial  Group,  Inc. 

Financial  Products 
Personal  and  Professional 

Investments,  Pensions,  Keoghs, 

Life  and  Disability  Insurance 
Asset  and  Insurance  Portfolios  Analyzed 
Private  Investment  Programs 

Kirwan 

Financial  Advisory,  Inc. 

Registered  Investment  Advisors 

Financial  Advice 
Professional  and  Personal 

Authorized  Representatives 
of  the 

Medical  Society  of  New  Jersey 

609-778-4388  215-750-7616 


HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 


MSNJ  offers  qualified  doctors  the  comprehensive  protection  most  patients 
enjoy,  with  the  service  and  efficiencies  inherent  to  large,  well-run  group 
plans.  MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice.  Take 
advantage  of  MSNJ  Group  Blue  Cross/Blue  Shield,  Major  Medical  and 
Dental  insurance  . . . it's  good  preventive  medicine! 

Donald  F.  Smith  Sc  Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08540 
(609)924-8700  (800)227-6484 
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book  Reviews 


Chlamydial  Infections; 
Clinical  Manual  of  Urology; 
The  Family  in  Medical 
Practice;  Head  and  Neck 
Oncology;  Pediatric 
Dermatology; 
Pharmacology,  Drugs  and 
Medical  Care;  Textbook  of 
Diagnostic  Medicine 


Chlamydial  Infections 

Peter  Reeve  (ed).  New  York,  NY, 
Springer-Verlag.  1987.  Pp.  126. 
(S35) 

Chlamydial  Infections,  edited  by 
Peter  Reeve,  is  a small  1 26-page 
paperback  compendium  written  by 
nine  of  the  world  leaders  in  the  field. 
There  is  a superb  subject  index 
which  facilitates  usage.  The  typing 
is  large  and  the  tables  have  been 
simplified.  Dr.  Sally  Hipp  concisely 
delineates  the  limitations  of  the  lab- 
oratory in  diagnosing  chlamydial  in- 
fections. From  Canada  Dr.  William 
Bowie  describes  clinical  manifesta- 
tions of  chlamydia  in  men.  Chla- 
mydia in  women  is  discussed  in  sev- 
eral chapters  with  all  the  dreaded 
complications.  Dr.  Julius  Schachter 
attacks  the  problem  of  what  little  is 
known  on  immunity.  Infant  and 
rheumatology  manifestations  are  es- 
pecially well  described.  The  therapy 
section  was  disappointing  in  that 
newer  agents,  quinolines,  rifampin, 
and  new  penicillin  were  not  even 
mentioned. 

In  all.  Chlamydial  Infections  is  a 
nice  review  for  the  internist,  family 
doctor,  urologist,  obstetrician,  and 
gynecologist.  However,  I do  not  be- 
lieve that  it  is  worth  $35. 

Leon  G.  Smith,  M.D. 


A Clinical  Manual  of 
Urology 

P.M.  Hanno,  and  Alan  J.  Wein.  East 
Norwalk,  CT,  Appleton  and  Lange, 
1987.  Pp.  720.  ($29.95) 

A Clinical  Manual  of  Urology  is  a 
concise,  but  comprehensive,  manual 
of  urological  diseases  and  treat- 
ments. Designed  for  medical  stu- 
dents, non-urologists,  and  physi- 
cians in  the  early  phase  of  urological 
training,  it  covers  subjects  under 
such  headings  as  anatomy,  epidemi- 
ology, pathology,  diagnosis,  and 
management.  Unique  chapter  head- 
ings include:  signs  and  symptoms  at 
the  initial  examination  and  emer- 
gency room  urology:  also  covered  are 
male  sexual  dysfunction  and  sexual- 
ly transmitted  diseases.  The  usual 
chapters  on  tumors,  infection,  and 
obstruction  are  clearly  written,  and 
include  the  incidence  of  disease,  a 
very  brief  historical  outline,  and  a 
bibliography. 

The  chapters  on  interventional 
uroradiology,  intersex,  pediatric  on- 
cology, and  renovascular  hyperten- 
sion benefit  from  being  presented  by 
1 of  the  28  authors  with  special 
knowledge  in  this  field. 

This  soft-cover,  well-written  syn- 
opsis is  ideal  for  quick  review  by  the 
experienced  urologist,  and  for  an  in- 
troduction to  a special  subject  for 
the  beginning  urologist  or  non-urol- 
ogist.  It  is  strongly  recommended  as 
an  addition  to  the  physician's  medi- 
cal library,  or  for  carrying  in  his 
jacket  pocket. 

Robert  H.  Stackpole,  M.D. 

The  Family  in  Medical 
Practice 

Michael  A.  Crouch,  and  Leonard 
Roberts  (eds).  New  York,  IVY,  Spring- 
er-Verlag. 1987.  Pp.  256.  ($24.95) 

The  reader  would  be  better  served 
if  the  subtitle  of  this  book.  "A  Family 
Systems  Primer,"  shared  equal  bill- 
ing with  the  title,  as  indeed  this  is 
an  introductory  text  to  the  basic  sci- 
ence of  family  dynamics.  For  the  un- 
initiated or  those  confused  by  the 
multiplicities  of  family  therapies 
currently  encountered  in  the  clinical 
setting,  this  text  could  be  invaluable 
as  it  generally  is  successful  in 
achieving  its  stated  purpose,  i.e.  to 
“helpfully  help  professionals  take 
better  care  of  their  patients  by  deal- 
ing more  effectively  with  the  family 
aspects  of  their  problems."  It  does 


this  in  an  orderly,  if  sometimes  un- 
even, fashion. 

The  first  five  chapters  present  cur- 
rent knowledge  about  the  family  and 
health  care  with  a heavy  leavening  of 
systems  theoiy.  Chapters  6 to  8 are 
devoted  to  developing  the  necessary 
skills  to  utilize  this  information  in 
the  clinical  setting  whereas  chapter 

9 makes  a compelling  case  for  the 
personal  application  of  this  infor- 
mation to  one’s  own  family.  Chapter 

10  is  devoted  to  some  stargazing 
about  what  the  future  holds  for 
family-oriented  medical  care  and  is 
largely  unnecessary,  although  plea- 
sant, reading. 

Overall,  the  book  benefits  from 
being  very  readable  as  it  takes  a 
rather  lighthearted  but  none-the- 
less  comprehensive  look  at  a topic 
which  is  something  of  a mystery  to 
most  biomedically  oriented  physi- 
cians. Its  content  is  enhanced  by  a 
comprehensive  glossary  of  terms 
which  will  be  invaluable  to  the  un- 
initiated. Numerous  graphs,  case 
histories,  and  cartoons  enhance  the 
effort. 

A major  flaw,  and  one  that  is 
largely  unavoidable  in  books  pro- 
duced by  multiple  authors,  is  the 
variation  in  style  and  approach 
found  from  chapter  to  chapter.  This 
is  more  apparent  in  this  book  given 
its  social  science  orientation  as  op- 
posed to  a physical  science  orien- 
tation. The  book  accomplishes  its 
purpose  of  getting  this  much- 
needed  information  to  its  intended 
audience  which  in  this  day  and  age 
includes  family  physicians,  psy- 
chiatrists, internists,  and  pedia- 
tricians. 

Given  the  changing  face  of  medi- 
cal practice,  and  the  concomitant 
change  in  expectations  of  patients 
with  regards  to  their  health  care 
providers.  I would  strongly  urge  any 
physician  in  primary  care  to  read 
this  book  carefully,  as  it  contains 
much  of  the  basic  science  of  a dis- 
cipline which  will  enable  the  practi- 
tioner to  deal  with  a contemporary 
patient  population  with  greater  ease 
and  facility. 

Joseph  A.  Lieberman.  Ill,  M.D. 

Head  and  Neck  Oncology 

H.J.G.  Bloom,  M.D.,  and  I.W.F. 
Hanham,  MA„  M.B.  (eds).  New  York, 
NY.  Raven  Press.  1987.  Pp.  381. 
($85) 

This  text  is  a compilation  of  48 
articles  from  a postgraduate  inter- 
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disciplinary  course  on  head  and 
neck  oncology  held  in  London  in  Oc- 
tober 1984.  There  are  58  contribu- 
tors. The  result  is  comprehensive  in 
scope  and  ambitious  in  concept,  and 
I can  understand  why  it  has  taken 
nearly  three  years  to  compile  and 
publish  this  material. 

A detailed  introduction  and  over- 
view by  Dr.  Bloom  thankfully  can  be 
used  as  a guide  to  approach  this 
book.  Basically,  the  philosophy 
which  the  editors  have  tried  to  com- 
municate is  that  head  and  neck  on- 
cology is  a complex  field  in  which 
surgery,  radiotherapy,  and  medical 
technology  interact  to  effectuate 
clinical  management. 

Many  aspects  of  head  and  neck 
oncology  are  considered  in  this  vol- 
ume, including  early  detection  and 
prevention  and  the  principles  of 
combining  treatment  using  pre-  and 
postoperative  radiotherapy  and  ad- 
juvant chemotherapy.  Attention  is 
given  to  special  problems  such  as 
endocrine  tumors,  soft  tissue  sar- 
comas, and  tumors  in  children.  Sev- 
eral chapters  are  devoted  to  con- 
cepts of  reconstructive  surgery  and 
treatment  of  complications.  Atten- 
tion is  directed  to  problems  of  nutri- 
tion, infection  control,  and  manage- 
ment of  pain.  There  are  sections 
dealing  with  newer  aspects  of  treat- 
ment, including  fast  neutron  radi- 
ation, hyperthermia  photoradiation 
therapy,  and  hyperfractionation  ra- 
diotherapy. There  is  even  what 
might  be  considered  an  avant-garde 
topic  on  the  application  of  aerospace 
technology  to  planning  reconstruc- 
tive surgical  operations  through  fu- 
turistic imaging  techniques.  The 
final  two  chapters  attempt  to  justify 
the  need  for  specialized  training 
programs  in  head  and  neck  oncology 
and  based  on  the  complexity  of 
much  of  the  material  presented 
here,  it  seems  easy  to  conclude  that 
such  programs  might  be  extra- 
ordinarily difficult  to  organize  and 
to  standardize. 

It  is  uncertain  exactly  for  whom 
this  book  would  be  useful.  Because 
of  the  highly  specialized  nature  of 
the  material,  I suspect  that  it  would 
be  of  interest  only  to  exclusive 
workers  in  this  field. 

Alan  J.  Lippman,  M.D. 


Pediatric  Dermatology 

Rudolph  Happle,  and  Edouard 
Grosshans  (eds).  New  York.  NY. 
Springer-Verlag,  1987.  Pp.  196. 
($52.10) 

This  soft-cover  volume  of  excel- 
lent print  quality  has  a very  decep- 
tive title,  although  the  back  cover 
does  indicate  the  nature  of  the  con- 
tents. The  book  is  a review  of  a sym- 
posium held  in  1984  under  the  aus- 
pices of  the  European  Society  for 
Pediatric  Dermatology. 

The  editors  have  chosen  five 
topics  which  makeup  the  text:  geno- 
dennatoses,  immunodermatology  of 
childhood,  irritant  dermatitis  and 
eczema,  skin  tumors,  and  hair  and 
nails.  Each  topic  has  several  papers 
which  the  editors  have  chosen  to  in- 
clude and  the  material  discussed  is 
in  keeping  with  the  objective  of  pre- 
senting advances  in  diagnoses  and 
treatment.  All  photographs  are  pre- 
sented in  black-and-white  format. 

This  book  does  not  belong  in  an 
individual’s  library,  but  may  be  con- 
sidered to  be  available  in  an  acces- 
sible reference  library. 

Murray  Kahn,  M.D. 

Pharmacology,  Drugs 
and  Medical  Care, 

Fourth  Edition 

Mickey  C.  Smith.  Ph.D..  and  David 
A.  Knapp.  Ph.D.  Baltimore.  MD.  Wil- 
liams & Wilkins.  1987.  Pp.  284, 
($22.50) 

This  text  is  designed  for  the  phar- 
macy student,  but  is  of  interest  to  all 
members  of  the  health  care  team.  It 
is  well  written  and  will  hold  the  read- 
er's interest.  It  is  replete  with  charts, 
tables,  and  illustrations  to  sum- 
marize or  clarify  key  points. 

The  authors  take  us  through  the 
medical  care  process,  providing 
background  information  on  the  ill 
person,  drug  use,  the  abuse  of  drugs, 
pharmacy  as  a profession,  the  phar- 
macist’s role  in  the  health  care  team, 
and  types  of  pharmacy  practices. 

The  second  half  of  the  book  is 
devoted  to  standards  of  pharmacy 
practice,  pharmaceutical  education, 
control  of  pharmacy  practice,  and 
pharmacy  organizations  and  peri- 
odicals. 

While  not  exactly  recreational 


reading  material,  it  is  easy  to  read: 
it  sheds  light  on  issues  to  which 
many  pharmacists  have  not  been  ex- 
posed. David  I.  Canavan,  M.D. 

Textbook  of 
Diagnostic  Medicine 

A.H.  Samiy,  M.D.,  R.  Gordon 
Douglas,  Jr.,  M.D.,  Jeremiah  A. 
Barondess,  M.D.  Philadelphia,  PA 
Lea  & Febiger.  1987.  Pp.  900. 
($69.50) 

Textbook  of  Diagnostic  Medicine 
tries  to  help  the  practicing  phy- 
sician reach  a correct  diagnosis  as 
efficiently  as  possible.  The  text  is  or- 
ganized into  22  chapters  plus  an  ap- 
pendix of  useful  laboratory  values. 
The  chapters  narrow  the  focus  into 
special  areas,  i.e.  eye  problems,  ear, 
nose,  throat,  and  neck  problems, 
psychiatric  and  behavior  problems, 
and  sleep  disorders.  Each  chapter  is 
subdivided  into  clinical  problems. 
For  example,  Chapter  17  is  on  con- 
stitutional and  nonspecific  prob- 
lems and  it  lists  the  following 
clinical  symptoms:  fatigue,  weak- 
ness, flushing,  diaphoresis,  hypo- 
thermia, hyperthermia,  and  malig- 
nant hyperthermia.  I used  the  book 
to  check  symptoms  presented  by 
several  difficult-to-diagnose  patients 
who  remained  so  after  I had  ex- 
hausted my  own  memorized  data 
base.  Most  of  the  symptom  reviews 
are  one  or  two  pages;  the  time  I 
spent  with  this  book  was  veiy  useful. 
The  first  two  chapters  discuss  cur- 
rent ideas  about  clinical  diagnosis 
and  about  laboratory  tests,  how  we 
should  use  tests,  and  how  to  evalu- 
ate reliability  and  predictive  value  of 
tests. 

The  authors  mostly  hail  from  New 
York  Hospital-Comell  and  are  well- 
respected  authorities.  The  editor 
has  reduced  each  contribution  to  re- 
markable terseness — do  not  expect 
style.  The  book  is  much  too  big  and 
heavy  to  carry  around,  so  you  will 
have  to  place  it  in  a convenient 
place,  most  likely  a bookcase  in  your 
office.  Since  my  first  Merck  Manual 
in  medical  school,  I have  always 
wanted  a book  like  this.  I am  glad  to 
report  it  is  here,  although  it  has 
gained  a lot  of  weight. 

Norman  Riegel,  M.D. 
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Obituaries 


Dr.  John  B.  Gearren 


Dr.  George  M.  Cohn 

Retired  Newark  endocrinologist 
George  Mitchell  Cohn,  M.D.,  died  on 
July  31,  1987,  at  the  age  of  83.  He 
had  been  retired  for  4 years,  follow- 
ing 10  years  with  the  Veterans  Ad- 
ministration Outpatient  Clinic, 
Newark,  and  45  years  of  private 
practice  in  Newark.  A native  of  New- 
ark, Dr.  Cohn  received  his  medical 
degree  from  Harvard  Medical  School, 
Boston,  Massachusetts,  in  1929.  He 
was  on  the  medical  staff  of  Newark 
Beth  Israel  Medical  Center,  where  he 
served  in  its  Endocrine  Clinic, 
and  was  chief  of  endocrinology 
(1953-1965),  as  well  as  president  of 
the  associate  medical  staff 
(1957-1958).  For  his  dedication  to 
continuing  education.  Dr.  Cohn  re- 
ceived the  American  Medical  As- 
sociation’s Physician's  Recognition 
Award  in  1973.  He  was  a Fellow  of 
the  American  Society  of  Geriatrics, 
and  was  a member  of  our  Essex 
County  component  and  of  the 
American  Medical  Association.  Dr. 
Cohn  received  the  Medical  Society  of 
New  Jersey’s  Golden  Merit  Award  in 
1979.  During  World  War  II,  Dr.  Cohn 
was  a captain  in  the  United  States 
Army  medical  corps. 


Dr.  Harry  Feinberg 

Harry  Feinberg,  M.D.,  a retired 
eye,  ear,  nose,  and  throat  specialist, 
died  on  May  8,  1987,  at  the  age  of 
81.  A native  of  Newark,  Dr.  Feinberg 
received  his  medical  degree  from  the 
University  of  Michigan  Medical 
School  in  1931,  and  was  affiliated 
with  Bayonne  Hospital.  He  was  a 
Diplomate  in  otolaryngology,  as  well 
as  a Fellow  of  both  the  American  and 
International  Colleges  of  Surgeons. 
Dr.  Feinberg  was  a member  of  our 
Hudson  County  component  and  of 
the  American  Medical  Association. 
During  World  War  II,  he  served  in  the 
medical  corps  of  the  United  States 
Army,  emerging  with  the  rank  of 
captain.  In  1981,  Dr.  Feinberg  was 
presented  with  the  Medical  Society 
of  New  Jersey’s  Golden  Merit  Award, 
in  recognition  of  his  50  years  as  a 
physician. 

Dr.  Hans  W.  Freymuth 

A neurologist  and  psychiatrist  in 
the  Trenton-Pennington  area  for 
nearly  30  years,  Hans  Wolfgang 
Freymuth,  M.D.,  died  on  September 
5,  1987,  at  the  age  of  77.  Bom  in 
Berlin,  Germany,  Dr.  Freymuth  emi- 
grated to  the  United  States  in  1947. 
After  receiving  his  medical  degree 
from  the  University  of  Zurich,  Switz- 
erland, in  1939,  Dr.  Freymuth  prac- 
ticed psychiatry  and  neurology  in  In- 
diana, New  York,  and  New  Jersey, 
from  1952  to  1957,  maintaining  his 
private  practice  in  central  New  Jer- 
sey from  1 958  to  the  present.  He  was 
clinical  director  in  charge  of  acute 
male  services  from  1958  to  1961  and 
director  of  professional  education 
from  1961  to  1967  at  Trenton  State 
Hospital.  From  1967  to  1970,  Dr. 
Freymuth  was  director  of  the  Drug 
Addiction  Treatment  Center  at  the 
Neuro-Psychiatric  Institute,  Tren- 
ton, and  was  program  director  of  the 
New  Jersey  State  Methadone  Pro- 
gram from  1970  to  1972.  Consultant 
with  the  Jersey  City  Methadone 
Maintenance  Program  from  1972  to 
1978,  he  was  assistant  professor  of 
clinical  psychiatry  at  Seton  Hall  Col- 
lege of  Medicine  and  Dentistry  from 
1965  to  1975.  Dr.  Freymuth  was  a 
Diplomate  in  psychiatry,  a Fellow  of 
the  American  Psychiatric  Associa- 
tion, and  a member  of  our  Mercer 
County  component.  In  1977,  he  re- 
ceived the  Physician’s  Recognition 
Award  from  the  AMA  and  the  Ameri- 
can Psychiatric  Association. 


John  Bernard  Gearren.  M.D.,  63, 
died  on  September  4,  1987,  after  37 
years  as  a family  practitioner  in 
Bordentown.  Bom  in  Bloomfield,  Dr. 
Gearren  was  graduated  from  Jef- 
ferson Medical  College  in  Philadel- 
phia where  he  received  his  medical 
degree  in  1 948.  He  was  a New  Jersey 
State  Police  physician,  and  a mem- 
ber of  our  Mercer  County  compo- 
nent. 

Dr.  Paul  P.  Konyha 

Paul  Peter  Konyha  M.D.,  65,  a 
family  practitioner  and  industrial 
medicine  specialist,  died  on  August 
7,  1987,  while  convalescing  from  a 
recent  illness.  A native  of  Martin’s 
Ferry,  Ohio,  Dr.  Konyha  received  his 
medical  degree  from  Temple  Univer- 
sity School  of  Medicine,  Philadel- 
phia in  1950.  He  was  affiliated  with 
Muhlenberg  Regional  Medical  Cen- 
ter, Plainfield,  and  Somerset  Medical 
Center,  Somerville.  Dr.  Konyha  was 
a Fellow  of  the  American  Academy  of 
Family  Practice,  and  was  a member 
of  our  Somerset  County  component, 
and  of  the  American  Medical  As- 
sociation. During  World  War  II,  he 
served  as  lieutenant  in  the  United 
States  Navy. 

Dr.  Edward  F.  Mazur 

Retired  from  active  practice  in 
Camden  and  Haddonfield,  Edward 
Frank  Mazur,  M.D.,  died  on  August 
3,  1987,  at  the  age  of  72.  Bom  in 
Camden,  Dr.  Mazur  attended  Jef- 
ferson Medical  College,  in  Philadel- 
phia, where  he  received  his  medical 
degree  in  1941.  Specializing  in 
internal  medicine.  Dr.  Mazur  was  af- 
filiated with  Our  Lady  of  Lourdes 
Hospital,  Camden.  During  World 
War  II,  he  was  active  in  the  Army  of 
United  States,  attaining  the  rank  of 
captain.  Dr.  Mazur  was  a member  of 
our  Camden  County  component  and 
of  the  American  Medical  Associa- 
tion. 

Dr.  Ann  Z.  Moyes 

Retired  since  1975  from  active 
practice  in  anesthesiology,  Ann 
Zaleska  Moyes.  M.D.,  died  on  May  1, 
1987,  at  the  age  of  76.  She  was 
graduated  from  New  York  Medical 
College  in  1951,  and  was  affiliated 
with  Morristown  Memorial  Hospital, 
as  well  as  Litchfield  County  Hospital 
and  Grace  New  Haven  Hospital,  both 
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in  Connecticut.  Dr.  Moyes  was  an 
instructor  at  Yale  University  School 
of  Medicine  before  retirement.  A 
member  of  our  Passaic  County  Com- 
ponent and  of  the  American  Medical 
Association,  Dr.  Moyes  was  a Dip- 
lomate  in  anesthesiology. 

Dr.  Paul  J.  V.  Rizzuto 

Paul  Joseph  V.  Rizzuto,  M.D.,  a 
family  practitioner  in  Orange  for 
many  years,  died  on  June  15,  1987. 
at  the  age  of  57.  A native  of  Brooklyn, 
New  York,  Dr.  Rizzuto  received  his 
medical  degree  from  the  Faculty  of 
Medicine,  at  the  University  of  Rome. 
Italy,  in  1956.  A Diplomate  in  family 
practice,  and  a Fellow  of  the  Ameri- 
can Academy  of  Family  Practice,  Dr. 
Rizzuto  was  affiliated  with  the  Hos- 
pital Center  at  Orange.  He  became  a 
member  of  our  Essex  County  com- 
ponent and  of  the  American  Medical 
Association. 

Dr.  Sydney  F.  Smith 

Sydney  F.  Smith,  M.D.,  of  High- 
land Park,  a specialist  in  allergy  and 
internal  medicine,  died  on  July  24, 
1987,  at  the  age  of  77.  A native  of 
New  York  City,  Dr.  Smith  received 
his  medical  degree  from  Bellevue 
Hospital  Medical  College,  New  York. 
He  was  affiliated  with  Robert  Wood 


Johnson  University  Hospital  and  St. 
Peter’s  Medical  Center,  both  in  New 
Brunswick,  serving  in  the  allergy 
clinics.  Dr.  Smith  was  a Diplomate 
in  allergy  and  immunology,  and  a 
Fellow  of  the  American  College  of  Al- 
lergy, and  the  Academy  of  Allergy.  He 
was  a member  of  our  Middlesex 
County  component,  and  of  the 
American  Medical  Association.  He 
served  as  a captain  in  the  United 
States  Army  during  World  War  II.  For 
his  50  years  of  medical  practice.  Dr. 
Smith  received  MSNJ’s  Golden 
Merit  Award  in  1986. 

Dr.  Albert  B.  Tucker 

A retired  internist,  specializing  in 
cardiology  and  pulmonary  diseases, 
Albert  Barnett  Tucker,  M.D.,  died  on 
June  30,  1 987,  at  the  age  of  76.  Bom 
in  Bayonne,  Dr.  Tucker  was  gradu- 
ated from  the  University  of  Penn- 
sylvania School  of  Medicine,  Phila- 
delphia in  1936.  Dr.  Tucker  served 
on  the  staff  of  St.  Michael’s  Medical 
Center  and  Presbyterian  Hospital, 
both  in  Newark,  as  well  as  the 
Kessler  Institute  for  Rehabilitation, 
West  Orange,  retiring  in  1985.  He 
had  been  an  assistant  clinical  pro- 
fessor of  medicine  at  UMDNJ-New 
Jersey  Medical  School,  New  Bruns- 
wick. Dr.  Tucker  was  a Diplomate  in 


internal  medicine,  and  a Fellow  of 
the  American  College  of  Physicians, 
the  American  College  of  Cardiology, 
and  the  American  College  of  Chest 
Physicians.  He  was  a member  of  our 
Essex  County  component,  and  of  the 
American  Medical  Association.  His 
50  years  of  service  as  a physician 
was  honored  in  1986,  when  he  re- 
ceived the  Golden  Merit  Award. 

Dr.  Edith  B.  Williams 

A former  Hackensack  obstetri- 
cian-gynecologist retired  in  Ridge- 
wood, and  in  Asheville,  North  Caro- 
lina Edith  Baker  Williams,  M.D., 
died  on  July  23,  1987,  at  the  age  of 
82.  A native  of  Hackensack,  Dr.  Wil- 
liams was  graduated  from  the 
Woman’s  Medical  College  of  Penn- 
sylvania Philadelphia  in  1938.  Be- 
ginning in  1942,  she  became  af- 
filiated with  Hackensack  Hospital, 
and  opened  a private  practice  in 
Hackensack.  Dr.  Williams  was  a Fel- 
low of  the  American  College  of  Ob- 
stetricians and  Gynecologists,  and 
taught  physical  education  at  the 
University  of  Wyoming;  Stanford 
University,  in  California  and  at  Con- 
verse College,  in  South  Carolina  She 
became  a member  of  our  Bergen 
County  component  and  of  the 
American  Medical  Association. 
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Author  Information 


New  Jersey  Medicine  is  the 
official  organ  of  the 
Medical  Society  of  New 
Jersey.  The  goals  are 
educational  and 
informational.  All  material 
published  in  New  Jersey 
Medicine  is  copyrighted  by 
MSNJ. 


CONTENT 

The  educational  content  of  each 
issue  appears  as  scientific  articles, 
based  on  research,  original  concepts 
relative  to  epidemiology  of  disease, 
and  treatment  methodology;  case  re- 
ports based  on  unusual  clinical  ex- 
periences; review  articles;  clinical 
notes,  succinct  items  on  some 
aspect  or  new  observation  or  tech- 
nique of  a case  experience;  and 
special  articles,  which  include  evalu- 
ations. policy  and  position  papers, 
and  reviews  of  nonscientific  sub- 
jects. Other  topics  include  commen- 
tary (critical  narration);  medical  his- 
tory; therapeutic  drug  information; 
pediatric  briefs;  nutrition  update; 
and  an  opinion  column.  Editorials 
are  prepared  by  the  Editor  and  by 
guest  contributors  on  timely  and  rel- 
evant subjects;  editorials  are  the  re- 
sponsibility of  the  author.  The  Doc- 
tors’ Notebook  section  contains  or- 
ganizational. informational,  and  ad- 
ministrative items  from  MSNJ  and 
from  the  community.  Letters  to  the 
Editor  and  book  reviews  are  wel- 
come and  will  be  published  as  space 
permits.  The  principal  aim  in  the 
preparation  of  a contribution 
should  be  relevance  to  diagnosis  and 
treatment  and  to  education  of  pa- 
tients and  professionals.  Preference 
will  be  given  to  professional  authors 
from  New  Jersey  and  to  out-of-state 
lecturers  who  submit  a suitable 


manuscript  based  on  a presentation 
made  in  New  Jersey. 

ASSIGNMENT  OF  COPYRIGHT 

In  compliance  with  the  Copyright 
Revision  Act  of  1976  (effective  Janu- 
ary 1,  1978),  a transmittal  letter  or 
a separate  statment  accompanying 
material  'ffered  to  New  Jersey 
Medicine  must  contain  the  follow- 
ing language  and  must  be  signed  by 
all  authors: 

"In  consideration  of  New  Jersey 
Medicine  taking  action  in  reviewing 
and  editing  my  submission,  the 
author(s)  undersigned  hereby  trans- 
fers, assigns,  or  otherwise  conveys 
all  copyright  ownership  to  the  Medi- 
cal Society  of  New  Jersey,  in  the 
event  that  such  work  is  published  in 
New  Jersey  Medicine. 

SPECIFICATIONS 

Submit  two  manuscripts  that 
must  be  typewritten  and  double- 
spaced on  8'/2*  by  11"  paper. 
Statistical  methods  used  in  articles 
should  be  identified.  Acknowl- 
edgements will  be  made  only  for 
specific  preparation  of  an  essential 
part  of  the  manuscript. 

Authors  are  asked  to  seek  clarity, 
accuracy,  and  originality;  attention 
to  details  of  grammar,  spelling,  and 
typing  are  important. 

The  title  page  should  include  the 
full  name,  degrees,  and  affiliations  of 
all  authors,  and  the  name  and  ad- 
dress of  the  author  to  whom  reprint 
requests  should  be  sent. 

The  author  should  submit  a 40- 
word  abstract  to  be  used  at  the  be- 
ginning of  the  article. 

Tables  must  be  typewritten  and 
double-spaced  on  separate  8'/2"  by 
11"  sheets,  with  a title  and  number. 
Symbols  for  units  should  be  con- 
fined to  column  headings,  and  ab- 
breviations, properly  explained, 
should  be  kept  to  a minimum. 

Illustrations  should  be  pro- 
fessional quality,  black-and-white 
glossy  prints.  The  name  of  the 
author,  figure  number,  and  the  top 
of  the  figure  should  be  noted  on  a 
label  attached  to  the  back  of  each 
illustration.  Where  photographs  of 
patients  are  used,  the  subjects 
should  not  be  identifiable  or  publi- 
cation permission,  signed  by  the 
subject  or  responsible  person,  must 
be  included  with  the  photograph. 
Material  taken  from  other  publi- 
cations must  give  credit  to  the 


source;  written  permission  for  re- 
publication from  the  original  pub- 
lisher must  be  submitted.  The  cost 
of  color  photographs  must  be  borne 
by  the  author. 

Generic  names  should  be  used 
with  proprietary  names  indicated 
parenthetically  or  as  a footnote  with 
the  first  use  of  the  generic  name. 
Proprietary  names  of  devices  should 
be  indicated  by  the  registration  sym- 
bol— ®. 

The  summary  of  the  article  should 
not  exceed  250  words;  it  should  con- 
tain only  essential  facts. 

References  should  not  exceed  35 
citations  except  in  review  articles, 
and  should  be  cited  consecutively  in 
the  text  by  numbers  in  parentheses 
at  the  end  of  the  sentence.  The  refer- 
ence list  should  be  typewritten  and 
double-spaced  on  separate  8'/2"  by 
11"  sheets  in  the  numerical  order  in 
which  they  are  first  cited  in  the  text. 
The  style  of  reference  is  that  of  Index 
Medic  us: 

1.  Goldwyn  RM:  Subcutaneous 
mastectomy.  J Med  Soc  NJ 
74:1050-1052,  1977. 

2.  Dixon  WJ,  Massey  FJ:  Introduc- 
tion to  Statistical  Analysis.  New 
York.  NY,  McGraw-Hill,  1969,  pp. 
42-48. 

PUBLICATION  POLICY 

Receipt  of  each  manuscript  will  be 
acknowledged  and  a copy  delivered 
to  the  Editor  who  refers  the  paper  to 
one  or  more  members  of  the  Edi- 
torial Board.  The  final  decision  is  re- 
served for  the  Editor.  No  direct  con- 
tact between  the  reviewers  and  the 
authors  will  be  permitted,  but 
authors  will  be  informed  of  the  re- 
viewers’ comments.  The  publication 
lag  for  original  articles  may  be  six 
months  or  more.  Galley  proofs  will 
be  submitted  to  the  author  for  cor- 
rection of  typographical  errors. 

REPRINT  ORDERS 

Reprints  may  be  ordered  after  the 
author  is  notified  that  the  article 
has  been  selected  for  a specific  issue 
of  JMSNJ.  A check  for  the  cost  of 
reprints  including  remake  charge  if 
order  is  received  after  due  date  must 
accompany  the  order. 

COMMUNICATIONS 

All  communications  should  be 
sent  to  the  Editor,  New  Jersey  Medi- 
cine. MSNJ,  2 Princess  Road,  Law- 
renceville,  NJ  08648. 
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Now  Available 


The  Health  Policy  Agenda 
for  the  American  People 


A Comprehensive 
Framework  for  the  Future 

After  five  years  of  collaborative  effort, 
The  Health  Policy  Agenda  for  the 
American  People  (HPA)  has  issued  its 
Summary  and  Final  Reports  recom- 
mending policy  guidelines  for  the  future 
of  our  health  care  system.  This  land- 
mark effort  establishes  a comprehen- 
sive, long-term  framework  for  U.S. 
health  policy  into  the  21st  century. 

Broad  Reaching 
Recommendations 

The  HPA  Reports  contain  guiding 
principles  and  specific  policy  recom- 
mendations covering  a wide  subject 
area: 

■ supplying,  distributing  and  educating 
health  professionals 

■ providing  technology  and  facilities 

■ organizing  resources 

■ communicating  health  information 

■ ensuring  quality 

■ paying  for  services 

■ preparing  for  the  future  through 
research 


A Health  Policy 
Partnership 

Representatives  of  the  health  profes- 
sions, insurers,  health  care  institutions, 
consumer  organizations,  business 
groups  and  the  government  collabo- 
rated to  develop  recommendations  that 
reflect  this  broad  array  of  viewpoints. 
Learn  what  the  HPA  has  recommended 


Order  Now 

To  order  your  copies  of  the  HPA 
Summary  and  Final  Reports  call 
toll-free  1-800-621-8335.  In  Illinois 
call  collect  312/645-4987.  Or 

complete  and  mail  the  form  below 
with  your  payment  to: 

The  Health  Policy  Agenda  for  the 
American  People 


on  your  behalf . . . and  how  it  will  affect 
your  future. 

P.O.  Box  10946 
Chicago,  Illinois  60610-0946 
Order  No.  OP-207 

Order  Form 

Please  send  rnp  . _ copies  of 

Snhtotal 

the  HPA  Summary  and  Final  Reports 
( OP-207 ) at  $35  for  the  two  volume  set. 

Sales  tax  (IL,  NY  residents) 
Total 

Name 

Address 

City 

State/Zip 

Please  charge  my:  □ visa  □ MASTERCARD 

Credit  Card  Number 

Expiration  Date 

Signature 

Phone 

Payment  must  accompany  order.  Please  allow  4-6  weeks  for  delivery. 
For  information  on  bulk  purchases,  please  call  312/280-7168. 
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NEW  JERSEY 

MEDICINE 

THE  JOURNAL  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY 


GUARANTEED  CIRCULATION: 
10,500 

All  members  of  the  Medical  Society  of  New 
Jersey,  subscribers,  and  trade  circulation. 


EDITORIAL  CONTENT 
Scientific  Articles 

Professional  Liability  Commentary  | 
President's  Hot-Line 
Membership  Newsletter 
Special  Articles  and  Issues 
State  of  the  Art  Articles 
Legislative  Update 
Continuing  Medical  Education 
Commentary 
Case  Reports 
Editorials 

Hospital  Governing  Boards 
Medical  News 
Book  Reviews 
Medical  Insurance  Updates 
Medical  History  Reports 
Letters  to  the  Editor 
Impaired  Physicians  Update 
Obituaries 

Annual  Meeting  Program 


CIRCULATION  BY  COUNTY 

County  Total 

Atlantic  245 

Bergen  1,234 

Burlington  320  j 

Camden  607  | 

Cape  May  45 

Cumberland  102 

Essex  1,584 

Gloucester  114 

Hudson  455 

Hunterdon  91 

Mercer  549  \ 

Middlesex  7 23 

Monmouth  631 

Morris  591 

Ocean  335 

Passaic  7191 

Salem  50 

Somerset  200  \ 

Sussex  81 

Union  963 

Warren  65 


PHYSICIAN  COUNT 

Specialty 

Total 

Internal  Medicine  

....  2,103 

Family  Practice  

....  1,574 

Surgery  

969 

Obstetrics/Gynecology  

785 

Pediatrics  

679 

Orthopedics  

438 

Anesthesiology  

410 

Psychiatry  

391 

Radiology  

368 

Ophthalmology  

375 

Cardiology  

250 

Urology  

240 

Neurology  

214 

Dermatology  

187 

Pathology  

180 

Industry/Administration  

154 

Otolaryngology  

152 

Allergy  

80 

Emergency  Medicine  

75 

Rehabilitative  Medicine  

62 

Geriatrics  

18 

Total  

9,704 

ADVERTISING  OFFICE:  370  MORRIS  AVENUE,  TRENTON,  NJ  08611  609/393-7196 

EDITORIAL  OFFICE:  2 PRINCESS  ROAD,  LAWRENCEVILLE,  NJ  08648  609/896-1766 
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RATE  CARD  1988 


MAILING  INFORMATION— 

1.  Advertising  information  requests,  questions,  space  orders,  insertion  instructions,  correspondence,  proofs,  copy, 
layout  sketches,  and  film  should  be  sent  to  NEW  JERSEY  MEDICINE,  370  Moms  Avenue,  Trenton,  NJ  0861 1. 

2.  Contact:  Joe  or  Bettie  Cookson,  609/393-7196. 


RATES  SIZES 


1.  Black  and  White 

Rates 

Page  Unit 

Dimensions  (inches) 

lx 

3x 

6x 

12x 

(width  x depth) 

One  Page 

$520 

$510 

$500 

$490 

1 Page 

7 

X 

10 

1/2  Page 

$270 

$265 

$260 

$255 

1 Page  Bleed 

8Vs 

X 

llVe 

1/4  Page 

$145 

$140 

$135 

$130 

Trim  Size 

8 

X 

11 

1/8  Page 

$ 75 

$ 70 

$ 65 

$ 60 

*/2  Horizontal 

7 

X 

47/s 

2.  Color  Rates 

Vi  Horizontal  Bleed 

8 Vs 

X 

5% 

4/Color 

$600 

Vi  Vertical 

3% 

X 

10 

(plus  b&w) 

Vi  Vertical  Bleed 

4 Vie 

X 

11% 

Matched  Color 

$300 

'A  Vertical 

3% 

X 

4Vs 

(plus  b&w) 

Va  Vertical 

3% 

X 

2% 

Standard  Color* 

$200 

(plus  b&w) 

’Standard  Colors:  AAA  standard  red,  green,  blue, 
yellow,  and  orange 


3.  Bleed  no  charge 

4.  Furnished  Inserts 

2 Page  insert  ...  2 times  b/w  page  rate 
4 Page  insert  ...  4 times  b/w  page  rate 

GENERAL  ADVERTISING  INFORMATION 

1.  Special  position  rates  quoted  on  request  and  subject  to  availability. 

2.  All  non-special  position  ads  are  rotated  each  month. 

3.  Advertising  and  editorial  matter  are  not  placed  on  the  same  page. 

4.  All  advertising  subject  to  approval  of  the  Committee  on  Publication. 

5.  Issued  monthly.  Mailing  by  the  10th  of  month  of  issue. 

6.  Reservations  by  1st  of  month  preceding  publication.  Cancellation  by  6th  of  month  preceding  publication. 

7.  Materials  for  new  ads  or  changes  due  10th  of  month  preceding  month  of  issue. 

PRODUCTION  INFORMATION 

1.  Special  service  to  advertisers:  NEW  JERSEY  MEDICINE  staff  can  prepare  your  black  and  white  ad  for  you  at 
no  extra  charge.  Just  send  us  a sketch  of  your  ad  drawn  to  the  correct  proportions  along  with  your  copy,  photos, 
or  additional  art.  Material  must  be  reproducible.  Advance  proofs  will  be  sent  for  approval  when  time  allows. 

2.  Production  charge  for  special  requirements  or  color  quoted  upon  request. 

3.  Advertiser/ agency  materials  should  be  screened  film  negatives  (right  reading,  emulsion  side  down),  scotch- 
prints,  veloxes,  film  positives,  reproducible  proofs,  or  original  artwork  acceptable.  Screen  100  to  133%. 


BILLING  INFORMATION 

1.  Agency  Commission— 15  percent  of  gross  billing  on  space  and  color.  Gross  amount  due  if  not  paid  within  60 
days  of  invoice  date.  Billing  directed  to  the  advertising  agency  at  the  net  rate  is  approved  on  condition  that 
the  advertiser  will  accept  “dual  responsibility”  for  payment  if  the  agency  does  not  remit  within  90  days. 
Advertising  accounts  in  arrears  60  days  will  be  billed  in  duplicate  to  both  the  agency  and  the  advertiser. 

2.  Discount:  2 percent  if  paid  within  10  days. 

ADVERTISING  OFFICE: 

370  MORRIS  AVENUE,  TRENTON,  NJ  08611  609/393-7196 

PHARMACEUTICAL  ADVERTISING  OFFICE: 

16  BRUCE  PARK  ROAD,  STAMFORD,  CT  06906  203/661-9702 
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DO  A GOOD  DEED 
Ai\D 

GET  SATISFACTION 

Do  you  have  a patient  that 
is  more  like  a good  friend? 

Is  he  ailing? 

Does  he  have  a business  that 
now  needs  help? 

Should  he  retire  from  his  business? 

If  so,  let  us  hear  from  you! 

We  may  be  able  to  help. 

Mr.  Lou  Adams  P.O.  Box  1410 

Englewood  Cliffs,  NJ  07632  (201)-585-1555 


What  Every  Physician’s  Spouse  Should  Know . . . 


A series  of  booklets  on  topics  of  special 
interest  to  medical  families—  published  by  the 
American  Medical  Association  Auxiliary 

Professional  Liability 

■ Scope  of  problem  ■ Legal  process  ■ Coping 

Impairment 

■ Causes  ■ Impact  on  family  ■ Getting  help 

Survival  Tips  for  Resident  Physician/Medical  Student  Spouses 

■ Marriage  in  the  training  years  ■ Stress  ■ Finances 

Marriage 

■ Who  players  are  ■ Special  concerns  ■ Stages  of  medical 
career 

Retirement  and  Estate  Planning 

■ Making  retirement  years  fulfilling  ■ Providing  for  the 
family's  future 

T American  Medical  Association  Auxiliary,  Inc. 

| 535  N.  Dearborn  St.,  Chicago,  IL  60610 

| Please  send  me  the  following  publications  in  the  senes  on 

i What  Every  Physician’s  Spouse  Should  Know: 

J ft  of  copies 

i Impairment  Marriage 

[ Professional  Liability  Retirement  and  Estate  Planning 

i Survival  Tips  for  Resident  (AVAILABLE  FEB.  1, 1987) 

Physician/Medical  Student  Spouses 

j Each  booklet  is  $3  per  copy  for  AMA  Auxiliary  members  and  $5  per  copy  for 
i non-members 

j Enclosed  is  my  check  in  the  amount  of  $ made  payable  to  the 

i AMA  Auxiliary.  Check  must  accompany  order  form 

I NAME 

j ADDRESS 

j CITY/STATE/ZIP 

| TELEPHONE  f ) 
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EAST  BRUNSWICK- 
IMMEDIATE  OCCUPANCY 
MIDDLESEX  SURGICAL  CENTER 
MEDICAL  CONDOMINIUMS  FOR  SALE 

Owners  have  privileges  at  one  of  the  largest  and  most 
advanced  same  day  Surgical  Centers  in  the  State. 
100%  Financing  available  to  qualified  buyers 

ERIC  BRAM  & COMPANY 

Exclusive  Broker 

28  Kennedy  Boulevard 
East  Brunswick,  NJ  08816 
(201)  545-1414 


YOUR  OFFICE 

. . . and  your  home  can  both  be  combined  within  this  unique 
Colonial  home  in  South  Orange  . . . Distinctive  and  impressive 
in  character,  it  offers  a 6-room  office  suite,  6 bedrooms,  3 
full/2  half  baths,  a family  room,  central  air,  leaded  glass  win- 
dows . . . And  a very  convenient  location.  $300,000. 

MAPLEWOOD 

1 Ricalton  Sq.  (at  the  station)  201-378-8300 
Offices  in  Basking  Ridge,  Chatham.  Fanwood,  Livingston.  Maplewood,  Mendham, 
Millburn,  Morristown,  Murray  Hill,  New  Providence,  Pittstown.  Short  Hills,  Stockton, 
Summit,  Tewksbury,  Warren  and  Westfield. 


TENAFLY 


Gracious  New  England  Colonial 

with  three  room  MEDICAL  SUITE  or  additional 
living  space.  Large  rooms,  beamed  ceilings,  5 
fireplaces,  4 bedrooms,  2 full,  2 half  baths.  Beauti- 
fully landscaped  property  in  choice  East  Hill  lo- 
cation. Close  to  schools  and  transportation. 
UNIQUE  OPPORTUNITY  at  $690,000.  Call  (201) 
894-1900  for  more  information. 

Adrienne  Meltzer  & Associates,  Inc. 

10  West  Railroad  Avenue 
Tenafly,  NJ  07670 
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A SPECIAL 
PRACTICE 
FOR  SPECIALISTS. 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical  Specialist, 

the  Air  Force  may  have  a special  practice  for  you.  What 
makes  it  special?  You'll  enjoy  an  excellent  pay  and  benefits 
package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And 
you  will  work  with  modern  eguipment  and  some  of  the  most 
highly  trained  professionals  in  the  world,  serving  your  country 
and  your  patients.  Now  thafs  special!  Find  out  just  how 
special  your  practice  can  be.  Call 


1-800-423-USAF 


Health  Care  Personnel 
Consulting,  Inc. 

a division  of  The  Health  Care  Group 

specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the  following 
specialty  areas: 

ALLERGY,  DERMATOLOGY,  FAMILY  PRACTICE, 
INTERNAL  MEDICINE,  OPHTHALMOLOGY, 
PEDIATRICS,  PSYCHIATRY,  PSYCHOLOGY, 
RADIOLOGY  AND 
URGENT  CARE. 

For  more  information  regarding 
selling  or  buying  a medical  practice, 
contact  our  brokerage  division 
at  The  Health  Care  Group, 

140  West  Germantown  Pike 
Suite  200 

Plymouth  Meeting,  PA  19462 

(215)  828-3888 


Industrial  Physician/ 
Medical  Director 


Here’s  An  Opportunity 
That  Demands  Examination. 


Shulton,  Inc.,  a division  of  American  Cyanamid 
Company,  is  a leading  manufacturer  of  consumer 
products  such  as  OLD  SPICE®,  COMBAT®,  and 
BRECK®.  We  currently  seek  a qualified  individual 
whose  responsibilities  will  include  working  with  1400 
salaried  and  hourly  personnel  at  our  fully  integrated 
facility. 

You  will  conduct  pre-employment  examinations,  peri- 
odic physicals  and  will  be  responsible  for  the  develop- 
ment and  dissemination  of  health  and  safety 
information  to  our  employees.  You  will  also  act  as  the 
liaison  for  our  Employee  Assistance  Program  (EAP) 
and  administer  the  day-to-day  activities  of  our  fully 
equipped  medical  department,  including  supervision 
of  3-4  professionals. 

We  offer  a competitive  salary  and  comprehensive  ben- 
efits package.  Please  forward  your  resume  and  salary 
requirements  to: 


CYANA/VUD 


American  Cyanamid  Company 

Shulton,  Inc. 

697  Rt.  46 
Dept  NJM 
Clifton,  NJ  07015 


An  Equal  Opportunity  Employer  M/F/H. 
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“SELLING  PRACTICES 
IS  OUR  BUSINESS’’ 

Want  to  maximize  the  return  on  your  investment?  Before 
you  buy  or  sell,  call  for  an  appraisal  to  assure  the  best 
financial  and  transfer  terms.  We  are  a full  service  prac- 
tice broker,  not  simply  a listing  service.  Since  1981, 
Countrywide  has  been  instrumental  in  helping  hundreds  of 
doctors  like  yourself  buy  and  sell  their  practices.  We  guide 
you  through  the  entire  sales  process  from  initial  meeting 
to  closing.  Our  offices  serve  New  Jersey,  New  York  and 
New  England. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (617)  232-1075  (203)  869-3666 

Board  Certified/Eligible  OB/GYN  to  join  success- 
ful and  expanding  practice  affiliated  with  tertiary 
care  University  Hospital  in  Delaware  Valley.  Op- 
portunities for  graduate  and  undergraduate 
teaching.  Competitive  salary  with  generous  ben- 
efit package. 

Send  Curriculum  Vitae  to: 

Bonnie  Steinweiss 
Administrative  Director,  OB/GYN 
Cooper  Hospital/University  Medical  Center 
Three  Cooper  Plaza,  Suite  211 
Camden,  NJ  08103 

EMERGENCY  MEDICINE  POSITIONS 

Full/part  time  emergency  medicine  physicians  sought 
by  multi  state  professional  association  for  openings  in 
metropolitan  NY,  PA,  MD,  DC,  FL,  New  England  and 
throughout  U.S.  Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Ste.  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 

PRIMARY  CARE  PHYSICIANS 

Multi-state  practice  association  seeks  BE/BC  primary 
care  physicians  for  unique  opportunities  in  PA,  NJ,  New 
England,  MD,  FL,  and  other  areas  of  the  U.S.  Most 
positions  offer  Monday-Friday  8 AM  to  5 PM  schedules 
with  up  to  five  weeks  paid  time  off.  Paid  malpractice. 
Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 

PHYSICIANS 
WE  SCHEDULE 
OUR  TIME  TO  FIT 

YOUR  TIME. 

We’re  very  flexible  in  the  Army  Reserve  about  time.  We  take 
into  account  your  practice,  your  time  and  availability. 

We’re  not  flexible  about  the  quality  of  medicine.  We  de- 
mand much  of  ourselves  and  of  every  member  of  our  medical 
team. 

If  you’d  like  to  learn  about  the  medical  opportunities  in  a 
nearby  Army  Reserve  unit,  call  your  Army  Medical  Personnel 
Counselor: 

Major  Claudia  Gibson 
609-667-8190 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 
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Classified 

Advertisements 

Space  Use  For 
Members  Only 

Copy  deadline:  5 th  of 
preceding  month;  Payment 
in  advance;  $5. 00 first  25 
words,  10#  each  additional. 
Count  as  one  word  all  single 
words,  two  initials  of  name, 
each  abbreviation,  isolated 
numbers,  groups  of 
numbers,  hyphenated 
words.  Count  name  and 
address  as  five  words, 
telephone  number  as  one 
word,  Box  No.  000, 

NEW  JERSEY  MEDICINE 
as  five  words. 


ENT  SPECIALIST— Certified,  ENT 
specialist,  20  years  experience;  interested 
in  part-time  office  for  ENT  and  minor 
surgeiy.  Will  supply  own  malpractice  in- 
surance. Call  201-778-1185. 

ASSOCIATE  NEEDED — For  very  active 
Geriatric  and  General  Practice.  Excellent 
opportunity  to  acquire  total  practice  in 
two  years  upon  retirement.  Reply  to  Box 
1381,  Island  Heights,  NJ  08732. 

CARDIOLOGIST/INTERNIST  NEEDED 

To  join  multi-specialty  group  in  Edison. 
Please  respond  to  P.O.  Box  2407,  Edison, 
NJ  08818. 

FAMILY  PHYSICIAN  NEEDED— For 

Family  Practice  Group  in  Flemington,  NJ. 
No  obstetrics;  automatic  coverage;  excel- 
lent hospital  with  Family  Practice  Resi- 
dency minutes  away,  professional  emer- 
gency room  coverage:  revised  new  salary 
structure;  vacation  benefits.  Please  send 
Curriculum  Vitae  to  Doctors  Doyle, 
Madonia  and  Manchen  of  The  Flem- 
ington Medical  Group,  6 North  Main 
Street,  Flemington,  NJ  08822. 

PEDIATRICIAN  NEEDED  — Fourth 
BC/BE  pediatrician  needed  to  join  a 
rapidly  growing  practice  in  rural  North- 
west New  Jersey.  Year-round  recreation, 
good  schools,  45  minutes  from  teaching 
hospitals,  one  hour  from  NYC.  Send  CV 
to  Box  No.  256,  NEW  JERSEY  MEDICINE. 

PHYSICIANS  NEEDED— For  successful, 
well-known,  walk-in  medical  office  center 
in  Central  NJ.  Full  and  part-time.  Skilled 
and  personable.  American  trained  MD's. 
Send  CV  to  Dr.  E.V.  McGinley,  1005  N. 


Washington  Avenue,  Green  Brook,  NJ 
08812.  201-968-8900. 

PHYSICIAN  NEEDED— Excellent  op- 
portunity, South  Jersey,  for  BC/BE  phy- 
sician to  join  immediately,  well  estab- 
lished BC  solo  practitioner  in  active,  gen- 
eral OB/GYN  practice.  Excellent  salary, 
incentive  plan  and  benefits  leading  to 
partnership.  Send  CV  to  Box  No.  257, 
NEW  JERSEY  MEDICINE. 

OB/GYN  NEEDED  — Multi-specialty 
group  in  Central  NJ  seeks  OB/GYN  phy- 
sician to  replace  retiring  member  of  4 
physician  OB/GYN  department.  Board 
certified  or  eligible.  Send  CV  to  Business 
Manager,  Sayreville  Medical  Group,  PA., 
26  Throckmorton  Lane,  Old  Bridge,  NJ 
08857.  201-679-5800. 

ORTHOPAEDIST  NEEDED- For  busy  4 
man  Orthopaedic  Group  Practice,  Jersey 
shore,  credentialled/experienced  in 
spinal  surgery  or  sportsmedicine.  Early 
partnership  potential.  Superb  opportu- 
nity for  physician  who  wants  to  reap  the 
professional,  emotional  and  financial  re- 
wards which  hard  work  and  dedication 
bring.  Exceptional  compensation  pack- 
age with  many  options  for  successful 
candidate  who  can  report  by  January  or 
February  1988.  In  New  Jersey  call  toll  free 
1-800-822-6374. 

PRACTICE  FOR  SALE— ENT.  well  estab- 
lished, 38  years  in  busy  Jersey  shore 
area  Call  evenings  201-872-9337  or 
days,  201-747-0230. 

PRACTICE  FOR  SALE— Family  Prac- 
tice/Intemal  Medicine.  North  Jersey, 
minutes  from  NYC.  Terms— call  home 
after  9:00  P.M.  or  weekends. 
201-836-1905  or  201-568-9192. 

PRACTICE  FOR  SALE— Family  Practice 
established  40  years  in  Hackensack  area 
Retiring.  Ideal  comer  office  and  home. 
Call  201-845-8451. 

PRACTICE/CONDO  OFFICE  FOR  SALE 

Internal  Medicine  and  Cardiology.  Gross 
over  8300,000.  Equipment— $150,000 
value.  Prestigious  area  luxurious  six 
room  office.  Call  after  8 P.M., 

201-539-8628. 

PRACTICE  FOR  SALE— Professional 
residential  Home/Office  on  3/4  acre.  35 
years  of  practicing  in  same  location. 
Comfortable  home.  Active,  well  equipped 
office  in  very  desirable  area  Suitable  for 
energetic  physician  or  two.  Will  stay  on 
to  introduce.  Write  Box  No.  255,  NEW 
JERSEY  MEDICINE. 

HOME/OFFICE  FOR  SALE— Princeton 
suburb.  Four  bedroom  home.  Two  exam- 
room  office.  Busy  road.  High  growth  area 
8350,000.  Call  201-874-0966. 

HOME/OFFICE  FOR  SALE— Profes- 
sional office  on  North  Wood  Avenue.  8 
large  rooms;  street  level  entrance  to  4‘/2 
room  office.  Brick,  finished  basement, 
centrally  air  conditioned.  Low 
$200,000’s.  Call  after  5 P.M.. 

201-245-2229. 

HOME/OFFICE  FOR  SALE-Roseland 

custom  Home  and  Office  suite  across 
from  the  Essex  Fells  Golf  Course.  This 
custom  designed,  built  and  decorated  18 
year  young  home  within  10  minutes  of 
3 major  hospitals,  with  a Tennessee 


marble  front  and  three  fireplaces  is  a rare 
opportunity  to  find.  Second  to  none  is 
the  year-round  landscaping  which 
makes  for  an  impressive  appearance  and 
majestic  backyard.  The  doctor's  suite  has 
a waiting  room,  2 examining  rooms,  con- 
sultation room,  secretaiy  area  lab  and  a 
lavatory.  Parking  is  sufficient  and  the  of- 
fice can  be  expanded.  An  extra  special 
feature  is  the  deluxe  basement  apart- 
ment with  2 bedrooms,  eat-in  kitchen, 
laundry  room,  bath  w/oversized  shower 
and  great  room  with  fireplace  for  parties. 
Please  write  to  Box  No.  258,  NEW  JER- 
SEY MEDICINE. 

EQUIPMENT  FOR  SALE — Cavitron  Dual 
Head  O.R  light,  ceiling  mount,  8300; 
SMR  ENT  chair  and  stool  with  light, 
8500;  excellent  condition.  Call 
609-597-6800. 

EQUIPMENT  FOR  SALE— EKG  ma- 
chine, Lumiscope  Astrograph  III;  IBM 
Wheelwriter  3,  electronic  typewriter;  both 
in  good  condition.  Call  evenings 
201-539-0547. 

OFFICE  SPACE — Paterson.  Ideal  for 
sub-specialist.  Modem  building.  Prime 
location,  immediate  occupancy.  Af- 
fordably priced.  Call  201-178-1000. 

OFFICE  SPACE — South  Amboy/Sayre- 
ville  area  Prime  comer  location  with 
1200  square  feet  in  newly  renovated 
building.  Close  to  South  Amboy  Hospital. 
Call  201-382-3412  or  201-727-1211. 

OFFICE  SPACE— Physician's  office  to 
rent.  Furnished,  flexible  hours.  Down- 
town Summit  with  parking  available. 
Telephone  201-522-9400. 

VACATION  RENTAL— British  Virgin 
Islands  (Virgin  Gorda).  Elegant  new  villa 
directly  on  own  private  snorkeling  beach, 
spectacular  panoramic  view  of  North 
Sound  including  Bitter-End  (dive  school, 
etc.)  Perfect  weather  year  round.  3 
bedrooms,  2 baths,  magnificent  liv- 
ingroom,  wrap  around  deck,  full  modem 
kitchen,  microwave,  dishwasher,  washer- 
dryer.  (Staff,  provisioning,  marina  res- 
taurant fishing,  pool,  tennis,  car  avail- 
able.) 81,890  week.  Call  609-921-7872. 

VACATION  RENTAL— Akumal;  Las 
Celosias,  a snorkeler’s  idyll,  one  hour 
Cancun;  3 bedrooms,  3 baths,  staff.  Over- 
looks lagoon — Caribbean.  White  sand 
beach,  accredited  diving  school.  Mayan 
mins  nearby.  May-Oct  $900;  Nov. -Apr. 
8 1 1 00/weekly.  Also  San  Cristobal  Las 
Casas,  Mexico:  El  Jacarandal,  enchant- 
ing guest  house  overlooking  Spanish  co- 
lonial town.  Indian  villages,  markets. 
Three  excellent  meals,  good  horses,  open 
bar.  890/person/day.  Write:  P.H.  Wood, 
Calle  Comitan  #7.  San  Cristobal  Las 
Casas,  Chiapas,  Mexico.  Call:  011-52- 
967-81065. 

VACATION  RENTAL— St  Croix:  One 
bedroom  villa  overlooking  Buck  Island. 
Fine  sand  beach,  tennis,  pool,  9 hole  golf 
course;  8975  per  week.  Call  201- 
822-3003,  days;  evenings,  201- 
464-0040. 

CLASSIFIED  ADVERTISING— Replies/ 
Requests:  NEW  JERSEY  MEDICINE. 
Advertising  Office,  370  Morris  Avenue, 
Trenton.  NJ  0861 1 or  call  609-393-7196 
for  availability. 
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Introducing  the  improved,  bath- 
free  lithotripter . . . the  first  of  its  kind, 
nationwide . . . available  at  The 
Stone  Center  of  New  Jersey. 

The  new  Dornier  HM-4  uses 
the  same  principles  as  did  the 
previous  lithotripter. . . but 
now  the  procedure  is  easier  to 
perform  and  less  stressful  for 
your  patients. 

Using  a simple  water-filled 
cushion  instead  of  the  cumber- 
some water  bath,  the  HM-4  is  of  New  Jersey 


the  latest  refinement  available  in  litho- 
tripter design. 

And  it’s  available  now. ..  at 

The  Stone  Center.  So,  contact 
Arlyn  Rayfield  today,  and 
inquire  about  ESWL®  treat- 
ment and  machine  demon- 
strations. 


After  all,  your  patients  don’t 
need  to  take  a bath. 

The  Stone  Center  of  New  Jer- 
sey. For  the  new  wave  in  kid- 
ney stone  treatment. 


150  Bergen  Street,  Newark,  NJ  07103-2425 
(201)  456-4765  • 1-800-52-STONE 


Your  kidney  stone  patients 
don’t  need  to  take  a bath. 


®Registered  trademark  of  Dornier. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and 
2.5  mg  clidinium  bromide. 


Please  consult  complete  prescribing  information,  a summary 
of  which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  indi- 
cations as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepox- 
ide HCI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  ot  lactation  may  occur. 


Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors,  phe- 
nothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions 
reported  in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope 
reported  in  a few  instances.  Also  encountered:  isolated 
instances  of  skin  eruptions,  edema,  minor  menstrual  irregu- 
larities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent,  generally  con- 
trolled with  dosage  reduction;  changes  in  EEG  patterns  may 
appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  pro- 
tracted therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 
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Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


When  brain  and  bowel  conflict.. 


JL 


It’s  time 

far  the  Peacemaker. 


In  irritable  bowel  syndrome*  anxiety  can  aggravate  intestinal  symptoms,  which  may 
further  intensify  anxiety  — a distressing  cycle  of  brain/bowel  conflict.  Librax  intervenes  with 
two  well-known  compounds.  The  Librium®  ( chlordiazepoxide  HCl/Roche)  component 
safely  relieves  anxiety.  And  Quarzan®  (clidinium  bromide/Roche)  provides  antisecretory 
and  antispasmodic  action  to  relieve  discomfort  associated  with  intestinal  hypermotility. 

Dual  action  — for  peace  between  brain  and  bowel.  Because  of  possible  CNS  effects,  caution 
patients  about  engaging  in  activities  requiring  complete  mental  alertness.  Specify  Adjunctive 

LIBRAX 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  bromide 

♦Librax  has  been  evaluated  as  possibly  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  the  irritable  bowel  syndrome. 

Copyright  © 1987  by  Roche  Products  Inc.  All  rights  reserved.  Please  see  summary  of  prescribing  information  on  adjacent  page. 
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WAYS 
TO  AVOID 
MALPRACTICE 
SUITS 


E & W BLANKSTEEN  AGENCY,  IN 


THE 

LANKSTEEN 

COMPANIES 


161  WILLIAM  STREET 
NEW  YORK,  NY  10038 
(212)  732-9435 

75  MONTGOMERY  STREET 
JERSEY  CITY,  NJ  07302 
(800)  BLANK -AG 
(201)  333-4340 


The  Medical  Society  of  New  Jersey  Endorsed  Plan 

providing  LOW  COST  ■ HIGH  QUALITY 
TIME  PROVEN  PLANS 

■ Disability  Income 

■ Comprehensive  Hospitalization 

■ Major  Medical 

■ llmbrella  Major  Medical 

■ Hospital  Cash  Allowance 

■ High  Limit  Accident 

■ Term  Life  Insurance 

■ Professional  Overhead  Expense 

■ Group  Keogh  Plans 


BLANKSTEEN 

BROKERAGE  CORPORATIOr 


HOMEOWNERS 

■ Valuable  Items 

■ Scheduled  Items 

■ Workers  Compensation 

■ Mortgage  Coverage 

■ Umbrella  Liability 

OFFICE 

■ Comprehensive  Package 

■ Employee  Statutory  Coverage 

■ Employee  Benefits 


BLANKSTEEN  ECONOMIC 
SERVICES  CORPORATION 


■ Pension  Plans 
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A better  alternative 
for  hypertensives  who 
are  going  bananas ... 


5pare  your  patients  the  extra  cost- 
in  calories,  sodium  and  dollars. 

5pare  your  patients  the  rigors  of 
dietary  K+ supplementation. 


25mg  hlydrochlorothiazide/50 mg  Tria mteren e/5 ti F 

Effective  antihypertensive 
therapy...without 

the  bananas 


* Not  for  initial  therapy.  See  brief  summary 

without  a history  of  allergy  or  bronchial  asthma  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide 
component  of  'Dyazide ' is  about  50%  of  the  bioavailability  of  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  ‘Dyazide  ’.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropin/ACTHI).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made , especially  in  the  elderly  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function  They  can  precipitate  coma 
in  patients  with  severe  liver  disease  Observe  regularly  lor  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  relaxants  such  as  tubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore.  'Dyazide 1 should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A few  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  ‘Dyazide ' when  treated 
with  mdomethacin  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  Dyazide'.  The 


DAW 

'DYAZIDE' AS  WRITTEN. 


following  may  occur,  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  Dyazide  ’ interferes  with  fluorescent  measurement  of 
quinidme  Hypokalemia  is  uncommon  with  'Dyazide  '.  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilulional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  'Dyazide 1 should  be  withdrawn  before 
conducting  tests  for  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  of  other  antihypertensive  drugs  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity. purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics)  Necrotizing  vasculitis  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  of  acute 
interstitial  nephritis  have  been  reported  Impotence  has  been 
reported  in  a few  patients  on  Dyazide ',  although  a causal 
relationship  has  not  been  established 
Supplied:  Dyazide ' is  supplied  as  a red  and  white  capsule,  in 
bottles  of  1000  capsules:  Single  Unit  Packages  (unit-dose)  of 
100  (intended  for  institutional  use  only):  in  Patient-Pak’"  unit- 
of-use  bottles  of  100. 

BRS-DZ:L45 


a product  of 

SK &F  CO.  f SK&FCo,  1987 

Cidra,  PR  00639 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  In  the  severely  ill,  with  urine  volume  less  than  one  liter/ 
day  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K*  levels  should  be  determined. 

If  hyperkalemia  develops,  substitute  a thiazide  alone,  restricts 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 
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Introducing  the  improved,  bath- 
free  lithotripter . . . the  first  of  its  kind, 
nationwide . . . available  at  The 
Stone  Center  of  New  Jersey. 

The  new  Dornier  HM-4  uses 
the  same  principles  as  did  the 
previous  lithotripter. . . but 
now  the  procedure  is  easier  to 
perform  and  less  stressful  for 
your  patients. 

Using  a simple  water-filled 
cushion  instead  of  the  cumber- 
some water  bath,  the  HM-4  is  of  New  Jersey 


the  latest  refinement  available  in  litho- 
tripter design. 

And  it’s  available  now. . . at 
The  Stone  Center.  So,  contact 
Arlyn  Rayfield  today,  and 
inquire  about  ESWL®  treat- 
ment and  machine  demon- 
strations. 


After  all,  your  patients  don’t 
need  to  take  a bath. 

The  Stone  Center  of  New  Jer- 
sey. For  the  new  wave  in  kid- 
ney stone  treatment. 


150  Bergen  Street,  Newark,  NJ  07103-2425 
(201)  456-4765  • 1-800-52-STONE 


Your  kidney  stone  patients 
don’t  need  to  take  a bath. 


®Registered  trademark  of  Dornier. 
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HEALTHY  COVERAGE 

through  the 

MSNJ  GROUP! 

MSNJ  offers  qualified  doctors  the  comprehensive  protection  most  patients 
enjoy,  with  the  service  and  efficiencies  inherent  to  large,  well-run  group 
plans.  MSNJ  Group  insurance  is  flexible.  You  prescribe  the  plan  that  will 
provide  healthy  coverage  for  yourself,  your  family,  and  your  practice.  Take 
advantage  of  MSNJ  Group  Blue  Cross/Blue  Shield,  Major  Medical  and 
Dental  insurance  . . . it's  good  preventive  medicine! 

Donald  F.  Smith  & Associates 
One  Airport  Place,  Route  206  North 
P.O.  Box  2197 
Princeton,  New  Jersey  08540 
(609)924  8700  (800)227-6484 


— [DONALD  F SMITH^V ASSOCIATES] 

Considering  computerizing  your  practice? 
If  so , then  please  consider  . . . 

Compu  Medic™ 

Practice  Management  Software  from  Data  Strategies,  Incorporated. 


Proven 

Field  tested,  enhanced  and  in  use  for  eight  years  by 
specialists  of  all  types  in  over  30  states. 

Supported 

On-site  installation  and  Training,  Software  Maintenance, 
Newsletters,  Telephone  Support,  System  Updates,  Monthly 

Seminars 

Complete 

Includes  Accounts  Receivable,  Patient  Billing,  Insurance 
Processing  (both  paper  and  electronic),  Word  Processing, 
Report  Generation,  Patient  Recall 

Economical 

Purchase  or  Finance.  Financing  (hardware  and  software) 
from  $295.00  per  month.  Computer  equipment  selected  in 
consultation  with  you — depending  on  YOUR  particular 
needs. 

Data  Strategies  has  numerous  referral  letters  on  file.  These  can  be  made  available  to  you  along  with  the  telephone 
numbers  of  some  of  our  clients  in  your  area.  Simply  cail  the  number  below.  In  addition,  if  you  wish  to  see 
CompuMedic,  we  would  gladly  provide  you  with  a demonstration  or  show  you  a system  currently  in  operation. 

CompuMedic  is  a product  of  CALL  (201)  762-8600 

COM-MED-EAST 

MYRON  S.  DENHOLTZ,  MD 
148  LENOX  TERRACE 
MAPLEWOOD,  NJ  07040 


Data  Strategies,  Incorporated 

17150  Via  Del  Campo,  Suite  203 
San  Diego,  California  92127 
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MEDICAL  SCHOOL  ENROLLMENT 

Applicants  to  U.S.  medical  schools  decreased  by 
1,570  in  1986-1987  according  to  the  JAMA  annual 
issue  on  medical  education.  Graduates  in  1987  are 
expected  to  number  15,872  compared  with  16,117  in 
1986.  The  number  of  first-time  enrolled  students  was 
16,206  and  represented  a decline  for  the  fourth  year 
in  a row.  Total  enrollment  dropped  from  66,604  in 
1985-1986  to  66.142  in  1986-1987. 

MANDATORY  RECERTIFICATION 

Rep.  Fortney  (Pete)  Stark  has  introduced  the  Medi- 
cal Physician  Competency  Certification  Act  of  1987.  It 
calls  for  physicians  who  are  paid  by  Medicare  to  take 
and  pass  a written  examination  every  seven  years.  The 
Secretary  of  HHS,  in  consultation  with  organizations 
that  license  and  certify  physicians,  is  directed  to  estab- 
lish examination  standards  that  assess  knowledge 
necessary  for  the  practice  of  medicine.  The  Secretary 
is  to  determine  whether  examinations  given  by  an  or- 
ganization meet  established  standards,  and  to  provide 
for  an  approved  examination  for  physicians  who  do 
not  participate  in  a qualified  program.  Uncertified 
physicians  are  to  inform  Medicare  beneficiaries  in  ad- 
vance, that  no  Medicare  payment  will  be  made  for  ser- 
vices and  the  physician  may  not  charge  for  services 
unless  the  beneficiary  agrees  in  advance,  in  writing,  to 
pay  for  such.  Specialty  groups  and  state  medical  licens- 
ing boards  may  apply  for  recognition  as  qualified  pro- 
grams. 

CPT  CODING  TEXTBOOK 

Medical  Administration  Publications  (MAP.)  has 
announced  the  release  of  the  first  textbook  on  CPT  and 
HCPCS  coding.  Authored  by  Gary  Knaus,  one  of  the 
nation’s  leading  authorities  on  physician  reimburse- 
ment, the  text  focuses  on  teaching  physicians  and  staff 
how  to  code  to  achieve  optimal  reimbursement.  A wide 
range  of  topics  is  covered  in  the  book  including:  modi- 
fiers, consultants,  levels  of  service,  HCPCS  versus  CPT 
coding,  techniques  for  optimizing  reimbursement, 
medicine,  and  surgery  coding.  The  text  is  recommend- 
ed for  beginner  as  well  as  advanced  coders  and  con- 
tains more  than  190  coding  problems  with  solutions. 
Copies  of  CPT  and  HCPCS  Coding  for  Optimal  Reim- 
bursement can  be  ordered  from:  MAP.,  P.O.  Box  9268, 
Downers  Grove,  IL  60515.  The  cost  of  $39.95  includes 
shipping  and  handling. 


CDC  GUIDELINES 

The  Centers  for  Disease  Control  (CDC)  have  issued 
public  health  service  guidelines  for  counseling  and 
antibody  testing  to  prevent  HIV  infection  and  ADS. 
These  guidelines  are  printed  in  the  August  14  issue 
of  CDC’s  MMWR,  and  are  much  stronger  than  pre- 
viously published  guidelines. 

The  report  emphasizes  the  importance  of  counseling 
before  and  after  testing  to  reduce  the  risk  of  acquiring 
or  spreading  the  HIV  infection.  The  CDC  cautions 
physicians  that  unauthorized  disclosure  of  personal 
information  and  discrimination  can  discourage  indi- 
viduals from  seeking  counseling  and  testing. 

The  Centers  for  Disease  Control  recommended  pri- 
vate physicians  establish  a policy  to  provide  counsel- 
ing after  informing  patients  that  testing  will  be  done. 
Except  where  testing  is  required  by  law,  individuals 
have  the  right  to  decline  to  be  tested  without  being 
denied  health  care  or  other  services,  the  report  says. 
Physicians  should  routinely  counsel  and  test  the  fol- 
lowing groups: 

• Persons  who  may  have  a sexually  transmitted  dis- 
ease: 

• IV-drug  users; 

• Persons  who  consider  themselves  at  risk: 

• Women  of  childbearing  age  with  identifiable  risks 
for  HIV  infection: 

• Persons  planning  marriage; 

• Persons  undergoing  medical  evaluation  or  treat- 
ment for  conditions  which  are  commonly  found 
in  persons  with  HIV  infection: 

• Persons  admitted  to  hospitals  in  the  age  groups 
at  highest  risk  for  infection; 

• Persons  in  correctional  institutions;  and, 

• Prostitutes. 

Persons  who  are  HlV-antibody  positive  should  be 
instructed  in  how  to  inform  their  partners  and  to  refer 
them  for  counseling  and  testing.  If  necessary,  physi- 
cians or  health  department  personnel  should  use  con- 
fidential procedures  to  assure  that  the  partners  are 
notified,  the  report  states. 

MEDICARE  PREMIUM  INCREASE 

Here  are  some  facts  on  the  recently  announced  39 
percent  increase  in  Medicare  Part  B premiums  that 
have  not  been  reported  in  the  media.  They  were  re- 
searched by  the  American  Society  of  Internal  Medicine 
(ASIM). 
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Nearly  one-half  of  the  premium  increase  is  because 
Part  B premiums  have  been  artificially  held  down  for 
the  past  two  years.  In  1987,  premiums  were  set  $2.86 
below  the  amount  needed  to  keep  up  with  the  Medicare 
expenditures. 

The  other  half  of  the  premium  increase  is  due  to 
increases  in  Part  B expenditures,  but  physician  fees 
have  practically  nothing  to  do  with  this  increase.  More 
Medicare  beneficiaries,  speedier  payment  of  claims. 
Medicare  payment  updates,  and  more  services  pro- 
vided account  for  20  percent  of  the  increase. 

Two  percent  of  the  increase  is  due  to  more  Medicare 
beneficiaries  than  the  prior  12  months,  the  result  of 
an  aging  population.  Obviously,  nothing  can  be  done 
about  this  part  of  the  cost  increases. 

Two  percent  is  due  to  a new  law  passed  by  Congress 
that  requires  prompt  payment  of  Medicare  claims. 
Congress  passed  this  law  because  patients  were  wait- 
ing as  long  as  six  weeks  to  get  reimbursed  by  the 
program — something  everyone  agreed  was  unaccept- 
able. The  result  is  that  Medicare  paid  more  claims  in 
1986-1987  rather  than  delaying  and  paying  them  in 
the  following  year  as  they  had  done  in  the  past.  Again, 
nothing  could  be  done  about  this  portion  of  the  in- 
crease, unless  Congress  just  ignored  the  problem  of 
slow  payment. 

Seven  percent  of  the  increase  is  due  to  Congress’ 
decision  to  update  Medicare  payments  to  patients, 
physicians,  suppliers,  laboratories,  and  other  non- 
physician providers  (the  so-called  Medicare  “allowable 
charge”)— the  first  increase  in  payments  in  almost  four 


years  for  most  physician  services  since  Congress,  in 
1984,  froze  payments  for  most  physician  services  until 
1987  at  July  1.  1983  levels. 

The  subtotal  1 1 percent  represents  the  amount  of 
the  cost  increase  due  to  demographic  changes  (aging 
population)  and  laws  Congress  itself  enacted  to  correct 
problems  in  the  Medicare  program.  (It  is  unfortunate 
that  some  members  of  Congress  now  are  blaming 
physicians  for  the  cost  of  laws  they  themselves 
enacted). 

Adding  9 percent  represents  more  services  provided 
to  Medicare  patients  (the  so-called  "utilization,"  “vol- 
ume," or  “intensity”  increases).  This  factor — which 
represents  less  than  half  of  the  overall  cost  in- 
crease—is  the  only  one  that  can  be  directly  attributable 
to  physicians,  at  least  in  part,  since  they  order  many 
(but  not  all)  medical  services  for  their  patients.  But 
"more  services"  does  not  necessarily  mean  "unneces- 
sary services,"  as  discussed  below. 

The  total  increase  is  20  percent,  July  1,  1986, 
through  June  30,  1987. 

POCKET  CALENDAR 

The  pocket  calendar  jointly  produced  by  MSNJ  and 
MIIENJ  has  a misprint  for  the  month  of  October.  The 
first  day  of  the  month  begins  on  Saturday,  not  Sunday. 
Each  date  needs  to  be  updated  by  one  day. 

FINI 

“It  is  difficult  to  soar  like  an  eagle,  if  you  have  to 
fly  with  turkeys." 
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NEW  JERSEY  MEDICINE 


ITS  NOT  JUST 
MONEY  IN  THE 
BANK. 


How  do  you  know  you're  collecting  as  much  money  as  you  should  be?  What 
percentage  of  your  billing  for  professional  services  is  currently  going  uncollected?  And 
why  be  satisfied  with  your  cash  flow  when  you  could  be  generating  even  more?  It’s 
time  to  make  a change. 

SANDATA  MEDICAL  INFORMATION  SYSTEMS  makes  it  easy  to  maximize  revenues. 
With  more  than  15  years  of  experience  in  processing  and  collecting  health  care 
claims,  we  at  SANDATA  have  developed  a program  guaranteed  to  improve  practice 
management  and  cash  flow. 

At  SANDATA,  we  handle  billing,  collection  and  account  management  more 
productively  than  any  other  system.  Our  staff  of  150  experts  will  work  with  you  to 
accommodate  the  needs  of  any  specialty.  We  respond  to  patient  inquiries,  monitor 
insurance  carriers,  follow  up  and  follow  through  on  every  aspect  of  the  billing  process. 
And  we  never  stop  until  the  claim  is  resolved. 

We  also  supply  you  with  frequent  reports,  invaluable  as  marketing  and  financial 
management  aids.  These  reports  help  you  establish  budgets,  give  you  a means  of 
tracking  referrals  to  your  practice,  procedures  performed  and  more,  so  you  can 
maximize  your  profit  potential. 


We  not  only  think  we  have  the  best  practice  management  system,  we’ll  prove  it.  Allow 
us  to  do  a FREE  Computer  Analysis  of  your  billing,  and  we’ll  show  you  that  we  can 
expedite  cash  flow  and  significantly  reduce  turnaround  time,  even  on  long-pending 
Medicare  and  Medicaid  accounts.  We’ll  tell  you  how  much  you  should  be  collecting, 
even  before  we  do  the  billing! 


Flexible  and  compatible,  our 
computer  can  extract  patient 
information  from  hospital  data 
processing  departments.  And  our 
results  are  consistent:  increased 
cash  flow  and  collection  rates. 
Maximized  profits.  And  more  money 
in  the  bank. 

To  arrange  for  your  FREE  Computer 
Analysis,  mail  our  coupon  or  call: 

1-800-544-SAND 

IN  NV 

516-484-0700 


SANDATA 

MEDICAL  INFORMATION 
SYSTEMS 


MAIL  TO: 

SANDATA  MEDICAL 
INFORMATION  SYSTEMS  INC. 

48  Harbor  Park  Dr.,  Port  Washington,  NY  11050 

1-800-544-SAND  • IN  NY  516-484-0700 


□ YES,  I want  a FREE  Computer  Analysis. 

□ Please  have  your  sales  representative  call.  I 
understand  there  is  no  cost  or  obligation  for 
a consultation. 

CH  I would  like  to  know  more  about  your 
services.  Please  send  me  additional 
information. 

NAME 

TITLE 

ORGANIZATION  

ADDRESS 


BEST 

TIME 

NJM1087 


CITY/STATE/ZIP 

TELEPHONE 


L. 
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SARANTOS 

&COMPANY 


Dr.  S.  Randy  Sarantos,  President 


The  Doctors’  Money  Doctor 


Investment  Management  Services 

Pension,  Personal  and  Childrens’  Edu- 
cational Asset  Management  Programs 

Tbtal  Financial  Planning  Services 

Wide  selection  of  10  different  financial 
plans  for  every  budget  level 

Insurance  Advisory  Services 

Custom-designed  Insurance  and  Risk 
Management  programs 

Practice  Management  Services 

Buy/Sell,  Associate  Advisory  Services, 
Practice  Evaluations,  Cash-Flow  Analysis 

Seminar  Education  Services 

Special  Financial  Seminar  programs  for 
professional  societies,  groups  & 
institutions 


Exclusive  Marketing  Agents  For: 


Pro-Tkch 

Practice  Evaluations 

Low-cost  Expanded 
Option  Analysis,  including 
180  values  for  your 
practice. 


National  Association 
of  Doctors  (NAD) 

Exclusive  agents  in 
Eastern  PA,  NJ  and  CT, 
providing  low-cost,  high 
quality  financial  services. 


YES:  I would  like  to  know  more  about  Professional 

Financial  Services.  Please  send  me  a free  brochure. 


Name 


Address 

City State Zip 

Sarantos  & Company,  Inc.  240  Cedar  Knolls,  Rd.,  Suite  310 
Cedar  Knolls,  NJ  07927  (201)  539-4000 

— OR  CALL  1-800-223-0164  — 


The  principals  of  Sarantos  & Company.  Inc  . a Registered  Investment  Advisor,  are  also  represen 
tatives  of  Integrated  Resources  Equity  Corp  , Member  NASD  & SIPC.  and  a registered  broker  dealer 


^ HIGH  QUALITY 
IMAGING  CENTERS 


Cm.'s  CT,  MR,  MAMMOGRAPHY, 
and  OSTEOPOROSIS  marketing 
programs  are  so  effective  in  the 
tn-state  area,  we  want  to  share 
our  ideas  with  you. 

Full  service  marketing  firm  serving 
healthcare  professionals. 


Creative  Public  Relations 


211  Essex  Street 
Suite  405 

Hackensack.  New  Jersey 
07601 

(201)342-9111 
(212)  432-2490 


Call  for  a complimentary  consultation 


Oct.  30,  1987 

$2,160,000 

Mercer  County 
M.R.I.  Consortium  L.P. 

a New  Jersey  Partnership 

St.  Francis  Medical  Center 
Mercer  Medical  Center 
Hamilton  Hospital 
St.  Lawrence  Rehabilitation  Center 

financing  provided  by 

United  Jersey 

The  fast-moving  bank . 

Medical  Banking  Group 
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Professional  Liability 
Commentary* 

Liability  Outlook 


Orthopaedic  Surgeons  Leaving  Massa- 
chusetts; Post-trial  Processes  Reduce 
Awards;  Canadian  Physician  Malprac- 
tice Suits;  Nurse  Practitioner  Coverage; 
Medical  Liability 


ORTHOPAEDIC  SURGEONS  LEAVING 
MASSACHUSETTS 

Massachusetts  has  lost  90  of  its  practicing  or- 
thopaedic surgeons  since  1983,  a decrease  of  20  per- 
cent according  to  statistics  from  the  Massachusetts 
Orthopaedic  Association.  Of  the  90  physicians,  36 
moved  out  of  state,  20  retired,  5 died,  and  30  ceased 
performing  surgery  although  they  still  see  patients. 
Survey  results  also  indicate  that  the  number  of  or- 
thopaedic surgeons  staying  in  the  state  after  gradu- 
ating from  Massachusetts  training  programs  has 
dropped  from  20  to  22  until  1980  (of  an  average  29 
graduates  each  year)  to  an  average  of  12  in  recent 
years. 

The  three  most  common  reasons  cited  by  survey 
respondents  who  had  retired,  moved  out  of  state,  or 
restricted  their  practices  were:  1)  extremely  high  lia- 
bility premiums,  2)  caps  on  fees  controlled  by  the  state, 
which  prohibits  balance  billing,  and  3)  the  state's  man- 
datory Medicare  assignment. 

RAND  SAYS  POST-TRIAL  PROCESSES  REDUCE 
AWARDS,  PRECLUDE  TORT  REFORM  NEED 

A new  study  by  the  Rand  Corporation’s  Institute  for 
Civil  Justice  questions  the  need  for  some  proposed  tort 
reforms. 

Michael  G.  Shanley  and  Mark  A.  Peterson,  authors 
of  a 76-page  study.  ‘‘Post-trial  Adjustments  to  Jury 
Awards,”  said  they  performed  their  research  in  part 
because  recent  national  debate  on  tort  reform  has 
focused  on  the  large  size  of  awards.  Earlier  Rand  stud- 
ies have  documented  the  fact  that  the  average  jury 
award  has  "increased  significantly  in  recent  years." 


But  in  ignoring  the  effects  of  post-trial  processes 
already  in  place,  the  authors  said  "Critics  are  passing 
judgment  on  the  current  system  before  fully  evaluating 
it.”  Shanley  and  Peterson  said  that  trial  courts  can 
reduce  awards,  overturn  juries’  decisions,  or  grant  new 
trials,  and  courts  of  appeals  can  change  awards  or 
order  new  trials.  Or,  awards  sometimes  are  reduced  in 
settlements  to  avoid  litigating  appeals. 

Just  what  the  actual  effects  of  these  post-trial  pro- 
cesses are  on  awards  was  determined  by  surveying 
attorneys  in  a sample  of  concluded  civil  jury  trials  in 
a number  of  California  counties  and  in  Cook  County, 
Illinois. 

In  one  out  of  five  cases  (and  one  of  four  cases  won 
by  plaintiffs),  the  original  verdict  was  modified  in  post- 
trial proceedings.  Not  surprisingly,  the  larger  the 
award,  the  smaller  the  proportion  that  defendants  fi- 
nally pay.  Here  are  average  payouts  in  comparison  with 
initial  awards: 

• Awards  less  than  $100,000 — 93  cents  paid  on  the 
dollar. 

• Awards  between  $100,000  and  $1  million— 82 
cents  paid  on  the  dollar. 

• Awards  between  $1  and  $10  million— 68  cents 
paid  on  the  dollar. 

For  all  cases,  plaintiffs  receive  an  average  of  7 1 cents 
of  every  dollar  awarded  by  juries  in  civil  actions. 

“Eighty  percent  of  jury  verdicts  remained  un- 
changed after  trial,”  the  researchers  said.  In  a few 
cases— 2 percent  for  defendants  and  3 percent  for 
plaintiffs— payments  were  increased  in  post-trial  ac- 
tivity. 

A closer  look  at  eventual  awards  showed  that  medi- 
cal malpractice  cases  varied  from  the  norm. 

“Large  jury  awards  in  high-stakes  personal  injury 
litigation  do  not  always  end  with  relatively  small  pay- 
ments. Medical  malpractice  and  product  liability  cases 
produce  large  awards  (averaging  $528,000  and 
$539,000.  respectively)  compared  to  other  types  of  per- 
sonal injury  cases  (which  have  an  average  award  of 
$104,000),”  the  authors  said. 

As  with  all  cases  studied,  the  bigger  the  initial 
award,  the  smaller  the  proportion  eventually  paid.  This 
proved  true  for  medical  malpractice  where  the  overall 
payout  rate  was  67  percent  of  the  initial  award  com- 
pared to  78  percent  in  other  personal  injury  cases,  but 
not  so  in  product  liability  where  the  payout  was  91 
percent  of  the  award. 

The  study  by  the  Rand  Corporation's  Institute  for 
Civil  Justice  shows  reductions  in  initial  civil  awards, 
but  in  this  study  does  not  consider  increasing  size  and 
frequency  of  such  awards.  Another  Rand  study,  enti- 
tled “The  Civil  Jury  in  the  1980s,”  also  based  on  a 
review  of  jury  verdicts  in  California  this  time  in  San 
Francisco  and  Los  Angeles  Counties,  and  Cook  County, 
revealed  that  the  average  award  in  San  Francisco  in- 
creased 69  percent  from  $ 1 79,000  to  $302,000  and  in 
the  Chicago  area  the  average  award  jumped  83  per- 
cent, from  $138,000  to  $252,000  for  the  periods  stud- 
ied—1975  to  1979  and  1980  to  1984. 

The  study  also  found  that  people  who  filed  lawsuits 

This  item  from  the  Department  of  Professional  Liability  Con- 
trol, MSNJ,  was  prepared  by  James  E.  George,  M.D.,  J.D.,  and 
A Ronald  Rouse,  who  are  Director  of  the  Department  and  the 
Director  of  Special  Projects,  respectively. 
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in  the  1980s  have  a better  chance  of  winning— 64 
percent  of  the  time.  Also,  it  documented  a trend  toward 
more  $1  million  plus  awards.  Los  Angeles  County 
juries  returned  91  awards  of  more  than  Si  million 
between  1980  and  1984  and  Cook  County  awarded 
67— twice  the  number  of  the  previous  five  years.  There 
was  a 6 percent  increase  in  million  dollar  awards  in 
San  Francisco  as  well. 

More  of  the  awards  are  going  to  the  high-stakes 
cases— product  liability  and  medical  malpractice.  Aver- 
age awards  for  medical  and  product  liability  cases  in 
San  Francisco,  for  example,  exceeded  $1  million.  It  is 
in  the  big  awards  that  such  elements  as  pain  and 
suffering  and  other  general  damages  often  figure 
prominently.  (Medical  Liability  Monitor,  Vol.  12,  Num- 
ber 7.  July  23.  1987) 

MALPRACTICE  SUITS  AGAINST  CANADIAN 
PHYSICIANS  INCREASING  DRAMATICALLY 

The  Canadian  Medical  Protective  Association 
(CMPA)  reports  a 33  percent  jump  in  the  number  of 
lawsuits  filed  against  its  42,500  insured  physicians 
last  year.  Not  only  that,  the  CMPA  says  it  is  spending 
considerably  more  in  legal  costs  and  in  settlements 
and  judgments — a trend  with  which  the  Association 
understandably  is  less  than  pleased. 

CMPA’s  Dr.  F.  Norman  Brown,  secretary-treasurer  of 
the  group  that  represents  close  to  90  percent  of  all 
doctors  in  Canada  attributed  the  increase  in  claims 
frequency  to  advances  in  medical  technology  that  have 
led  to  unrealistic  expectations  by  patients. 

“We  can’t  put  a finger  on  a particular  issue,  but 
Canadians  are  hearing  America's  problems  with  mal- 
practice, and  we  can’t  help  but  think  that  the  publicity 
contributes  to  the  problem,"  Dr.  Brown  said.  ( Medical 
Liability  Monitor,  Vol.  12,  Number  6.  June  26,  1987) 

GOOD  NEWS,  BAD  NEWS  FOR 
NURSE  PRACTITIONERS 

The  good  news  is  that  nurse  practitioners  have  been 
assured  of  professional  liability  coverage  for  another 
year.  The  bad  news  is  their  premiums  will  skyrocket 
from  $58  to  $1,500  per  year.  Chicago  Insurance  Co., 
underwriters  of  the  American  Nurses  Association 
(ANA)  policy,  announced  it  will  continue  to  issue  occur- 
rence rather  than  claims  made  policies. 

ANA  and  the  nurse  practitioners  promise  to  resist 
the  huge  increase.  Along  with  building  a case  to  prove 
nurse  practitioners  are  a good  insurance  risk,  ANA 
plans  to  form  a national  alliance  of  nurses,  state  as- 
sociations, and  specialty  and  public  health  groups  to 
lobby  Congress  for  relief.  ANA  also  plans  to  make  state 
insurance  commissioners  aware  that  nurse  practi- 
tioners, with  incomes  generally  under  $10,000,  could 
lose  their  practices  and  that  would  adversely  affect 
health  care  among  low-income  and  rural  communities. 

( Medical  Liability  Monitor.  Vol.  12,  Number  7,  July  23, 
1987) 


GAO  REPORT  ON  MEDICAL  LIABILITY 

The  U.S.  General  Accounting  Office  has  issued  the 
fourth  in  its  series  of  reports  on  the  medical  liability 
crisis,  entitled  Medical  Malpractice:  Characteristics  of 
Claims  Closed  in  1984.  The  document  analyzes  a sam- 
ple of  1,706  claims  closed  in  1984  by  102  insurers  and 
includes  data  from  each  of  the  50  states  and  the  Dis- 
trict of  Columbia  As  such,  the  report  represents  the 
first  medical  closed  claims  review  that  is  national  in 
scope  since  the  publication  of  the  National  Association 
of  Insurance  Commissioner's  study  in  1978. 

GAO's  findings  support  a number  of  arguments  fre- 
quently voiced  by  proponents  of  change  in  the  tort 
system.  For  example,  its  data  disclosed  that  57  percent 
of  the  claims  analyzed  were  closed  without  an  indem- 
nity payment.  Moreover,  of  the  estimated  $807  million 
spent  on  the  defense  of  the  total  claims  closed  in  1984, 
$349  million,  or  43  percent  was  spent  to  defend  claims 
which  ultimately  were  closed  without  indemnity.  Al- 
though GAO  makes  no  findings  as  to  the  merit  or  lack 
of  merit  of  these  unsuccessful  claims,  clearly  a sub- 
stantial portion  of  the  total  transaction  costs  of  the 
system  is  spent  on  claims  where  there  apparently  was 
no  finding  of  fault  or  any  compensation  going  to  an 
injured  claimant. 

GAO’s  data  also  confirmed  that  a highly  dispropor- 
tionate amount  of  total  damages  for  pain  and  suffering 
(about  62  percent)  is  awarded  in  a very  small  number 
of  high  verdict  cases  (about  2 percent).  For  purposes 
of  the  study,  the  high  verdict  cases  were  those  which 
involved  noneconomic  damage  payments  of  $200,000 
or  more.  On  the  other  hand,  for  the  vast  majority  of 
claims  in  which  pain  and  suffering  awards  were 
broken  out,  these  awards  were  for  $50,000  or  less. 

These  finds  should  lend  strong  support  to  proposals 
for  reasonable  statutory  limits  on  noneconomic  dam- 
ages which,  if  applied,  are  likely  to  save  millions  of 
dollars  and  improve  the  predictability  of  jury  awards, 
while  actually  affecting  only  a tiny  percentage  of  the 
number  of  claims  filed. 

Unfortunately,  the  GAO  report  also  is  likely  to  fuel 
the  arguments  of  those  who  seek  to  blame  the  liability 
crisis  on  “bad”  doctors,  due  to  its  finding  that  42  per- 
cent of  physicians  had  more  than  one  claim  made 
against  them.  This  position  was  underscored  by  Rep- 
resentative John  L.  Porter’s  (R-IL)  statement  at  an 
April  24,  1987,  press  conference  that  the  data  in- 
dicated an  urgent  need  to  weed  out  “incompetent 
physicians."  Yet,  as  previously  discussed,  the  report 
acknowledges  that  57  percent  of  claims  are  closed  with 
no  finding  of  negligence.  Moreover,  GAO’s  results  dis- 
close that  a disproportionate  number  (almost  24  per- 
cent) of  claims  against  physicians  were  filed  against 
obstetricians  or  surgeons,  suggesting  that  the  like- 
lihood of  being  sued  correlates  more  closely  with  high- 
risk  specialization  than  it  does  with  incompetence. 
(Professional  Liability  Update,  American  Medical  As- 
sociation, May  1987) 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae  and  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 


Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy  Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
to  the  cephalosporins  and  should  be  given  cautiously  to  prevention  of  streptococcal  infections,  including  the  prophy- 
penicillin-allergic  patients.  laxis  of  rheumatic  fever.  See  prescribing  information. 


Ceclor*  (cefaclor) 

Summary.  Consult  the  package  literature  for 
prescribing  Information. 

Indication:  Lower  respiratory  inlections, 
including  pneumonia,  caused  by  Streptococcus 
pneumoniae,  Haemophilus  intluenzae,  and 
Streptococcus  pyogenes  (group  A 0-hemolytic 
streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS.  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY  POSSI- 
BLE REACTIONS  INCLUOE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum  anti- 
biotics. It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea. 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion. Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
reguired,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  in  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old.  Ceclor  penetrates  mother's 
milk.  Exercise  caution  in  prescribing  for  these 
patients. 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment. 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and,  frequently,  fever):  1 .5%:  usually 
subside  within  a few  days  after  cessation  of 
therapy  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor,  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome. 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy. 

•As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nerv- 


ousness, insomnia,  confusion,  hypertonia, 
dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or 
vaginitis,  less  than  1%;  and,  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain 
etioloov 

• Slight  elevations  in  hepatic  enzymes. 
•Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children). 

• Abnormal  urinalysis:  elevations  in  BUN  or 
serum  creatinine. 

• Positive  direct  Coombs'  test, 

• False-positive  tests  tor  urinary  glucose  with 

Benedict's  or  Fehling's  solution  and  Climtest® 
tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly)  |06i767L| 

PA  0709  AMP 
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Additional  intormation available  to  the 
profession  on  request  Irom  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46285 
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OVER  2000  PATIENTS 
AND  THEIR  PHYSICIANS  HAVE 
USED  OUR  LITHOTRIPTER  SERVICE. 


In  a field  where  experience  is 
often  measured  in  days  or  months, 
the  Mid-Atlantic  Kidney  Stone 
Center  stands  apart.  With  nearly 
two  years  of  expertise  as  a litho- 
tripsy service,  we  have  treated 
more  than  2000  kidney  stone  pa- 
tients resulting  in  a high  degree  of 
confidence  hy  referring  physi- 
cians in  New  Jersey,  Eastern 
Pennsylvania,  metropolitan 
New  York,  and  Delaware. 

Our  concern  for  the  patient’s 
well-being  is  central  to  our  con- 


cept of  good  patient  care.  Our  pro- 
fessional staff  prepares  the  patients 
for  every  aspect  of  treatment  with 
warmth  and  understanding.  We 
spend  a great  deal  of  time  with  pa- 
tients to  reassure  them  and  explain 
the  procedure.  And  patients  appre- 
ciate the  personalized  care  of  the 
Mid-Atlantic  Kidney  Stone  Center. 

Our  relationship  with  referring 
physicians  ensures  quality  care  by 
providing  timely  communica- 


tions during  your  patient’s  treat- 
ment. In  addition,  we  are  avail- 
able 24  hours  a day  for  pre-  and 
post-treatment  consultation.  We 
believe  this  cooperation  between 
the  referring  urologist  and  the 
staff  at  Mid- Atlantic  is  essential 
to  effective  treatment  and  recov- 
ery. To  find  out  more  about  our 
service,  or  to  obtain  staff  privi- 
leges at  the  Mid- Atlantic  Kidney 
Stone  Center,  call  (609)  983- 
7337.  Outside  of  New  Jersey, 
call  (800)  53-LITHO. 


THE  MID-ATLANTIC 
KIDNEY  STONECENTER 

A LITHOTRIPTER  SERVICE 
One  Brick  Road,  Suite  103 
Marlton,  NJ  08053 

Managed  by  MEDIQ  Healthcare  Resources,  Inc. 
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25  WAYS 

TO  AVOID 
MALPRACTICE 
SUITS 


Paul  J.  Hirsch,  m.d.,  Stuart  A.  Hirsch,  m.d.,  Lynn  Reedman,  c.m.a,  Bridgewater* 


Physicians  have  an  appropriate 
and  urgent  concern  with  the  in- 
creasing frequency  and  the  in- 
creasing cost  of  malpractice  litigation  and  professional 
liability  insurance.  Avoidance  of  malpractice  and  de- 
fense of  malpractice  suits  are  important  areas  for  our 
concern  and  attention. 

However,  particular  attention  probably  is  necessary 
for  a third  area  avoidance  of  malpractice  suits.  This 
is  not  quite  the  same  as  avoidance  of  malpractice. 
There  are  some  physicians,  practicing  absolutely  cor- 
rect and  proper  medicine,  who  seem  to  generate 
malpractice  suits.  They  invariably  win  these  suits,  but 
the  cost  of  defense  adds  to  our  burden  of  liability  in- 
surance. They  also  increase  the  actuarially  assumed 
trend  line,  resulting  in  higher  rates.  The  emotional 
cost  to  the  individual  physician  probably  is  much 
higher.  Over  the  years,  in  our  own  practice,  and  in 
reviewing  malpractice  cases,  we  have  found  that  there 
are  measures  that  can  be  taken  to  decrease  the  risk 


of  malpractice  suits.  Many  of  these  measures  can  be 
considered  within  the  general  categoiy  of  communica- 
tion and  patient  relations.  All  of  these  are  important. 

★ 1.  Care  about  your  patients.  Show  that  you  care 
through  your  actions,  so  they  will  realize  it. 

★ 2.  Your  office  staff  must  respect  your  patients, 
be  friendly,  and  deal  with  them  in  a kindly  and  com- 
passionate way. 

★ 3.  Train  your  staff  to  recognize  and  anticipate 
patient  problems,  and  to  report  these  directly  to  you. 

★ 4.  Listen  to  what  your  patient  has  to  say,  even 
when  it  clearly  is  not  pertinent  to  the  problem  at  hand. 


*Dr.  Paul  Hirsch  is  Chief  of  Orthopaedic  Surgery  and  Dr. 
Stuart  Hirsch  is  Attending,  Orthopaedic  Surgery,  Somerset 
Medical  Center.  Ms.  Reedman  is  Office  Administrator  for  the 
BioSport  Orthopaedic  and  Sports  Medicine  Associates,  PA. 
Correspondence  may  be  addressed  to  Dr.  P.  Hirsch,  Green 
Knoll  Professional  Park  720  U.S.  Highway  202-206,  Bridge- 
water,  NJ  08807. 
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This  takes  just  a few  extra  minutes,  and  is  most  im- 
portant to  the  patient. 

★ 5.  Don't  seem  to  be  rushed  or  hurried.  Spend 
just  a few  minutes  with  your  patient  and  be  relaxed. 
Always  ask  "Do  you  have  any  further  questions?” 
before  you  leave  the  patient.  If  you  spend  a few  relaxed 
minutes  with  him,  and  always  give  him  the  opportuni- 
ty to  ask  another  question  before  you  leave,  he  will  feel 
that  you  spent  a much  longer  time  listening  to  him. 

★ 6.  When  appropriate,  explain  what  you  are 
doing,  while  examining  the  patient.  The  patient  will 
have  more  confidence  in  your  examination. 

★ 7.  Be  certain  that  you  “touch”  the  place  that 
hurts. 

★ 8.  Explain  any  tests  that  you  have  ordered.  Ex- 
plain the  reason  for  consultations.  Schedule  the  pa- 
tient to  return  to  your  office  after  consultations  and 
tests,  to  discuss  the  findings  and  results. 

★ 9.  Encourage  second  opinions  and  other  consul- 
tations. Be  sure  to  provide  reports,  x-ray  studies,  and 
other  information  for  these  consultations. 

★ 10.  Take  a few  moments  to  write  down  the  im- 
portant points  of  your  conversation,  for  the  patient. 
This  can  be  done  while  you  are  talking.  List  the 
diagnosis  particularly,  but  also  list  the  tests  performed, 
and  the  medications  prescribed.  The  patient  will  feel 
that  you  have  done  something  more  substantial  for 
him  when  he  has  a written  list. 

★ 11.  Provide  as  much  written  and  printed  infor- 
mation for  the  patient  as  possible.  Prepare  some  of  this 
yourself.  Have  commercial  information  available. 

★ 12.  Elective  surgical  fees  should  be  explained  in 
advance  and  given  to  the  patient  as  an  "estimate"  in 
writing.  Avoid  surprises.  Give  them  notice  if  an  assist- 
ing surgeon  will  be  present. 

★ 13.  Your  staff  should  always  assist  a patient 
with  his  insurance  forms,  and  in  fee  disputes  with 
insurance  companies.  You  should  be  on  the  patient's 
side,  even  if  your  fee  has  been  paid. 

★ 14.  Postoperative  visits  should  be  no-charge  vis- 
its for  as  long  as  it  is  necessary,  to  encourage  con- 
tinued care  by  the  patient. 

★ 15.  Make  adjustments,  as  necessary,  on  patient 
accounts.  The  patient  is  more  likely  to  return  if  you 
work  out  a payment  program  than  if  you  write  off  the 
account  completely. 

★ 16.  If  there  is  a complication  or  other  problem 
with  the  patient,  face  up  to  it  yourself.  Do  not  ignore 
it  or  hope  it  will  go  away.  Obtain  consultations,  discuss 
with  the  patient  the  alternatives  of  treatment,  and  deal 
with  it  promptly.  (A  review  of  malpractice  cases  has 
shown  a disconcerting  tendency  on  the  part  of  these 
physicians  to  avoid  dealing  with  a problem  for  as  long 
as  possible.) 

★ 17.  When  a problem  or  complication  is  en- 
countered, tell  the  patient  the  truth  immediately.  It  is 
not  necessary  to  say  “I  made  a mistake."  It  is  necessary 
to  state  that  there  is  a problem,  what  it  may  mean,  and 
the  ways  of  dealing  with  it. 

★ 18.  Never  tell  a patient  that  he  is  discharged;  this 
is  considered  to  be  an  insult.  We  have  seen  many  pa- 


tients come  to  us  for  recurrent  symptoms,  after  receiv- 
ing excellent  care  from  another  physician.  One  reason: 
“He  discharged  me;  I guess  he  didn’t  want  to  see  me 

any  more."  When  symptoms  do  recur,  the  patient  may 
interpret  the  discharge  as  premature.  Instead  of  dis- 
charging, explain  that  you  are  not  scheduling  a routine 
appointment  because  you  do  not  know  when  one  may 
be  necessary.  They  are  to  call  you  for  any  questions  or 
problems.  If  it  is  particularly  likely  that  the  problem 
will  be  recurrent  or  ongoing,  schedule  an  appointment 
for  4,  6,  or  12  months  later.  Tell  the  patient  to  feel  free 
to  cancel  the  appointment  if  he  is  asymptomatic. 

★ 19.  If  care  is  transferred  to  a physician  in 
another  specialty,  keep  in  touch  with  the  patient.  Have 
a member  of  your  stall  call  in  several  weeks,  to  ask  how 
he  is  doing.  If  you  have  the  time,  call  yourself.  Ask  the 
patient  to  call  you  occasionally,  to  let  you  know  how 
things  are  coming  along.  They  will  always  appreciate 
your  continued  interest. 

★ 20.  When  a patient  calls  to  have  the  records 
transferred  to  another  physician  of  the  same  specialty, 
maintain  a good  relationship  with  this  patient.  Always 
telephone  this  patient,  and  let  him  know  immediately 
that  his  request  has  been  received  and  that  the  infor- 
mation will  be  promptly  sent.  Then,  ask  if  there  is  any 
other  way  of  which  you  can  be  of  help.  The  patient 
should  feel  free  to  call  in  the  future,  even  if  only  for 
a discussion.  Let  him  know  that  you  would  be  perfectly 
willing  to  see  him  again  in  the  future,  if  he  wishes.  If 
it  is  a patient  who  has  been  having  a difficult  course, 
and  especially  if  it  is  a patient  who  already  had  surgery, 
always  telephone  in  several  weeks,  and  at  intervals  if 
necessary,  to  inquire  as  to  his  progress. 

★ 21.  Keep  accurate  records;  they  are  essential  for 
intelligent  care. 

★ 22.  Patients  are  resentful  when  their  operating 
surgeon  is  not  available  after  surgery.  This  is  true  even 
if  they  were  informed  that  the  surgeon  would  be  away, 
and  a covering  physician  available.  Furthermore,  we 
frequently  have  found  that  these  absences  lead  to 
malpractice  suits  even  when  the  covering  physician  is 
the  surgeon's  partner,  and  has  every  good  intention. 
Patients  tend  to  interpret  the  slightest  variation  in 
information  and  instructions  as  a conflict.  It  is  very 
difficult  to  recover  from  this,  particularly  if  there  are 
problems  with  the  postoperative  course.  Avoid  elective 
surgery  for  at  least  two  weeks  prior  to  a vacation. 

★ 23.  Despite  your  best  intentions,  you  will  oc- 
casionally encounter  a patient  who  is  angry  and 
hostile.  The  angrier  the  patient,  the  more  subdued  and 
calm  you  must  be— and  offer  a referral  to  all  of  these 
patients! 

★ 24.  It  always  is  better  to  suggest  a referral  or 
consultation  to  the  patient  before  it  is  requested.  The 
patient  will  respect  this  and  appreciate  it,  and,  in  fact, 
frequently  will  decline  it. 

★ 25.  Surgeons  should  always  talk  to  or  telephone 
the  family  immediately  following  surgery,  and  note  this 
on  the  chart.  If  the  patient  specifically  requests  that 
no  one  be  contacted,  note  this  in  writing. 
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Depressed  and  anxious, 
she's  sitting  out  life 
instead  of  living  it 


FOR  FAST  RELIEF  OF  MODERATE  DEPRESSION  AND  ANXIETY 

See  the  difference  in  the  first  week1 


Limbitrol  DS 


Each  tablet  contains  5 mg  chlordiazepoxide  and  /jw 
12.5  mg  amitriptyline  (as  the  hydrocnloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 


// 


PROTECT  YOUR  DECISION.  WRITE"DO  NOT  SUBSTITUTE! 

Please  see  summary  of  product  information  on  adjacent  page. 


FROM  LOOKING..  JO  LIVING... 

to  smiling  again! 


The  rewards  of  Limbitrol 

in  moderate  depression  and  anxiety: 

■ Rapid  results— 62%  of  total  four-week 
improvement  within  a week  versus 
44%  with  amitriptyline1 

■ Earlier  relief  of  associated  somatic 
complaints2 

■ Fewer  dropouts  due  to  side  effects— 
only  V3  the  rate  of  those  patients 
taking  amitriptyline,  although  the 
incidence  of  side  effects  is  comparable1 

■ Fast  improvement  with  less 
amitriptyline— V5  to  V2  the  dose  of 
patients  taking  amitriptyline  alone3 


Caution  patients  about  the  combined  effects  of  Limbitrol  with 
alcohol  or  other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  operating  machinery  or 
driving  a car.  In  general,  limit  dosage  to  the  lowest  effective 
amount  in  elderly  patients. 


SEE  THE  DIFFERENCE  IN  THE  FIRST  WEEK1 

Limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  A w 
12.5  mg  amitriptyline  (as  the  hydrocnloride  salt)  \|V, 

Limbitror  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  Aw 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 

PROTECT  YOUR  DECISION.  WRITE  "DO  NOT  SUBSTITUTE 


References:  1 . Feighner  JP,  ef  a/.  Psychopharmacology  61  217-225,  Mar  22, 1 979  2.  Data  on  file, 
Hoffmann-La  Roche  Inc.,  Nutley,  NJ  3.  Dixon  R,  Cohen  J:  J Clin  Psychopharmacol  3 107-109,  Apr  1983 


Limbitrol*  (g 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle-closure  glaucoma 
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Aortic  Valve  Balloon  Dilatation: 
Nonoperative  Treatment  of  Aortic  Stenosis 
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The  severely  stenotic  aortic  valve  of  a 79-year-old  woman  with  colon 
cancer  was  opened  successfully  without  cardiac  surgery  using 
balloon  dilatation  in  the  cardiac  catheterization  laboratory. 


Balloon  dilatation  of  stenotic  seg- 
ments of  coronary  arteries  per- 
formed in  the  catheterization 
laboratory,  without  the  need  for  thoracotomy,1  has  be- 
come an  accepted  modality  in  the  treatment  of  oc- 
clusive coronary  artery  disease.  Even  before  the  de- 
velopment of  percutaneous  transluminal  coronary 
angioplasty,  balloon  dilatation  of  other  structures  had 
been  developed.  These  included  balloon  dilatation  of 
peripheral  arteries2  and  renal  arteries.3  Within  the 
heart,  Rashkind  demonstrated  that  a necessary  atrial 
septal  defect  (ASD)  in  infants  with  transposition  of  the 
great  vessels  can  be  enlarged  with  a balloon.4  As  facili- 
ty with  balloon  coronary  angioplasty  has  increased, 
successful  balloon  dilatation  of  coarctation  of  the 
aorta5  of  dilatation  of  pulmonic  stenosis  in  children 
and  adults,67  and  of  congenital  aortic  stenosis  in  chil- 
dren8 has  been  reported.  Balloons  have  been  used  suc- 
cessfully to  treat  acquired  mitral  stenosis  in  adults  and 
children.911  The  first  report  of  successful  balloon 
dilatation  of  aortic  stenosis  in  an  adult  was  published 
in  198612  and,  subsequently,  confirmation  that  the  ap- 
proach is  feasible  and  acceptably  safe  has  come  from 
a number  of  centers.13  We  report  the  first  successful 
balloon  aortic  valvuloplasty  performed  in  New  Jersey. 

CASE  REPORT 

A 79-year-old  white  female  complained  of  pain  in  the 


jaw  on  exertion  that  started  three  months  prior  to 
admission.  Over  the  previous  three  weeks,  the  pain 
was  precipitated  by  progressively  less  activity.  On  the 
day  prior  to  admission,  a severe  episode  of  pain  as- 
sociated with  feeding  squirrels  in  brisk  weather, 
prompted  her  to  see  a physician.  She  denied  shortness 
of  breath,  orthopnea,  paroxysmal  nocturnal  dyspnea, 
dizziness,  syncope,  or  palpitations.  There  was  no  his- 
tory of  diabetes,  hypertension,  hypercholesterolemia 
acute  rheumatic  fever,  or  myocardial  infarction.  A 
murmur  had  been  heard  on  and  off  for  many  years. 
She  did  not  smoke  or  drink  alcohol  and  took  no  medi- 
cations. Review  of  systems  was  negative.  The  patient 
was  a well-developed  white  female  in  no  distress  and 
appeared  younger  than  her  stated  age.  Blood  pressure 
was  120/70;  respiratory  rate  was  18;  and  pulse  was  90 
and  regular.  Neck  veins  were  flat  at  90  degrees;  carotids 
had  delayed  upstroke  and  were  equal  bilaterally.  A 
systolic  ejection  murmur  was  transmitted  from  the 
heart.  Lungs  were  clear.  The  point  of  maximum  cardiac 
impulse  was  1 cm  to  the  left  of  midclavicular  line  in 
the  fifth  intercostal  space.  The  first  heart  sound  (S, ) 
was  soft  and  the  second  (S2)  was  single.  There  was  a 
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Figure  1A — The  simultaneous  recording  of  left  ventricular 
and  femoral  artery  pressures  at  the  onset  of  the  procedure 
is  shown. 


Figure  IB — This  graph  reveals  the  simultaneously  recorded 
pressures  at  the  end  of  the  procedure. 


IV/VI  long  systolic  ejection  murmur  heard  best  at  the 
base;  it  radiated  to  the  neck.  A II/ VI  diastolic  decrescen- 
do murmur  was  audible  along  the  left  sternal  border 
radiating  to  the  apex.  There  were  no  abdominal  masses 
or  organomegaly  and  no  ankle  edema.  All  peripheral 
pulses  were  present  though  slow-rising. 

Laboratory  findings  included:  hemoglobin.  7.2  g/dl; 
bilirubin,  0.5  mg/dl;  and  alkaline  phosphatase, 
69  /xm/ml.  Stool  guaiac  tests  were  positive  for  occult 
blood.  Chest  x-ray  showed  clear  lung  fields,  mild 
cardiomegaly  with  dilated  aortic  root,  and  calcification 
in  aortic  and  mitral  valve  areas.  Electrocardiogram  in- 
cluded normal  sinus  rhythm,  left  ventricular  hyper- 
trophy with  nonspecific  ST-T  changes.  The  two-dimen- 
sional echocardiogram  demonstrated  calcification  of 
both  aortic  and  mitral  valves  with  marked  narrowing 
of  the  aortic  valve  orifice,  normal  E to  F slope,  fluttering 
of  the  anterior  leaflet  of  the  mitral  valve,  and  concentric 
left  ventricular  hypertrophy.  Doppler  studies  demon- 
strated an  aortic  valve  gradient  of  approximately  85 
mm  Hg  and  mild  aortic  insufficiency.  Because  of  the 
anemia  and  the  presence  of  occult  gastrointestinal 
bleeding,  colonoscopy  was  performed  and  demonstrat- 
ed multiple  sessile  polyps  in  the  ascending  and  trans- 
verse colon.  Biopsy  of  a large  polypoid  mass  demon- 
strated adenocarcinoma. 

We  felt  partial  colectomy  was  the  therapy  of  choice; 
because  of  the  symptomatic  aortic  stenosis  and  the 
patient’s  age,  an  operation  was  considered  excessively 
dangerous.  Surgical  aortic  valve  replacement  also  was 
felt  to  be  dangerous  because  of  the  necessity  for  in- 


Figure  2 — The  260  em-long  exchange  wire  is  curved  at  the 
end  to  minimize  ventricular  ectopy  as  well  as  the  risk  of 
ventricular  perforation  during  the  procedure.  Notice  the 
heavy  calcification  of  the  aortic  valve  and  the  deflated  balloon 
across  the  valve. 


Figure  3A— The  12  mm  diameter  balloon  is  beginning  to  be 
inflated  and  shows  the  narrowed  aortic  valve  indenting  into 
the  balloon. 


Figure  3B— The  same  12  mm  balloon  is  fully  inflated. 


finite  anticoagulation  while  on  cardiopulmonary  by-  ' 
pass  in  this  elderly  patient  with  carcinoma  and  associ-  I 
ated  gastrointestinal  bleeding.  The  possibility  of 
balloon  dilatation  of  the  aortic  valve  was  considered 
and  the  patient  was  transferred  to  Saint  Michael’s 
Medical  Center  for  cardiac  catheterization. 

The  admission  physical  examination  was  un- 
changed. Hemoglobin  now  was  1 1 .6  gm/dl  after  having 
received  blood  transfusions  prior  to  transfer.  Cardiac 
catheterization  revealed  {in  mm  Hg):  right  atrium  = 
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Figure  4— The  18  mm  diameter  balloon  is  fully  inflated  in  the 
aortic  valve. 


Figure  5— Cineaortography  performed  after  the  dilatations 
were  complete  shows  only  a small  degree  ( 1 + ) of  aortic  insuffi- 
ciency. 


(7),  right  ventricle  = 40/7,  pulmonary  artery  = 
40/12(20),  pulmonary  capillaiy  wedge  = (16).  Pressure 
in  the  aorta  was  160/62  and  232/20  in  the  left  ven- 
tricle. Cardiac  output  was  4.8  liters/min.  The  mean 
aortic  gradient  was  77  mm  Hg  and  aortic  valve  area 
was  calculated  to  be  0.5  cm2.  Coronary  angiography 
was  normal  as  was  the  left  ventricular  contraction  pat- 
tern. There  was  1 + aortic  insufficiency  present. 

In  view  of  the  high  risk  of  valve  replacement  in  this 
patient  with  a large  transvalvular  gradient  with  nor- 
mal coronaries  and  a small  degree  of  aortic  insufficien- 
cy, we  carefully  explained  the  innovative  nature  of  the 
procedure— aortic  valvuloplasty.  The  patient  agreed  to 
the  procedure.  She  had  been  prepared  for  aortic  valve 
surgery  and  a cardiac  surgical  team  was  on  standby. 
The  patient  was  brought  to  the  cardiac  catheterization 
laboratory  on  December  16,  1986,  in  the  post- 
absorptive  state.  The  right  femoral  vein  was  entered 
with  a sheath  and  a 7.5F  Swan  Ganz  pacing  catheter 
was  placed  in  the  pulmonary  artery  for  pressures  and 
cardiac  output  determination  by  thermal  dilution;  the 
pacemaker  was  tested.  A 5F  arterial  cannula  was  put 
in  the  left  femoral  artery.  A 12F  sheath  was  positioned 
in  the  right  femoral  artery  percutaneously  and  an  8F 
JR  4 catheter  with  a straight  flexible  tip  guide  wire  was 
positioned  in  the  aortic  root.  Using  the  guide  wire,  the 
catheter  was  manipulated  across  the  valve,  the  wire 
was  removed  and  simultaneous  pressures  in  the  left 
ventricle  and  left  femoral  artery  were  obtained  along 


with  PA  pressure  and  cardiac  output  in  triplicate  (Fig- 
ure 1A).  A 260-cm  soft-tip  exchange  wire  was  curved 
at  the  tip  and  then  advanced  through  the  catheter  into 
the  left  ventricle.  The  JR  4 catheter  was  replaced  with 
a 15  mm  diameter  4 cm  long  balloon  (Mansfield  Inc.) 
(Figure  2).  The  balloon  was  filled  with  solution  (50 
percent  Renografin  and  50  percent  normal  saline)  to 
a pressure  of  3 atmospheres  for  first  10  seconds,  then 
for  20  seconds,  and  then  for  30  seconds  (Figures  3A 
and  3B).  The  balloon  catheter  was  removed  over  the 
wire  and  replaced  with  a multipurpose  catheter 
(Schoonmaker)  and  the  gradient  and  cardiac  output 
were  remeasured.  The  balloon  then  was  replaced  with 
an  18  mm  diameter  balloon  and  dilated  to  3 atmo- 
spheres for  10  seconds.  25  seconds,  and  30  seconds 
(Figure  4). 

During  the  first  dilatations  there  was  a transient 
bradycardia  which  responded  promptly  to  0.6  mg  of 
atropine  intravenously.  The  femoral  systolic  blood 
pressure  decreased  by  less  than  30  mm  Hg  transiently 
with  each  dilatation  of  the  balloon,  without  symptoms. 
Following  dilatation,  repeat  pressures  (Figure  IB), 
cardiac  output,  and  aortogram  (Figure  5)  were  per- 
formed. The  patient  tolerated  the  procedure,  and  was 
returned  to  the  coronary  care  unit;  the  sheath  was 
removed  from  the  femoral  artery  a few  hours  later  after 
the  heparin  effect  had  worn  off. 

RESULT 

At  the  start  of  the  procedure,  the  left  ventricle  pres- 
sure was  210/16  and  the  femoral  pressure  146/62. 
Cardiac  output  was  4.55  L/min.  After  the  first  dilata- 
tions, the  femoral  pressure  was  158/62,  the  left  ven- 
tricle was  190/16,  and  cardiac  output  measured  4.06 
L/min.  At  the  conclusion  of  the  procedure,  the  femoral 
pressure  was  152/60,  left  ventricle  pressure  was 
190/14,  and  cardiac  output  4.00  L/min  (Figure  IB). 
Aortography  showed  no  increase  in  the  aortic  insuffi- 
ciency (Figure  5).  The  decrease  in  gradient  from  64  mm 
Hg  to  32  mm  Hg  was  accompanied  by  a decrease  in 
cardiac  output  from  4.55  to  4.03  and  a valve  area  in- 
crease from  0.6  cm2  to  0.8  cm2. 

The  patient  was  taken  to  the  operating  room  on 
December  23,  1986,  and  a partial  colectomy  was  per- 
formed. There  were  no  affected  lymph  nodes.  She  toler- 
ated surgeiy  and  recovered  uneventfully.  The  surgical 
specimen  was  found  to  contain  3 small  sessile  polyps 
with  cellular  atypism,  a polyp  measuring  2.2  x 1.5  x 
0.6  cm  with  intramucosal  adenocarcinoma,  and  a 
sessile  indurated  lesion  measuring  3.5  x 4.5  x 1 cm 
containing  mucinous  adenocarcinoma  with  invasion 
of  the  muscularis. 

DISCUSSION 

The  demonstration  of  success  of  catheterization 
techniques  with  miniature  balloons  to  dilate  stenotic 
coronaiy  arteries,1  congenitally  stenotic  pulmonic 
valves,6  and  aortic  coarctation5  logically  led  to  con- 
sideration of  similar  techniques  to  open  stenotic  valves 
in  adults.  The  initial  fears  of  dilating  mitral  and  aortic 
valves  were  that  in  the  high  pressure  left  side  of  the 
heart,  tears  might  occur  that  would  lead  to  severe  in- 
sufficiency, and  that  particulate  matter  might  break 
off  the  valve  and  embolize  into  the  systemic  circula- 
tion. Initial  work  using  cadaver  valves  and  stenotic 
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valves  removed  intact  during  valve  replacement  sur- 
gery, and  performed  in  patients  at  thoracotomy  with 
stenotic  valves  before  valve  replacement,  demonstrated 
that  large  tears  in  the  valve  leaflets  did  not  occur, 
calcified  valves  did  not  break  off,  and  that  pieces  of  the 
valves  did  not  escape  into  the  circulation.13  The  mech- 
anism of  opening  these  valves  was  by  splitting  a fused 
commissure  or  by  making  the  valve  more  pliant  by 
cracking  a calcified  plaque  within  a leaflet. 

Cribier  et  al.  were  the  first  to  report  successful 
clinical  dilatation  of  a stenotic  aortic  valve.12  Their 
initial  report  was  of  three  patients,  but  in  an  adden- 
dum to  their  paper  they  noted  that  an  additional  1 1 
successful  procedures  had  been  performed.  The  three 
patients  presented  in  detail  were  77,  68,  and  79  years 
old;  all  were  symptomatic.  Surgery  was  considered 
highly  risky  because  of  age  and  the  presence  of  severe 
left  ventricular  dysfunction  in  two  patients;  one  pa- 
tient adamantly  refused  operation.  Gradients  de- 
creased from  90  to  40,  from  80  to  30,  and  60  to  30  mm 
Hg  at  the  end  of  the  procedure.  All  patients  tolerated 
the  procedure  without  difficulty.  Similarly,  McKay  et 
al.  reported  successful  aortic  valvuloplasty  in  two  pa- 
tients 93  and  85  years  old.  reducing  the  aortic  valve 
gradient  from  66  to  32  and  from  44  to  31  mm  Hg.13 
Valve  areas  increased  from  0.4  to  0.6  cm.  Both  patients 
dramatically  improved  clinically.  In  an  addendum  to 
their  paper,  they  reported  successful  valvuloplasty  in 
seven  elderly  patients.  None  of  these  patients  had  a 
significant  increase  in  aortic  insufficiency  nor  suffered 
systemic  embolization. 

Cribier  et  al.  reported  158  patients  in  the  French 
registry  of  valvuloplasty  of  acquired  aortic  stenosis,14 
Monaghan  et  al.  reported  15  patients,15  and  McKay  et 
al.  reported  10  patients.16  The  patients  in  the  French 
study  had  a mean  age  of  75  ± 9 years  and  53  patients 
were  greater  than  80  years  old.  The  mean  age  of 
McKay's  patients  was  82  years  old.  Death  occurred  in 
2 of  McKay’s  patients  (20  percent),  in  1 of  Monaghan's 
patients  (7  percent),  and  in  15  of  Cribier's  patients  (9.5 
percent);  for  the  289  patients  so  far  reported  the  aver- 
age is  9 percent.  There  was  one  cerebral  embolism  in 
the  entire  group  and  7 patients  of  the  French  series 
underwent  subsequent  operative  aortic  valve  replace- 
ment. Valve  gradients  decreased  from  79  ± 36  to  37 
± 1914  and  69  to  32  mm  Hg16,  and  valve  area  increased 
from  .45  ± .18  to  .81  ± 3614  and  .6  to  1.0  cm2.16  The 
authors  later  presented  data  on  two  to  three  times  the 
number  of  patients  reported  who  had  aortic  valvulo- 
plasty performed. 

Our  patient  was  typical  of  the  patients  who  previous- 
ly had  been  reported  to  be  candidates  for  percutaneous 
aortic  valvuloplasty.  She  was  elderly,  symptomatic,  and 
a poor  candidate  for  surgical  valve  replacement  be- 
cause of  the  presence  of  carcinoma  of  the  large  bowel. 

She  tolerated  the  procedure  well  and  had  a decrease 
in  gradient  from  64  to  32  mm  Hg.  This  was  accom- 
panied by  a minimal  change  in  cardiac  output  (less 
than  12  percent)  that  may  be  within  the  error  range 
of  the  thermodilution  method  or  may  be  due  to  subtle 
physiologic  effects  of  the  procedure,  i.e.  changes  in 
vagal  tone,  in  degree  of  peripheral  vascular  resistance, 
and  in  intravascular  volume  level.  Even  with  this  small 
change  in  cardiac  output,  the  calculated  valve  area 
increased  by  33  percent,  going  from  0.6  cm2  to  0.8  cm2. 


This  magnitude  of  increase  in  valve  area  is  not  dis- 
similar from  that  reported  by  others.  A larger  increase 
in  valve  area  would  have  been  more  optimum  but  was 
not  obtained.  Had  a balloon  larger  than  18  mm  been 
available,  a larger  orifice  size  might  have  resulted.  As 
we  have  learned  to  expect,  her  aortic  stenosis  was  not 
resolved  completely,  but  was  palliated  sufficiently  to 
improve  her  symptoms  and  allow  her  to  tolerate  bowel 
surgery  uneventfully. 

The  ability  to  open  stenotic  aortic  valves  per- 
cutaneously  without  the  need  for  thoracotomy  has 
added  a new  therapeutic  modality  to  the  management 
of  aortic  stenosis,  especially  in  the  elderly  and  in  those 
with  other  conditions  that  make  conventional  aortic 
valve  replacement  with  thoracotomy  more  hazardous. 

Addendum.  We  have  performed  nine  procedures  in- 
cluding one  mitral  and  eight  aortic  valvuloplasties  (as 
of  September  16,  1987).  All  were  successfully  dilated 
with  significant  hemodynamic  improvement.  One  76- 
year-old  patient  with  cachexia  and  carcinoma  of  the 
lung  expired  shortly  after  aortic  valvuloplasty.  The 
other  eight  patients  have  done  well. 
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Discovery  of  Hospital  Committee  Reports 


William  P.  Isele.  j.d.,  east  Brunswick* 


Hospital  committee  records  and  reports  are  not  privileged  from 
discovery  by  New  Jersey  statute . Recent  developments  in  case  law 
could  change  this  situation. 


Dr.  Ben  A.  Goodsport  has  been  a 
member  of  your  hospital  medi- 
cal staff  since  many  of  the  cur- 
rent staff  physicians  were  patients  in  the  newborn 
nursery.  Everybody  is  fond  of  old  Ben.  and  tries  to  help 
with  his  slowly  deteriorating  skills.  A recent  incident 
involving  a patient  of  Dr.  Lance  Boyle  has  led  the  Medi- 
cal Board  to  recommend  restriction  of  Ben’s  privileges, 
however. 

In  fact,  numerous  small  incidents  have  found  their 
way  into  Ben’s  credentials  file,  including  a rather 
thoughtless  letter  from  Dr.  Boyle  to  Ben's  department 
chief,  suggesting  that  the  “old  coot  be  put  to  pasture 
before  some  serious  harm  is  done."  A meeting  of  the 
Credentials  Committee  was  called  and  duly  noticed, 
and  the  litany  of  Ben's  recent  oversights  was  spread 
upon  the  record.  Ben,  true  to  his  name,  agreed  that  he 
was  “not  the  man  I used  to  be"  and  offered  to  retire 
quietly  from  the  staff,  if  he  could  be  given  a month  or 
two  to  “put  things  in  order.” 

Shortly  thereafter.  Dr.  Boyle’s  patient  commenced  a 
malpractice  action  against  Drs.  Boyle  and  Goodsport. 
The  hospital  is  not  named  as  a party,  but  before  long 
the  medical  staff  secretary  is  subpoenaed  for  a depo- 
sition. The  subpoena  Daces  Tecum  commands  the 
secretary  to  bring  with  her,  inter  alia,  "any  and  all 
minutes,  records,  and  reports  of  hospital  medical  staff 
committees  or  the  committees  of  the  department  of 


medicine,  relating  to  Dr.  Goodsport."  Sound  familiar? 

In  many  states+,  the  minutes  of  the  Credentials 
Committee  and  the  department  would  be  privileged 
from  discovery  by  statute.  This  is  not  true  in  New 
Jersey.  Although  N.J.SA  2A84A-22.10  immunizes 
members  of  such  committees  from  liability  for  peer- 
review  actions  taken  in  good  faith,  a companion  stat- 
ute, NASA  2A:84A-22.8,  only  prohibits  discovery  of 
information  in  the  possession  of  utilization  review 
committees.  A trial  court  in  Young  u King.  136  N.J. 
Super.  127  (L.  Div.  1975)  ruled  that  the  statutory 
profiction  afforded  to  utilization  review  committees  is 
not  to  be  broadened  to  include  the  records  of  such 
committees  as  medical  records  and  audit,  tissue,  infec- 
tion control  (and  presumably,  as  here,  credentials). 
Another  trial  court  in  Gureghian  v Hackensack  Hos- 
pital. 109  N.J.  Super.  143  (L.  Div.  1970)  permitted  the 
discovery  of  the  report  of  a perinatal  mortality  commit- 
tee: a report  prepared  over  a month  after  the  plaintiffs 


*Mr.  Isele  is  a partner  in  Gross  & Novaek  PA.  and  an  adjunct 
professor  at  Seton  Hall  University  School  of  Law.  Cor- 
respondence may  be  addressed  to  Mr.  Isele.  P.O.  Box  188,  East 
Brunswick  NJ  08816. 

+As  of  1986,  at  least  32  states  had  statutes,  of  varying  appli- 
cability, which  extended  a privilege  to  such  records.  In  neigh- 
boring states,  see,  e.g.  N.Y.  Education  Law  §6527(3):  24  Del. 
Code  § 1768(b). 
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decedent's  death,  and  containing  information  on  five 
other  infant  deaths. 

Needless  to  say,  access  to  such  minutes  can  be  devas- 
tating to  the  physician  who  is  the  subject  of  those 
meetings,  and  may  even  expose  the  hospital  and  its 
department  chiefs  to  liability  for  failure  to  act  quickly 
enough.  It  has  been  argued  successfully  in  other 
jurisdictions  that  access  to  such  minutes  by  malprac- 
tice plaintiffs  would  have  a chilling  effect  on  the  "can- 
did and  conscientious  evaluation  of  clinical  practice” 
which  is  essentia]  to  quality  hospital  care. 

Nevertheless,  in  New  Jersey,  astute  members  of  the 
plaintiffs  bar  can  and  do  achieve  access  to  such 
minutes,  records,  and  reports.  No  appellate  decisions 
exist,  most  likely  for  the  simple  reason  that  defense 
counsel  do  not  seek  leave  to  appeal  interlocutory  dis- 
covery orders,  entered  in  the  early  stages  of  a case. 
Indeed,  if  the  hospital  is  not  a party,  as  in  our 
hypothetical  case,  there  is  no  defense  counsel  to  op- 
pose the  subpoena 

Legislative  proposals  designed  to  bring  New  Jersey 
into  conformity  with  the  majority  of  other  states  in 
this  regard,  appear  with  regularity.  Bill  S-1283  which 
currently  is  being  considered  by  the  Institutions, 
Health  and  Welfare  Committee  of  the  state  senate  is 
such  an  effort.  Even  in  the  absence  of  legislation,  how- 
ever, there  is  some  support  for  active  opposition  to 
such  discovery  requests. 

The  1984  case  of  Wylie  v Mills.  195  N.J.  Super.  332 
(L.  Div.  1984),  recognized  a common  law  privilege  of 
“self-critical  evaluation."  This  was  not  a hospital  case, 
but  rather  involved  a committee  formed  by  Public  Ser- 
vice Electric  and  Gas  to  look  into  that  company's  motor 


vehicle  policies  and  recommend  improvements,  after  a 
vehicular  accident  involving  a PSE&G  truck.  Discovery 
of  the  report  of  that  committee  was  denied  by  the  trial 
judge,  in  large  part  based  upon  the  reasoning  of  medi- 
cal peer  review  cases  in  other  states.  Wylie  was  cited 
with  favor  by  our  Supreme  Court  in  MaClain  v College 
Hospital.  99  N.J.  346  (1985),  which  dealt  with  the  dis- 
covery of  the  State  Medical  Board’s  investigative  rec- 
ords in  a malpractice  case. 

There  is  a strong  argument  under  Wylie  that  all  self- 
critical  evaluative  records  of  hospital  and  medical  staff 
committees  should  be  privileged  from  discovery,  in  the 
interests  of  improved  patient  care. 

This  writer  does  not  suggest  that  doctors  and  hospi- 
tals should  be  permitted  to  cover  up  instances  of  negli- 
gence or  subvert  the  processes  of  justice.  Factual,  com- 
plete, and  accurate  hospital  records  and  other  objective 
data  certainly  should  be  discoverable.  The  subjective 
evaluation  of  one  doctor  by  his  peers,  however,  is  not 
of  the  same  nature.  Constructive  professional  criti- 
cisms cannot  occur  in  an  atmosphere  of  apprehension 
that  one  doctor’s  suggestions  will  be  used  as  a denun- 
ciation of  a colleague’s  conduct  in  a malpractice  suit. 
Doctors  do  not  wish  to  be  made  unwilling  expert  wit- 
nesses in  such  actions,  and  can  be  expected  to  react 
vehemently  if  their  comments  are  used  in  this  way. 
Constructive  professional  peer  review  has  an  estab- 
lished value  to  the  public  at  large.  The  privilege  enun- 
ciated in  Wylie  v Mills  strikes  an  excellent  balance 
between  competing  interests  to  protect  that  value.  Fu- 
ture legislative  activity  or  a higher  court  decision 
would  make  clear  whether  Wylie  is  applicable  to  hospi- 
tal and  medical  staff  committees. 
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As  long  as  medicine  faces  issues  such  as  soaring  malpractice  insurance 
costs,  there  is  a need  for  doctors  to  make  “house  calls” ...  a phone  call  or 
letter  to  your  government  representative.  Positive  political  action  is  often 
the  only  answer  to  onerous  laws  that  impede  the  practice  of  medicine. 
New  Jersey  physicians  are  working  to  win  malpractice  insurance  reforms 
under  the  leadership  of  the  Medical  Inter- Insurance  Exchange.  Sometimes 
old-fashioned  “house  calls”  are  a necessary  part  of  modem  medicine. 
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The  Diagnosis  and  Treatment  of 
Alcohol  Dependence 


Norman  S.  Miller,  m.d.,  and  Mark  S.  Gold,  m.d.,  summit* 


Alcohol  dependence  is  an  addiction  to  alcohol . The  manifestations 
of  abnormal  alcohol  use  include  medical , psychiatric , neurological , 
traumatic , neoplastic , and  sociologic  sequelae . Early  diagnosis  and 
treatmentfor  alcohol  dependence  exist 


Alcohol  dependence  (addiction)  is 
defined  by  three  critical  ele- 
ments: preoccupation  with  the 
acquisition  of  alcohol,  compulsive  use  of  alcohol,  and 
relapse  or  recurrent  use  of  the  alcohol. 

The  manifestations  of  abnormal  acute  and  chronic 
alcohol  use  include  medical,  psychiatric,  neurological, 
traumatic,  neoplastic,  and  sociological  sequelae.  Al- 
cohol must  be  recognized  as  the  primary  etiological  or 
precipitating  agent  in  order  to  prevent  and  to  treat 
these  conditions. 

The  central  role  of  alcohol  in  the  syndrome  can  be 
identified,  but  the  consequences  of  the  alcohol  should 
be  separated  from  the  alcoholic’s  actual  motivation  or 
craving  to  use  alcohol.  Alcoholics  drink  abnormally 
because  of  what  alcohol  does  to  them  and  not  for  them. 
Alcohol  reinforces  its  own  use.  Psychosocial  stressors 
are  not  required  to  produce  an  alcoholic  addiction  in 
biologically  susceptible  individuals.  They  may  stimu- 
late alcohol  consumption  but  psychosocial  stressors 
do  not  produce  an  addiction  to  alcohol  in  nonsuscep- 
tible  individuals.  Consequences  result  from  an  addic- 
tion to  alcohol  and  do  not  produce  the  abnormal  drink- 
ing. 

A presumptive  diagnosis  of  alcohol  dependence  (ad- 
diction) can  be  established  by  detecting  a major  life 
problem  associated  with  alcohol  use.  A definitive  diag- 
nosis entails  confirming  the  presence  of  addictive  be- 


havior by  identifying  a preoccupation,  compulsivity. 
and  relapse  relative  to  the  beverage— alcohol. 

GENERAL  CONSIDERATIONS 

The  Problem.  Many  theories  exist  to  explain  the 
etiology  of  alcohol  dependence.1  Significant  disagree- 
ment about  the  diagnosis  and  treatment  of  alcohol 
dependence  (addiction)  abounds.  Uncertainty  that  it  is 
even  a disease  that  requires  medical  consideration 
prevails.  Alcohol  addiction  still  remains  an  often  un- 
speakable, hidden,  and  provoking  subject. 

The  fact  is  more  people  are  drinking  today  than  ever 
before.  The  medical  and  psychosocial  problems  as- 
sociated with  the  drug,  alcohol,  are  larger  and  more 
pervasive  than  ever  before.23  The  age  range  of  those 
affected  has  increased  dramatically.  Problems  with  al- 
cohol associated  with  teenagers  and  the  elderly  have 
become  commonplace. 

The  social  strata  ethnicity,  and  occupational  and 
financial  status  provide  no  barriers  to  the  onset  and 
complications  from  alcohol  addiction.  What  used  to  be 
considered  the  providence  of  only  “skid  row”  now  is 
affecting  practically  every  family  and  community. 

Some  studies  indicate  that  between  25  and  50  per- 

*From  Fair  Oaks  Hospital,  where  Dr.  Miller  is  Director,  Al- 
cohol and  Drug  Unit.  Correspondence  may  be  addressed  to 
Dr.  Miller,  Fair  Oaks  Hospital.  19  Prospect  Street,  Summit, 
NJ  07901. 
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cent  of  patients  in  a typical  general  medical  practice 
will  have  significant  medical  and  psychosocial  prob- 
lems associated  with  alcohol  use.34  These  percentages 
are  increased  if  additional  and  other  drug  problems 
are  included.2  It  is  imperative  that  physicians  be 
skilled  at  the  diagnosis  of  the  conditions  that  are  as- 
sociated with  alcohol  use,  as  well  as  the  diagnosis  of 
the  cause  which  often  is  an  alcohol  addiction. 

The  diagnosis  of  an  addiction  to  alcohol  can  be 
suspected  by  detecting  the  presence  of  a medical  or 
major  life  problem  related  to  alcohol  drinking.  The 
diagnosis  can  be  confirmed  by  identifying  the  essential 
features  of  addiction.  The  behaviors  of  addiction  are 
a reliable  and  consistent  means  of  diagnosing  problem 
drinking.  A preoccupation  with  the  acquisition,  a com- 
pulsive use,  and  a relapse  to  alcohol  use  are  the  most 
sensitive  indicators  that  alcohol  is  a consistent  prob- 
lem of  central  importance.5 

Tolerance  and  dependence  may  not  be  essential  to 
the  diagnosis  of  alcohol  addiction.  These  adaptive, 
homeostatic  body  functions  probably  occur  in  re- 
sponse to  alcohol  in  every  individual  who  uses  alcohol, 
whether  addicted  or  not.  Dependence  can  occur  to  a 
single  dose  of  alcohol.  Tolerance  varies  according  to 
genetic,  dispositional  (size),  behavioral  (learned),  and 
pharmacodynamic  mechanisms  in  any  given  individ- 
ual.56 

Historical  Considerations.  The  diagnostic  fea- 
tures of  alcohol  addiction  have  many  parallels  to  the 
diagnosis  of  syphilis  in  the  pre-penicillin  era  Many 
years  ago  before  penicillin  prevented  the  secondary 
and  tertiary  stages,  syphilis  was  considered  the  great 
masquerader.  Many  manifestations  of  the  spectrum  of 
the  disease  of  syphilis  were  confused  with  a variety  of 
other  medical  and  psychiatric  disorders.  The  diagnosis 
often  was  overlooked  if  the  suspicion  of  syphilis  was 
not  adequately  high.  Frequently,  a clinical  differential 
diagnosis  included  one  of  the  three  stages  of  syphilis. 
The  reasons  for  considering  this  disease  were  varied 
and  manifold.  The  long  course,  the  wide  systemic  and 
neurological  involvement,  inadequate  serological  test- 
ing, and  social  and  moral  stigmata  all  conspired  to 
obscure  and  distract  one  from  making  the  diagnosis.7 
Currently,  because  of  early  detection  and  adequate 
treatment,  the  many  masks  of  syphilis  no  longer  are 
seen  as  often. 

Alcohol  addiction  provides  many  varied  expressions 
of  a medical  and  psychiatric  nature.  If  the  presence  of 
alcohol  use  and  the  significance  of  its  consequences 
are  not  recognized,  confusion  can  result  and  the  diag- 
nosis and  treatment  will  go  unmade  and  the  disease 
will  continue  unabated. 

DISEASE  CONCEPT 

The  Myth  oj  Morality  and  Causality.  Alcohol  ad- 
diction remains  a moral  dilemma  for  many.  Alcohol 
addiction  as  a “mysterious  and  metaphysical  affliction 
that  originates  in  an  immoral  individual  who  lacks 
character”  is  a popular  belief.  Only  enough  inner  “will 
power"  exercised  by  the  alcoholic  is  needed  to  over- 
come excessive  or  abnormal  drinking.  Other  common 
views  are  that  underlying  conditions,  either  mental  or 
physical,  primarily  are  responsible  for  the  cause  of  an 
alcohol  addiction.  Current  medical  and  psychiatric 
evidence  would  support  the  conclusion  that  none  of 


the  above  is  true.  Recent  genetic,  clinical,  neurochem- 
ical, and  neuropharmacological  studies  suggest  that 
alcohol  addiction  is  a primary  disease  of  the  mind  and 
central  nervous  system.1 248  11 

The  addiction  is  initiated  when  alcohol  is  ingested 
by  individuals  with  a genetic  predisposition.12  17  A pat- 
tern of  pathological  signs  and  symptoms  of  a behav- 
ioral, psychological,  and  physical  nature  ensue  from  an 
interaction  between  alcohol  and  the  brain.6  Primary 
alcohol  dependence  (addiction)  by  itself  has  a charac- 
teristic clinical  course  that  is  predictable  and  iden- 
tifiable. Addiction  to  alcohol  can  stand  alone  and  does 
not  need  other  conditions  to  support  and  define  it45918 

Denial.  A few  fundamental  points  need  to  be  recog- 
nized and  accepted  before  the  diagnosis  can  be  made 
successfully.  The  first  and  most  important  point  is 
that  denial  is  essential  to  the  propagation  of  the  al- 
cohol addiction.  This  denial  is  present  not  only  in  the 
alcoholic  or  problem  drinker  but  also  in  those  as- 
sociated with  the  addict.  The  second  point  is  that  there 
is  resistance  by  the  addict  and  those  affected  by  the 
addict  to  consider  that  alcohol  may  be  a serious  prob- 
lem or  a problem  at  all  for  the  individual.  The  third 
point  is  that  excellent  treatment  currenUy  is  available 
for  alcohol  dependence  and  often  provides  a solution 
to  the  related  medical  and  personal  problems  that  are 
produced  by  the  addiction  to  alcohol.819 

ESSENTIALS  FOR  THE  DIAGNOSIS 

Cause  and  Effect.  The  most  important  criterion  for 
alcohol  dependence  or  problem  drinking  is  that  drink- 
ing alcohol  is  affecting  someone's  ability  to  function, 
either  psychologically  or  physically.49  Caution  is  urged 
throughout  the  process  of  establishing  a diagnosis 
because  frequently  abnormal  alcohol  use  is  attributed 
to  the  effect  of  a problem  rather  than  to  the  cause  of 

4.9.10 

For  instance,  someone  complaining  about  having 
difficulty  with  sleep  and  believed  to  be  drinking  be- 
cause of  it  is  more  likely  to  be  suffering  from  the 
effects  of  alcohol  on  sleep.  Alcohol  suppresses  REM 
sleep  so  that  alcohol  consumption  may  cause  insom- 
nia20 Electroencephalographic  studies  have  confirmed 
many  characteristic  neurophysiological  changes  that 
underlie  behaviorial  effects  from  acute  and  chronic 
alcohol  use.  Acute  administration  of  alcohol  produces 
diffuse  slowing  of  background  activity  whereas  with- 
drawal from  chronic  alcohol  administration  results  in 
diffuse,  fast  activity,  suggestive  of  an  activated  or 
anxious  state  of  arousal. 

Depression  is  a common  consequence  of  alcohol 
drinking.2122  It  is  rare  that  anyone  who  drinks  more 
than  one  or  two  ounces  of  ethanol  on  any  regular  basis 
escapes  having  a disturbance  of  cognition  and  irrita- 
bility of  mood  due  to  the  chemical  alcohol.  However, 
the  relationship  between  alcohol  and  mood  often  is 
incorrectly  reversed  in  that  the  reason  given  for  drink- 
ing is  because  of  the  depression.  Studies  have  demon- 
strated that  initially  depressed  individuals  do  not 
necessarily  drink  more  alcohol  and  may  even  drink  less 
alcohol.  Alcoholics  appear  to  drink  in  spite  of  the  exag- 
geration of  depression  by  alcohol,  and  they  even  report 
a dysphoric  response  to  ethanol  ingestion.2122 

People  appear  to  drink  abnormally  because  of  a sus- 
ceptibility to  the  reinforcing  effects  of  alcohol.  Studies 
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The  diagnosis  of  an  addiction  to  alcohol  can  be  suspected  by 
detecting  the  presence  of  a medical  or  mcyor  life  problem  related 
to  alcohol  drinking . The  diagnosis  can  be  confirmed  by 
identifying  the  features  of  addiction. 


suggest  alcoholics  inherit  a genetic  predisposition  to 
develop  alcohol  dependence.12 17  People  do  appear  to  be 
motivated  to  drink,  but  not  abnormally,  because  of 
stresses  and  related  life  problems.  Alcohol  use  in  the 
setting  of  stress  is  not  abnormal  unless  the  consump- 
tion of  alcohol  is  marked  by  a persistent  pattern  of  loss 
of  control.5 

Most  individuals,  whether  alcoholic  or  not,  appear  to 
consume  alcohol  for  the  same  reasons,  i.e.  happiness 
or  sadness,  success  or  failure,  weddings  or  divorces, 
birth  or  death,  since  no  one  escapes  from  conflicts  and 
stresses  and  successes  and  joys.  Only  a casual  perusal 
of  drinking  practices  is  needed  to  confirm  these  pat- 
terns of  apparent  motivations  for  alcohol  consump- 
tion. An  extremely  crucial  and  difficult  notion  to  com- 
prehend is  that  a certain  percentage  of  the  population 
drinks  alcohol  abnormally  in  the  presence  of  these  life 
events  only  incidentally.  The  reason  alcoholics  drink 
abnormally  is  because  alcohol  affects  them  differently 
and  apparently  provides  them  with  unusual  reinforce- 
ment than  those  without  vulnerability  to  alcohol  do 
not  possess.41011  In  short,  life  problems,  emotions,  cir- 
cumstances, and  events  may  lead  to  alcohol  drinking, 
but  do  not  explain  abnormal  drinking.  These  con- 
ditions are  frequent  consequences  that  result  from 
abnormal  drinking. 

Addictive  Drinking.  Once  a personal  or  social  im- 
pairment is  determined  to  exist  in  the  setting  of  active 
drinking,  the  diagnosis  of  addictive  drinking  or  al- 
coholism can  be  made.4 18  Abnormal  or  addictive  drink- 
ing is  defined  by  loss  of  control  that  is  manifested  by 
the  preoccupation,  compulsivity,  and  relapse  regarding 
alcohol  use.5 

Preoccupation  with  alcohol  is  illustrated  in  a variety 
of  ways,  but  the  essential  feature  is  the  persistent  pres- 
ence of  alcohol  in  the  individual's  pattern  of  living. 
Alcohol  occupies  a high  priority  in  the  individual’s 
routine  in  spite  of  problems  related  to  drinking.  The 
importance  of  alcohol  may  be  evident  by  regular  or 
intermittent  use,  and  other  responsibilities  in  the  indi- 
vidual’s life  are  relegated  to  a secondaiy  status.  Loss 
of  control  regarding  the  importance  of  alcohol  in  the 
alcoholic's  life  underlies  the  preoccupation  with  al- 
cohol. 

Compulsivity.  This  is  manifested  by  continued  use 
in  the  presence  of  or  in  spite  of  alcohol-related  conse- 
quences. Regular  or  repetitive  use  is  frequent  but  it  is 
not  a requirement  for  compulsivity.  The  distinguish- 
ing feature  is  the  continued  abnormal  use  of  alcohol 
when  common  sense  or  logic  dictates  moderation  in 
use  or  abstinence.  The  pitfall  to  avoid  is  to  attribute 
the  consequences  to  the  cause  for  compulsive  drink- 
ing, i.e.  ‘‘I  am  drinking  abnormally  because  I have 
marital  difficulties."  The  reverse  is  more  likely  to  be 
true.  Loss  of  control  of  the  use  of  alcohol  is  particularly 
evident  in  the  behavior  of  compulsive  use. 

Relapse.  This  is  a critically  important  and  espe- 


cially revealing  feature  of  addictive  behavior.  Coin- 
cidental associations  between  abnormal  alcohol  use 
and  its  consequences  may  occur  without  addiction  to 
alcohol  but  usually  not  repetitively  in  a recurrent 
identifiable  pattern.  Relapse  confirms  a suspected  or 
presumptive  diagnosis  of  alcohol  addiction.  Return  to 
alcohol  use,  in  spite  of  previous  adverse  consequences, 
can  confirm  the  presence  of  preoccupation  and  com- 
pulsivity with  alcohol  use. 

Need  for  Historical  Corroboration.  The  nature  of 
alcohol  addiction  with  inherent  denial,  directed  at  self 
and  others  within  the  afflicted  alcoholic  and  those 
associated  with  the  alcoholic,  requires  a departure 
from  the  traditional  one-to-one  patient-physician 
assessment  for  diagnosis  and  treatment.  Often,  cor- 
roborative historical  information  regarding  alcohol  in- 
take and  related  consequences  is  needed  to  identify 
behaviors  that  suggest  an  addiction  to  alcohol.  Those 
who  know  the  patient  suspected  of  having  dependence 
should  approach  that  patient  with  care  and  concern. 
Caution  is  urged,  even  at  this  stage,  in  the  diagnostic 
process  since  denial  and  rationalization  may  exist  even 
among  those  who  know  the  alcoholic.  Fear,  intimida- 
tion, and  disdain  plague  many  physicians  who  attempt 
to  tread  the  waters  of  denial  and  protection  within  and 
surrounding  the  alcoholic.  These  critical  elements  rep- 
resent part  of  the  entire  spectrum  of  the  disease  of 
addiction. 

SELECTED  MANIFESTATIONS  OF  DEPENDENCE 

1.  Medical  Disorders. 

a.  Gastrointestinal  Symptoms.  Gastrointestinal 
disturbances  occur  commonly  in  alcohol  abuse.  The 
diagnosis  of  esophagitis  (heartburn)  and  peptic  ulcer 
disease  are  compatible  with  regular  alcohol  consump- 
tion representing  a common  etiology  or  precipitant  of 
these  conditions.2324  Also,  vague  abdominal  discomfort, 
diarrhea  constipation,  positive  guiac  stools,  and  gas- 
tric cancer  are  associated  with  alcohol  use  either 
acutely  or  chronically.  Delving  into  the  history  of  al- 
cohol consumption  is  indicated  and  can  be  profitable 
when  gastrointestinal  symptoms  are  the  presenting 
complaint. 

b.  Hypertension.  Hypertension  and  tachycardia  are 
common  sequelae  of  alcohol  ingestion.  Virtually  any- 
one who  drinks  alcohol  on  a regular  or  irregular  basis 
will  have  elevated  blood  pressure  over  that  of  baseline 
for  that  individual  in  the  acute  withdrawal  period.2527 
Elevated  blood  pressures  usually  occur  during  the  first 
few  days  of  acute  withdrawal  from  alcohol.25  27  The 
elevation  in  blood  pressure  maybe  sustained  for  weeks 
after  chronic  use  or  for  only  hours  after  acute  inges- 
tion. The  hypertension  and  tachycardia  which  occur 
do  not  require  many  years  of  chronic  drinking  since 
it  is  a normal  physiological  response  by  the  sym- 
pathetic nervous  system  to  the  alcohol  withdrawal  that 
follows  a single  episode  of  consumption  or  dose  of 
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alcohol.28  An  elevation  in  the  first  24  to  72  hours  of 
20  to  30  mm/Hg  in  systolic  blood  pressure  and  10  to 
20  mm  Hg  in  diastolic  blood  pressure  over  that  of 
baseline  is  typical  for  a given  individual.  The  blood 
pressure  may  return  to  normal  without  specific  ther- 
apy from  recordings  that  may  be  in  the  abnormal 
range  in  the  initial  withdrawal  period  even  after 
prolonged  abstinence  from  alcohol.  Individuals  with  a 
history  of  hypertension  should  be  screened  for  alcohol 
use  before  one  makes  the  diagnoses  of  essential  hyper- 
tension and  prescribes  unnecessary  antihypertensive 
drug  therapy.  A significant  percentage  of  cases  diag- 
nosed as  essential  hypertension  will  turn  out  to  have 
chronic  alcohol  ingestion  as  the  etiology25  27  and  the 
remainder  probably  will  require  less  antihypertensive 
medication. 

c.  Heart  Disease.  Alcoholic  cardiomyopathy  is  com- 
mon. Many  cases  of  alcohol-induced  cardiomyopathy 
probably  have  been  mistakenly  designated  as  idio- 
pathic cardiomyopathy,  secondaiy  to  a viral  disease. 
Accurate  alcohol  intake  histories  obtained  from  indi- 
viduals with  cardiomyopathy  indicate  alcohol  more  fre- 
quendy  is  the  etiology.  Many  of  the  heart  transplant 
recipients  who  have  received  both  natural  and  artifi- 
cial hearts  probably  have  had  alcohol  cardiomyopathies. 

Congestive  heart  failure  from  any  etiology  may  be 
precipitated  by  a combination  of  the  toxic  effects  of 
alcohol  on  the  heart  and  the  hypertension  and  tachy- 
cardia induced  by  the  sympathetic  nervous  system  re- 
sponse to  alcohol  ingestion. 

d.  Liver  Disease.  Laennec’s  cirrhosis  of  the  liver 
occurs  in  only  about  5 to  10  percent  of  all  alcohol- 
ics.2324 It  usually  occurs  in  the  advanced  stages  of  al- 
cohol consumption.  For  these  reasons,  cirrhosis  is  not 
a particularly  useful  diagnostic  finding.  Transient 
elevations  of  liver  enzymes  such  as  alkaline  phos- 
phatase, SGOT,  and  GGT  can  be  useful,  if  present  to 
indicate  recent  alcohol  use.24  These  enzyme  markers 
return  to  normal  within  days  to  weeks  after  cessation 
of  alcohol  consumption. 

e.  Hematological  Manifestations.  In  the  setting  of 
regular  alcohol  consumption,  an  elevated  mean  cor- 
puscular volume  (MCV)  of  the  peripheral  blood  eiyth- 
rocytes  often  indicates  either  a folate  or  B12  deficient 
state  that  is  not  uncommonly  found  in  alcoholics.  Also, 
alcohol  can  selectively  or  universally  suppress  the  bone 
marrow  to  produce  a subsequent  leukopenia  or  pancy- 
topenia These  hematological  deficiencies  frequently 
revert  to  normal  after  cessation  of  alcohol  use.24 

J.  Other.  Other  medical  conditions  that  are  caused 
by,  or  significantly  aggravated  by,  regular  alcohol  use 
include  glucose  intolerance  or  diabetes  mellitus.  Man- 
agement of  diet  and  weight  control  is  made  difficult 
because  of  chronic  alcohol  use  in  which  there  is  poor 
compliance  with  diet,  and  ethanol  is  used  for  an  energy 
source  in  preference  to  other  food  sources.  The  direct 
toxic  effects  of  alcohol  may  produce  chronic  pancre- 
atitis with  insulin  deficiency  and  subsequent  glucose 
intolerance.23  24 

2.  Neurological  Disease.  Neurological  complica- 
tions such  as  dementia  syndrome,  amnestic  state 
(blackouts),  seizures,  hallucinosis,  and  peripheral  neu- 
ropathy are  relatively  common  in  chronic  alcohol  con- 
sumption.28 Some  degree  of  dementia,  as  indicated  by 
a global  impairment  of  intellectual  function  in  areas 


of  concentration,  memory,  and  abstraction  abilities,  is 
a frequent  accompaniment  of  regular  alcohol  use.29 
Direct  toxicity  to  the  brain  that  includes  destruction 
or  damage  of  neuronal  cell  bodies,  dendrites,  and 
axons  by  the  chemical  ethanol  has  been  well  demon- 
strated in  animals  and  humans.  As  little  as  two  ounces 
per  day  of  80  proof  whiskey  can  result  in  measurable 
cognitive  deficits  that  often  are  reversible  with  com- 
plete abstinence  from  alcohol.29  Depressed  I.Q.  scores 
in  the  areas  of  concentration,  memory,  and  abstrac- 
tions measured  in  alcoholics  continue  to  show  im- 
provement as  long  as  13  months  following  cessation 
of  alcohol  consumption  and  maintenance  of  absti- 
nence.29 

3.  Psychiatric  Complications.  Alcohol  produces  a 
multiplicity  of  subtle  and  overt  psychiatric  symptoms. 
These  symptoms  can  and  do  cluster  in  a constellation 
to  produce  psychiatric  syndromes.1030'32  A psychiatric 
syndrome  can  have  multiple  etiologies  of  which  alcohol 
is  one.  If  alcohol  use  is  not  detected  by  a history,  phy- 
sical examination,  or  laboratory  investigation,  the 
syndrome  can  be  missed;  it  commonly  is  attributed  to 
causes  other  than  alcohol.  The  manifestations  of  any 
of  the  psychiatric  syndromes  can  be  indistinguishable 
from  and  identical  to  those  produced  by  non-alcohol 
etiologies.3132 

Alcoholism  is  one  of  the  conditions  in  psychiatry 
which  lends  itself  to  identification  of  the  specific 
etiological  agents  or  pathological  processes. 

a.  Depression.  One  of  the  more  common  symp- 
toms and  syndromes  produced  by  alcohol  is  depres- 
sion.1021223032 Depression  that  is  secondarily  produced 
by  alcohol  can  be  severe  and  associated  with  high 
suicide  rates.3334  The  full  picture  of  disturbances  in 
mood,  effect  cognition,  and  the  presence  of  neuro- 
vegetative  signs  can  be  attributed  to  alcohol  use.  Al- 
cohol dependence  as  a primary  disorder  represents  the 
second  most  important  risk  factor  in  suicide,  next  to 
age.34  Idiopathic  affective  disorder  as  a primary  cause 
of  depression  is  of  only  low  importance  in  a discrimi- 
nant function  analysis  of  risk  factors  for  suicide.33-34 

The  spectrum  of  the  depression  induced  by  alcohol 
includes  the  same  subjective  symptoms  and  objective 
signs  as  those  required  for  the  diagnosis  of  a major 
depression  in  a primary  affected  disorder.  An  individ- 
ual, subjectively,  may  complain  of  sadness,  dysphoria, 
profound  hopelessness,  a sense  of  worthlessness,  and 
self-blame  which,  at  times,  can  be  of  delusional  propor- 
tions. The  chemical  effect  of  alcohol  tends  to  produce 
poor  control  of  emotions,  tearfulness,  crying  spells, 
lethargy,  poor  initiative,  lack  of  energy,  and  general 
mental  and  spiritual  demoralization  similar  to  the  syn- 
dromes of  diffuse  brain  damage  from  any  etiology.  Ob- 
jectively, an  individual  may  demonstrate  a depressed 
affect,  psychomotor  retardation,  and  disturbance  in 
appetite  and  sleep.4  102122  The  initial  treatment  of  the 
secondarily  induced  depression  is  removal  of  and 
abstention  from  the  primary  etiological  agent  which  is 
alcohol.2122 

Many  studies  indicate  that  consumption  of  alcohol 
initiates  and  sustains  depression.10-21 22  Few  studies  ac- 
tually support  the  popularly  held  notion  that  alcohol 
drinking  is  because  of  or  results  from  depression. 
Initially  depressed  individuals  may  drink  more,  the 
same,  or  less  and  do  not  show  a consistent  pattern  of 
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The  most  important  criterion  for  alcohol  dependence  is  that 
drinking  alcohol  is  affecting  someone's  ability  to  function. 


drinking  in  the  presence  of  depression.  An  alcoholic 
continues  to  drink  persistently  in  spite  of  the  drug- 
induced  depression  for  reasons  attributable  to  addic- 
tive drinking.  The  need  for  drinking  appears  to  be 
alcohol  and  not  depression.2122 

b.  Anxiety.  Anxiety  is  a cardinal  manifestation  and 
clinically  useful  indicator  of  frequent  or  excessive  al- 
cohol use.31 3235  The  symptom  of  anxiety  is  produced  by 
the  discharge  of  the  autonomic  nervous  system  largely 
through  the  contribution  of  the  sympathetic  neurons 
located  in  the  hypothalamus  that  are  excited  during 
alcohol  withdrawal.28  These  symptoms  can  range  from 
apprehension,  tension,  and  overreactivity  to  internal 
and  external  stimuli,  and  to  excessive  response  to 
stress,  sweating,  and  tremors.  The  alcohol  blood  level 
cannot  be  practically  maintained  at  a steady  state 
since  this  would  require  a constant  infusion  over  time 
unachievable  by  oral  intake  especially  in  the  presence 
of  the  development  of  tolerance  to  alcohol.  A decline  in 
the  blood  level  of  alcohol  triggers  the  firing  of  the  sym- 
pathetic nervous  system  to  produce  the  onset  of  with- 
drawal symptoms.  The  spectrum  of  the  presentation 
of  the  anxiety  may  range  from  a subtle,  mild,  pervasive 
anxiety  to  a strikingly  evident  state,  as  in  delirium 
tremors,  which  is  an  extreme  manifestation  of  anxiety 
in  alcohol  withdrawal.1028 

c.  Sexual  Problems.  Since  sexual  dysfunction  and 
various  forms  of  impotency  are  so  commonly  associ- 
ated with  alcohol  use,  complaints  in  the  area  of  sexual 
performance  require  the  physician  to  investigate  the 
alcohol  history.  Decreased  desire  (libido)  regularly  oc- 
curs in  men  and  women  who  frequently  consume  al- 
cohol. Paradoxically,  alcohol  may  induce  uninhibited, 
aggressive  sexual  behavior  that  may  be  offensive  and 
even  dangerous.  More  subtley,  alcohol  use  may  dull  the 
emotions  and  impair  the  ability  to  experience  the  in- 
timacy required  for  mutual  satisfaction  in  sexual  per- 
formance.36 

Excessive  sympathetic  discharge  during  alcohol 
withdrawal  may  lead  to  failure  to  maintain  an  erection 
and/or  premature  ejaculation  in  men.  Alcohol  intoxica- 
tion produces  difficulty  in  achieving  and  maintaining 
an  erection  and  experiencing  ejaculation  in  men  and 
absence  of  orgasm  in  women.36  Chronic,  persistent 
alcohol  intake  may  result  in  testicular  atrophy  and 
subsequent  feminization  by  unopposed  estrogen  ef- 
fects in  males.24 

d.  Personality.  Personality  disturbances  that  result 
from  dependence  also  are  very  common.  The  types  of 
maladaptive  behaviors  and  mental  and  mood  disorders 
that  develop  in  alcoholics  are  many  and  varied.  Hysteri- 
cal and  antisocial  attitudes  and  behaviors  often  are 
evident  in  those  alcoholic  individuals  who  might  not 
ordinarily  manifest  them  in  a sober  or  treated  state. 
Alcoholics  may  become  very  attention-seeking,  de- 
manding, aggressive,  emotionally  labile,  and  immature. 
They  blame  others  for  their  problems.  The  defense 
mechanisms  of  denial  and  projection  that  are  opera- 
tive in  alcohol  addiction  extend  to  many  other  facets 
of  the  alcoholic’s  life.  A refusal  to  admit  and  accept 


responsibility  for  one’s  actions  and  attribution  of  one’s 
faults  to  others  are  favorite  ploys  of  the  alcoholic.  An 
alcoholic’s  antisocial  acts  and  attitudes  of  varying 
types  and  degrees  include  disrespect  and  lack  of  con- 
cern for  others,  driving  while  intoxicated,  assault,  and 
other  indications  of  poor  judgment  and  self-centered- 
ness.489 

We  should  recognize  and  emphasize  that  a large  va- 
riety of  personalities  are  represented  among  alcoholics 
before  the  onset  of  dependence.  No  specific  type  of 
personality  appears  to  be  predisposing  to  the  develop- 
ment of  dependence.  As  discussed,  a common  super- 
imposed pattern  of  personality  in  the  alcoholic  may 
develop  in  the  course  of  alcohol  dependence. 

4.  Trauma.  Trauma  frequently  is  associated  with 
alcohol  use.  Visible  evidence  of  trauma  such  as  bruises, 
new  and  old  wounds,  and  fractures  seen  on  exami- 
nation are  indications  of  intoxication.  The  intoxicated 
state  that  affects  mental  judgment  and  motor  coordi- 
nation lends  itself  to  vulnerability  to  accidental  trau- 
ma. Also,  a toxic  effect  of  alcohol  suppresses  certain 
clotting  factors  that  increases  susceptibility  to  bruis- 
ing and  bleeding.  Accidents  are  a leading  cause  of 
death  at  any  age.  Alcohol  often  plays  a prominent  role 
in  accidents.  At  least  50  percent  of  all  highway  fatal- 
ities are  related  to  alcohol  use. 

5.  Cancer.  Various  types  of  cancer  have  been  as- 
sociated with  chronic  alcohol  use.  These  include  car- 
cinomas of  the  oral  pharynx  and  gastrointestinal  tract, 
including  the  esophagus,  stomach,  and  liver.  Alco- 
holics frequently  smoke  cigarettes,  consequently  lung 
cancer  also  is  common  among  alcoholics.2324 

6.  Respiratory  Problems.  Alcoholics  frequently 
have  chronic  pulmonary  problems  because  of  associ- 
ated cigarette  smoking  and  suppression  by  alcohol  of 
the  immune  system.2324  More  specifically,  chronic  ob- 
structive pulmonary  disease,  such  as  chronic  bron- 
chitis and  emphysema  are  common  in  alcoholics.  Reg- 
ular drinkers  often  have  a productive,  irritative,  some- 
times nauseating  cough  in  the  morning,  especially  if 
they  smoke  cigarettes.  Pneumonia  particularly  Strep- 
tococcus pneumoniae  and  Klebsiella,  and  tubercu- 
losis have  a predilection  for  alcoholics.23  24 

7.  Shin  Manifestations.  A large  array  of  skin  ab- 
normalities may  be  present  on  the  physical  examina- 
tion of  the  alcoholic.  These  may  include  cigarette 
bums,  decrease  in  hair,  gynecomastia  increased 
flushing  or  vascularity  of  the  face,  livedo  reticularis 
(reddish-blue  mottling),  multiple  contusions,  abra- 
sions and  cuts  in  various  stages  of  healing,  nicotine 
stains  in  fingers,  palmar  erythema  rhinophyma  poor 
personal  hygiene,  spider  angiomas,  and  unexplained 
edema 

8.  Sociological  Complications.  Interpersonal  re- 
lationships are  the  most  fundamental  and  severely  af- 
fected area  of  an  alcoholic’s  personal  life.  The  dif- 
ficulties in  establishing  and  maintaining  productive 
relationships  with  others  often  begin  with  those  close 
to  the  alcoholic,  particularly  family,  fellow  employees, 
and  significant  others.  Frequently,  marital  discord. 
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separation,  and  impending  divorce  are  symptoms  of 
the  underlying  disturbance  in  interpersonal  rela- 
tionships. The  alcoholic  may  project  these  problems 
with  interpersonal  relationships  onto  others  and  only 
confide  about  how  “misunderstood”  he  is  by  spouse 
and  friends,  denying  much  personal  responsibility  for 
the  difficulties. 

Employment  problems  may  or  may  not  be  obvious. 
The  alcoholic  may  or  may  not  be  significandy  affected 
depending  on  the  measurements  of  performance,  and 
often  the  alcoholic  is  dishonest  in  the  history  regard- 
ing the  association  of  alcoholic  intake  and  employ- 
ment-related consequences  obtained  by  the  physician. 
Performance  may  gradually  decline  and  the  capacity 
for  productivity  diminishes  as  the  dependence  pro- 
gresses. The  alcoholic  often  may  be  able  to  meet  his 
responsibilities  and,  in  some  capacity,  that  can  prompt 
rationalization  that  alcohol  is  not  having  a significant 
effect  on  the  work  performance. 

Legal  problems  may  exist  or  develop.  The  offenses 
often  are  in  the  form  of  driving  while  intoxicated  or 
assaults,  or  other  expressions  of  impropriety,  indiscre- 
tions, and  poor  judgment  that  indicate  loss  of  control 
with  alcohol. 

9.  Other  Drugs  and  Medications.  The  pure  al- 
coholic in  whom  alcohol  is  the  only  or  the  predominate 
drug  used  addictively  is  vanishing.  Studies  indicate 
that  80  percent  of  alcoholics  under  the  age  of  30  years 
old  use  at  least  one  other  drug  regularly  and  addictive- 
ly.28 The  propensity  to  freely  exchange  one  drug  for 
another,  or  to  use  them  simultaneously  in  an  addictive 
way,  is  common  and  alarming. 

In  obtaining  a history  of  alcohol  intake  and  related 
consequences,  a careful  screen  for  other  drugs  is  man- 
datory.37 The  list  of  drugs  to  which  alcoholics  may 
become  addicted  is  large.  Cross-tolerance  and  de- 
pendence between  alcohol  and  many  other  drugs  exist. 
The  vulnerability  for  abuse  and  addiction  to  alcohol 
appears  to  extend  to  significant  numbers  of  other 
drugs,  suggesting  a generalized  susceptibility  to  addic- 
tion to  chemicals  possessed  by  alcoholics  and  drug 
addicts. 

Because  drug-seeking  behavior  appears  to  be  com- 
mon in  alcoholics,  careful,  judicious,  and  sparing  use 
of  any  medications  should  be  exercised.  Drug-seeking 
behavior  for  any  drug  or  medication  should  be  met 
with  skepticism  and  scrutiny,  and  may  require  con- 
frontation of  the  motivations  behind  medication  re- 
quests. Common  illicit  drugs  and  prescription  medi- 
cations used  regularly  by  alcoholics  include  marijuana 
cocaine,  phencyclidine,  hallucinogens,  benzodiaz- 
epines, barbiturates,  and  anticholinergics.  A reminder 
is  that  any  drug  used  is  addicting. 

TREATMENT  OF  ALCOHOL  DEPENDENCE 

I . Detoxification.  Many  effective  regimens  for  de- 
toxification during  the  acute  alcohol  withdrawal 
period  exist.  Most  approaches  include  benzodiazepine, 
antihypertensives,  magnesium  sulfate,  and  vitamins 
as  indicated  by  the  severity  of  the  withdrawal  mea- 
sured by  blood  pressure,  pulse,  and  tremors.  The  ma- 
jority of  alcoholics  today  experience  only  a mild  with- 
drawal and  require  minimal  amounts  of  medications. 

A thorough  and  complete  medical  history  and  physi- 
cal and  neurological  examination  are  mandatory,  as 


indicated  by  the  clinical  presentation.  Extensive  lab- 
oratory testing  is  an  essential  screen  to  determine 
clinically  inapparent,  medical,  neurological,  and  psy- 
chiatric diseases  and  to  confirm  the  presence  of  al- 
cohol-related or  unrelated  conditions.37  A battery  of 
tests  which  include  CBC,  liver  and  renal  functions, 
electrolytes,  serological  tests,  urinalysis,  and  drug 
screen  for  additional  drugs  often  is  essential  for  a com- 
plete evaluation.  Further  evaluation  of  the  neuroen- 
docrine status  such  as  dexamethasone  suppression 
and  thyroid  stimulation  tests  may  be  indicated  for  co- 
existing psychiatric,  neurological,  and  medical  prob- 
lems.37 

2.  Treatment.  Alcohol  dependence  is  a chronic  ad- 
diction that  is  associated  with  progressive  medical, 
psychiatric,  and  social  deterioration.  Severely  affected 
alcoholics  may  require  hospitalization  and  specific  in- 
patient treatment  for  their  alcoholism  before  recov- 
ery can  be  initiated.  Hospitalization  is  a particularly 
powerful  intervention  that  effectively  can  interrupt  the 
cycle  of  addiction  so  that  the  denial  and  rationalization 
can  be  confronted  and  dissipated.  In  addition,  a full 
medical,  neurological,  and  psychiatric  evaluation  can 
be  undertaken  to  investigate  coexisting  illness  and 
disorders.19 

Outpatient  treatment  is  indicated  for  less  severe 
forms  of  alcohol  dependence  in  which  the  course  and 
consequence  of  alcohol  addiction  are  not  long  or 
serious  and  the  system  of  social  and  economic  support 
for  the  alcoholic  is  adequate.  Additional  drug  problems 
to  alcohol  tend  to  undermine  outpatient  treatment 

Effective  inpatient  and  outpatient  treatment  utilize 
a 12-step  based  approach  to  recovery.  Additional  indi- 
vidual and  group  psychotherapies  often  are  helpful  in 
assisting  the  alcoholic  in  achieving  full  recovery.  An 
intervention  and  treatment  program  directed  towards 
the  family  is  essential  for  the  optimal  success  of  re- 
covery for  the  alcoholic  and  the  entire  family. 

A direct  referral  of  the  alcoholic  and  family  to  Al- 
coholics Anonymous  (AA)  and  Alanon  (for  the  nonal- 
coholic) also  is  suggested.  Although  AA  is  a highly 
desirable  program  for  alcoholism,  a significantly, 
greater  initial  success  rate  may  be  achieved  by  institut- 
ing inpatient  or  outpatient  treatment  before  or  while 
attending  AA  and  Alanon.81119 

SUMMARY 

The  definition  of  alcohol  addiction  contains  three 
critical  elements:  preoccupation  with  the  acquisition 
of  alcohol;  compulsive  use  of  alcohol;  and  relapse  or 
recurrent  use  of  the  alcohol. 

Whatever  the  alcoholic  states  his  problems  to  be, 
alcohol  is  always  present.  Life  circumstances  may 
change.  The  cast  of  characters  is  rearranged  in  the 
outer  reality  and  new  explanations  offered.  The  ir- 
refutable inner  reality  is  that  alcohol  is  there.  This  is 
the  alcoholic’s  or  addict’s  preoccupation  with  alcohol. 

The  compulsive  use  is  no  less  an  important  element 
It  may,  but  does  not  necessarily,  imply  daily  or  even 
frequent,  regular  use.  The  compulsion  is  dramatic  in 
that  alcohol  is  used  in  the  face  of  adverse  conse- 
quences. Difficulties  with  interpersonal  relationships 
involving  others  or  employment  or  legal  problems  with 
alcohol  may  exist  that  would  prompt  a reduction  or 
elimination  in  alcohol  use  for  nonalcoholics.  Alco- 
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holies,  on  the  other  hand,  continue  their  compulsive 
use  of  alcohol  in  spite  of  and  not  as  a result  of  these 
difficulties. 

Most  alcoholics  or  problem  drinkers  can  stop  drink- 
ing and  do.  There  may  be  varying  periods  of  days, 
weeks,  months,  or  years  without  any  alcohol  consump- 
tion. The  nearly  inevitable  occurs  and  that  is  the  re- 
lapse or  return  to  drinking.  Again,  various  circum- 
stantial reasons  are  given  to  explain  relapse.  They  are 
rationalizations  and  epiphenomena  Alcohol  is  the 
reason. 

Other  associated  manifestations  of  alcohol  use  in- 
clude medical,  psychiatric,  neurological,  traumatic, 
neoplastic,  and  sociological.  Alcohol  must  be  diagnosed 
as  the  etiological  agent  to  adequately  prevent  and  treat 
these  conditions. 

The  alcoholic  possesses  a generalized  susceptibility 
to  develop  addiction  to  other  drugs  and  medications. 
This  vulnerability  to  universal  drug  addictions  should 
be  addressed  in  the  histoiy  of  alcohol  intake  and  re- 
lated consequences  and  cautiously  considered  in  pre- 
scribing medications  to  alcoholics. 

Denial  and  rationalization  are  present  in  the  al- 
coholic and  those  surrounding  the  alcoholic.  The  tra- 
ditional one-to-one,  doctor-patient  interview  often  is 
inadequate  to  overcome  the  denial.  Additional,  cor- 
roborative history  is  needed  to  acquire  information  to 
identify  the  behaviors  of  addiction.  Caution  is  urged 
even  in  this  step  since  the  denial  and  rationalization 
are  so  pervasive. 

A multifaceted  treatment  approach  with  the  diag- 
nosed alcoholic  is  recommended.  Detoxification  (inpa- 
tient and  outpatient)  treatment  at  local,  regional,  and 
national  centers,  and  regular  meetings  of  Alcoholics 
Anonymous  have  become  the  standard  treatment  for 
dependence. 
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NEW  JERSEY  MEDICINE 


Major  Urologic  Surgery  in  the  Patient 
with  Hemophilia  A 


Averel  B.  Snyder,  m.d.,  Dennis  M.  Nugent,  m.d.,  James  E.  Barone,  m.d.,  trenton* 


Major  surgery  in  the  patient  with  hemophilia  has  been  reported . 
This  is  the  first  report  of  a patient  with  hemophilia  A and  a ureteral 
tumor  who  underwent  ureteroscopy  and  nephroureterectomy  after 
presenting  with  painless  hematuria.  We  describe  the 
perioperative  management  of  a patient  with  hemophilia  A. 


Spontaneous  hematuria  occurs 
in  about  10  percent  of  hemo- 
philiacs.1 Since  bleeding  is  a 
common  sign  of  genitourinary  tumor,  diagnostic  eval- 
uation is  necessary  whenever  bleeding  occurs. 

Before  the  advent  of  a factor  VIII  product,  overall 
mortality  rates  for  surgical  procedures  among  hemo- 
philiacs ranged  from  13  to  66.6  percent  The  avail- 
ability of  a commercial  concentrate  of  factor  VIII  has 
decreased  the  mortality  to  a reported  4.5  percent.2 

Hemorrhagic  complications  especially  are  common 
in  urological  procedures  as  a consequence  of  high 
genitourinary  tract  tissue  levels  of  plasminogen  ac- 
tivator and  urokinase,  both  of  which  produce  fibrino- 
lysis.3 Hemostasis  in  a patient  with  hemophilia  who 
is  undergoing  a major  urological  procedure  can  be  a 
formidable  task. 

The  following  is  a case  report  of  a patient  with 
hemophilia  A and  a rare  genitourinary  tract  tumor. 
The  patient  underwent  major  urological  surgery  with 
meticulous  hemostasis. 

CASE  REPORT 

A 64-year-old  white  male  with  hemophilia  presented 
with  painless,  gross  hematuria  The  patient  had 
known  factor  VIII  deficiency  and  received  frequent  fac- 
tor VIII  transfusions.  His  past  had  been  marked  by 
severe  epistaxis  requiring  nasopharyngeal  packing. 


Urological  investigation  during  this  episode  of 
hematuria  included  an  intravenous  pyelogram  (IVP) 
which  showed  only  fullness  of  the  right  ureter  (Figure 
1),  and  cystoscopy,  which  did  not  reveal  any  evidence 
of  bladder  tumor.  The  bleeding  subsided  spontane- 
ously. However,  a recurrence  of  his  bleeding  four 
months  later  prompted  a reinvestigation.  A repeat  IVP 
showed  progression  of  the  hydronephrosis  on  the  right 
(Figure  2).  Ureteroscopy  demonstrated  a lesion  in  the 
distal  right  ureter.  Biopsy  revealed  invasive,  poorly  dif- 
ferentiated, transitional  cell  carcinoma  of  the  right 
ureter.  A search  for  metastatic  disease,  including  chest 
x-ray,  computed  tomography,  and  bone  scan,  was  nega- 
tive. Factor  VIII  transfusions  were  given  until  the  pa- 
tient's serum  level  of  factor  VIII  was  100  percent  of 
normal.  The  patient  underwent  a right  nephroureter- 
ectomy with  excision  of  a bladder  cuff.  The  tumor  was 
found  to  involve  the  intravesical  portion  of  the  ureter. 
The  tumor  infiltrated  the  smooth  muscle  layer  of  the 
ureter  with  focal  invasion  of  the  periureteral  fibro- 
adipose  tissue.  No  coagulation  problems  occurred  in 
the  perioperative  period. 


*From  the  Department  of  Surgery,  St.  Francis  Medical  Center, 
Trenton.  Correspondence  may  be  addressed  to  Dr.  Barone,  St. 
Francis  Medical  Center,  601  Hamilton  Avenue,  Trenton,  NJ 
08629. 
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DISCUSSION 


Figure  1 — Intravenous  pyelogram  showing  only  mild  dilata- 
tion of  right  ureter. 


Figure  2— Repeat  intravenous  pyelogram  illustrating  tumor 
at  the  ureterovesical  junction  (arrow). 


Classical  hemophilia  is  a sex-linked  recessive  trait. 
In  its  severest  form  it  affects  approximately  one  in  ten 
thousand  males.  Patients  with  the  severe  form  of  the 
disease  often  have  factor  VIII  levels  less  than  1 percent 
of  normal  and  are  at  considerable  risk  for  spontaneous 
hemorrhage.  Patients  with  mild  to  moderate  factor  VIII 
deficiency  (5  to  35  percent  of  normal)  are  at  much  less 
risk  for  spontaneous  hemorrhage,  but  still  may  have 
life-threatening  bleeding  from  a major  surgical  proce- 
dure or  serious  trauma1 

The  morbidity  and  mortality  of  surgery  in  the 
hemophiliac  has  decreased  markedly  since  the  de- 
velopment of  cryoprecipitate  and  concentrated  prep- 
arations of  factor  VIII  clotting  products.  The  avail- 
ability of  these  blood  products  enables  the  surgeon  to 
establish  relatively  normal  hemostasis  throughout  the 
perioperative  period.2 

The  amount  and  duration  of  factor  VIII  replacement 
is  somewhat  controversial.  Most  authors  advocate  a 
preoperative  factor  VIII  level  of  100  percent  and  a main- 
tenance level  between  50  and  100  percent  for  the  first 
and  second  postoperative  weeks.  In  the  remaining 
postoperative  period,  levels  between  25  and  50  percent 
are  adequate.  Postoperative  treatment  may  be  needed 
for  only  a few  days,  as  is  the  case  in  primary  wound 
healing  from  a lymph  node  biopsy,  to  as  long  as  a 
month  in  a more  involved  case.245  More  aggressive 
therapy  is  required  in  actively  bleeding  patients  and 
in  those  patients  with  a specific  inhibitor  to  the  anti- 
hemophiliac factor,  which  occurs  in  10  percent  of 
hemophiliacs.  Attempts  have  been  made  to  block  the 
action  of  the  inhibitor  with  massive  doses  of  factor  VIII, 
immunosuppression  with  steroids  or  azathioprine, 
and  bypass  of  the  inhibitor  by  use  of  factor  IX  concen- 
trate.1 

Factor  VIII  levels  should  be  monitored  on  a daily 
basis.  Blood  samples  are  drawn  immediately  before, 
and  ten  minutes  after,  factor  VIII  infusions.4  The  usual 
half-life  of  the  first  factor  VIII  transfusion  is  8 hours 
or  less  in  the  presence  of  active  bleeding  or  inhibitors. 
After  the  initial  dose,  the  half-life  of  the  factor  VIII 
concentrate  increases  to  about  12  hours.6 

Primaiy  ureteral  tumors  account  for  only  1 to  2.5 
percent  of  all  cancers  of  the  urinary  tract.  Gross 
hematuria  is  the  most  common  clinical  finding,  occur- 
ring in  60  to  75  percent  of  such  patients.7 

Ureteral  tumors  may  represent  a diagnostic  dilem- 
ma Although  the  first  IVP  in  our  patient  was  ab- 
normal, it  was  not  diagnostic.  When  symptoms  per- 
sisted, a definitive  diagnosis  was  made  by  rigid 
ureteroscopy  and  biopsy. 

The  extent  of  surgery  for  ureteral  tumors  is  depen- 
dent upon  the  stage,  grade,  and  location  of  the  lesion.7 
Conservative  therapy  was  not  indicated  in  this  in- 
filtrating lesion.  Therefore,  the  patient  underwent  a 
complete  nephroureterectomy  with  excision  of  a blad- 
der cuff. 

SUMMARY 

This  case  study  has  been  presented  for  the  following 
three  reasons:  this  is  the  first  reported  case  of  a 
nephroureterectomy  for  a ureteral  tumor  in  a hemo- 
philiac: major  urological  surgeiy  in  the  hemophiliac  is 
complicated  by  the  fact  that  increased  bleeding  may 
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Major  urological  surgery  in  the  hemophiliac  is  complicated  by  the 
fact  that  increased  bleeding  may  be  a consequence  of  high 
genitourinary  tract  tissue  levels  of  plasminogen  activator  and 
urokinase,  both  of  which  produce  fibrinolysis. 


be  a consequence  of  high  genitourinary  tract  tissue 
levels  of  plasminogen  activator  and  urokinase,  both  of 
which  produce  fibrinolysis;  and  although  hematuria  is 
common  in  severe  hemophilia,  a complete  urological 
evaluation  is  mandatory  to  rule  out  genitourinary  tract 
pathology. 

REFERENCES 

1.  Kasper  CK.  Dietrich  SL:  Comprehensive  management  of 
haemophilia  Clin  Haematol  14:489,  1985. 

2.  Brown  B,  Steed  DL.  Webster  MW,  et  al.:  General  surgery 
in  adult  hemophiliacs.  Surgery  99:154.  1986. 


3.  Goldsmith  JC,  Unger  HA,  Fried  FA-  Successful  prostatec- 
tomy in  patients  with  inherited  abnormalities  of  the  factor 
VIII  molecule.  J Urol  124:570.  1980. 

4.  Kasper  CK.  Boylen  AL,  Ewing  WP,  et  al.:  Hematologic 
management  of  hemophilia  A for  surgery.  JAMA  253:1279, 
1985. 

5.  Kitchens  CS:  Surgery  in  hemophilia  and  related  dis- 
orders: A prospective  study  of  100  consecutive  procedures. 
Medicine  65:34,  1986. 

6.  Miner  GW,  Wise  II  HA  Bouroncle  BA  Prostatectomy  in 
hemophilia  J Urol  116:533,  1976. 

7.  Walsh  PC,  Gittes  RF.  Perlmutter  AD,  Stamey  TA 
Campbell's  Urology.  Volume  2.  5th  Edition.  Philadelphia  PA 
W.B.  Saunders  Company,  1986. 


VOL.  84— NUMBER  12— DECEMBER  1987 


883 


WEIGHT  LOSS  TUTORIAL 
FOR  PRIMARY  CARE  PHYSICIANS 

An  introduction  to  the  Nutri-Lene  Supplemented  Fasting  Pro- 
gram intended  for  primary  care  physicians  and  their  office 
staff.  The  Nutri-Lene  Plan  combines  one  meal  of  regular  food 
and  two  inexpensive  Nutri-Lene  supplements  in  a program 
which  is  safe,  effective,  economical,  convenient  and  simple, 
Contact: 

ALLAN  LAZAR,  M.D. 

420  Grand  Avenue 
Englewood,  New  Jersey  07631 
201-836-2476  1-800-333-9399 

(Author:  “The  Treatment  Of  Obesity:  Physician’s  Manual  For 
Supplemented  Fasting). 


M.D.s:  WRITING  TROUBLE? 

THE  COMPETITION  TO  GET  PUBLISHED  IS  TIGHT  • THE 
KEY:  EDITORS  AT  THE  TOP  JOURNALS  WANT  A CLEAR, 
PRECISE,  WELL-WRITTEN  AS  WELL  AS  CLINICALLY  CREDI- 
BLE PAPER! 

CONTACT 

MICHAEL  L.  FRIEDMANN 
PHYSICIANS’  AUTHOR’S  EDITOR 
(201)  461-6125 

PRIVATE  CONSULTATIONS  FOR  EDIT.  REWRITE,  OR- 
GANIZATION, STYLE  • CASE  REPORTS,  REVIEW  ARTICLES, 
ORIGINAL  RESEARCH,  GRANT  PROPOSALS,  ETC. 

NY-NJ-CONN  METRO 


DO  A GOOD  DEED 
A AD 

GET  SATISFACTION 

Do  you  have  a patient  that 
is  more  like  a good  friend? 

Is  he  ailing? 

Does  he  have  a business  that 
now  needs  help? 

Should  he  retire  from  his  business? 

If  so,  let  us  hear  from  you! 

We  may  be  able  to  help. 

Mr.  Lou  Adams  P.O.  Box  1410 

Englewood  Cliffs,  NJ  07632  (201)-585-1555 


A Medical  Transcription  Service 


- /Ae  afi/ivocbcJi 


265  State  Highway  36 

West  Long  Branch,  N.J.  (201)  389-3344 


Use  Our  Direct 
Call-in  System 


NEW  YORK 
FERTILITY  RESEARCH 
FOUNDATION,  INC. 

For  the  Investigation  of 

Problems  of  Human  Infertility 

The  Foundation  provides  a complete 
diagnostic  and  consultation  service  for  in- 
fertile couples.  Investigations  are  con- 
ducted by  well-known  specialists  in  con- 
junction with  consultants  in  the  various 
fields  of  medicine  related  to  infertility. 

The  Foundation  is  supported  by  an  in- 
house  modern  laboratory  equipped  to  do 
most  tests  required  for  diagnosis  and 
treatment.  Literature  on  request. 

1430  Second  Avenue,  Suite  103 
New  York,  N.Y.  1 0021 
Phone:  (212)  744-5500 


884 


NEW  JERSEY  MEDICINE 


Case  Report: 

Mesenchymal  Hamartoma  of  the  Liver 


Edward  J.  Faleski,  m.d.,  Abraham  A.  Ghiatas,  m.d.,  fort  hood,  texas* 


Mesenchymal  hamartomas  of  the  liver  are  rare , benign  childhood 
tumors  which  present  as  pathologically  destructive  masses.  A 
case  report  highlights  the  clinical , pathological,  and  diagnostic 
imaging  features  of  this  tumor  in  a two-year-old  female. 


Mesenchymal  hamartomas  of  the 
liver  are  rare,  benign  cystic 
masses  often  seen  in  neonates, 
infants,  and  young  children.  It  is  thought  to  be  a de- 
velopmental anomaly  rather  than  a true  neoplasm, 
consisting  of  bile  ducts  and  mesenchymal  tissue.  The 
first  reported  case  was  by  Maresch  in  1903.  This  entity 
should  not  be  confused  with  other  hepatic  parenchy- 
mal hamartomas  of  the  liver  which  are  benign  over- 
growths of  mature  cells  and  tissues  normally  occurring 
in  the  liver.1  Edmondson  introduced  the  term  mesen- 
chymal hamartoma  in  1956,  when  he  recognized  this 
as  a single  entity  which  previously  had  been  described 
as  cystic  hamartoma,  cavernous  lymphangiomatoid 
tumor,  and  pseudocystic  mesenchymal  tumor.2  This 
case  report  describes  the  clinical,  imaging,  and 
pathological  features  of  this  very  uncommon  tumor. 

CASE  REPORT 

A two-year-old  Hispanic  female  was  transferred  to 
our  facility  in  March  1986,  for  evaluation  and  treat- 
ment of  painless  abdominal  swelling.  Her  parents  re- 
lated that  she  was  in  good  health  when  hepatomegaly 
was  noted  on  a routine  physical  examination  in  Puerto 
Rico  in  October  1985. 

Her  past  medical  history  and  review  of  systems  was 
noncontributory.  Physical  examination  revealed  a 
healthy  two-year-old  female  with  a protuberant  ab- 


domen. The  general  physical  examination  was  normal 
except  for  a grade  II/VT  systolic  ejection  murmur  at  the 
left  sternal  border  and  a very  protuberant  abdomen 
with  a girth  of  48.5  cm.  A large  mass,  approximately 
15  cm  x 15  cm,  was  palpable  within  an  enlarged  liver. 

Laboratory  studies  included  hemogram,  coagulation 
studies,  sedimentation  rate,  reticulocyte  count,  and 
liver  function  tests,  all  of  which  were  normal.  Titers  for 
echinoeoccal  antibody  were  normal. 

Computed  tomography  scans  demonstrated  a large, 
low  density  (-30HU)  mass  in  the  right  lobe  of  the  liver 
measuring  8.5  x 12  x 15  cm.  One  large  suptum  and 
multiple  smaller,  somewhat  ill-defined,  complete  septa 
were  noted.  The  mass  had  smooth,  well-defined  walls 
without  areas  of  focal  enhancement.  The  bowel  and 
other  abdominal  organs  were  displaced  to  the  left. 
There  was  no  evidence  of  lymphadenopathy  or  other 
masses  (Figure  1). 

Ultrasound  studies  indicated  a complex,  primarily 
anechoic  mass  of  very  large  size  within  the  right  lobe 
of  the  liver,  extending  into  the  left  lobe  and  displacing 
normal  liver  tissue  cephalad  and  to  the  left.  The  mass 
was  made  up  of  septated  chambers  of  various  size  and 

*Dr.  Ghiatas  has  an  active  license  in  New  Jersey.  Drs.  Faleski 
and  Ghiatas  are  affiliated  with  the  Department  of  the  Army, 
Fort  Hood.  Texas.  Correspondence  may  be  addressed  to  Dr. 
Edward  J.  Faleski,  Lt.  Col.,  Medical  Corps,  USA  MEDDAC, 
DACH,  Department  of  Radiology,  Fort  Hood,  TX  76544-5063. 
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Figure  1— Contrast-enhanced  computed  tomography  scan 
demonstrating  the  predominantly  cystic  composition  of  the 
mass  with  several  prominent  septa  and  sharp  margin.  Black 
dots  indicate  the  cystic  components  of  the  mass. 


F 
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Figure  2— The  corresponding  sagittal  ultrasound  study  clear- 
ly shows  this  multiseptated  mass  to  be  within  the  liver 
parenchyma.  The  letter  "O"  indicates  the  main  cystic  compo- 
nent of  the  mass.  H:head;  F:feet. 

echogenicity.  Several  of  the  chambers  demonstrated  a 
myriad  of  internal  echoes  which  were  felt  to  represent 
multiple  small  cysts  or  debris.  There  was  no  apparent 
calcification.  The  interface  between  the  mass  and  the 
liver  was  sharp  and  distinct.  The  kidneys  and  spleen 
were  normal  (Figure  2). 

The  patient  also  was  imaged  using  DISIDA-Tc-99m. 
There  was  prompt  hepatic  extraction  of  the  radio- 
pharmaceutical and  prompt  visualization  of  the  gall- 
bladder, which  was  displaced  to  the  patient's  left.  The 


majority  of  the  functional  liver  parenchyma  was  in  the 
patient’s  left  lobe  and  superior  aspect  of  the  right  lobe. 
There  was  a large  photopenic  defect  in  the  right  lobe 
corresponding  to  the  mass  seen  on  computed  tomo- 
graphic and  ultrasound  studies.  Free  emptying  of  the 
displaced  common  duct  into  the  duodenum  was  noted 
(Figure  3). 

Exploratory  laparotomy  was  performed  on  hospital 
day  nine  with  partial  resection  and  marsupialization 
of  a large  cystic  mass  of  the  right  lobe  of  the  liver.  She 
had  no  postoperative  complications  and  was  dis- 
charged one  week  later  (Figure  4). 

The  gross  specimen  consisted  of  a portion  of  the 
mass  and  liver.  The  specimen  had  been  opened  on  its 
anterior  surface  and  also  had  a slit  on  the  posterior 
surface.  The  fluid  of  some  of  the  contained  cysts  had 
been  drained.  The  liver  tissue  around  the  outer  aspect 
of  the  cyst  was  thickened  and  indurated.  The  external 
surface  of  the  cystic  component  was  smooth,  glisten- 
ing, and  reddish  brown  to  dark  gray.  There  were  no 
irregularities  of  the  external  surface.  Examination  of 
the  internal  structure  of  the  mass  revealed  multiple 
cysts,  some  within  the  larger  cyst  with  thickened  walls. 
The  mass  was  separated  from  the  liver  by  a thin,  white 
membrane,  and  similar  membranes  separated  the 
other  cystic  spaces.  The  largest  of  the  cystic  spaces 
measured  8 cm  before  it  was  incised.  There  were  mul- 
tiple smaller  cysts,  and  some  contained  a mucinous 
fluid  (Figure  5). 

Microscopical  examination  revealed  that  the  mass 
was  composed  of  nests  of  hepatocytes  separated  by 
fibrous  tissue  containing  numerous  bile  ducts  of  vari- 
able size.  The  cyst  wall  was  lined  with  bluish  staining 
mesenchymal  tissue  (hematoxylin-eosin  stain)  within 
some  areas  surrounded  by  fibrous  tissue  septa  There 
were  numerous  vessels  within  the  mesenchymal  ele- 
ments. Routine  sections  demonstrated  cysts  were  lined 
by  only  compressed  mesenchymal  cells  rather  than 
true  endothelium  or  epithelium.  The  margins  of  the 
cyst  wall  at  the  interface  with  the  liver  were  distinct 
(Figure  6). 

DISCUSSION 

Mesenchymal  hamartoma  of  the  liver  is  a rare,  non- 
malignant  tumor  of  early  childhood,  most  of  which  are 
found  during  the  first  two  years  of  life,3  with  a strong 
male  preponderance  of  about  3:2.4  The  visual  features  ; 
of  the  tumor  are  multiple  cystic  areas  of  varying  size;  ; 
they  may  be  6 cm  or  more  in  diameter  and  often  con- 
tain a mucinous  substance  as  determined  by  a 
mueicarmine  stain.  The  tumor  often  is  multicystic,  but 
in  some  cases  it  has  been  described  as  a solitary  thick- 
walled  cyst  with  a small  mesenchymal  component  in- 
cluding liver  cells  and  bile  ducts.5  Microscopically, 
there  are  large  expanses  of  sparsely  cellular  mesen- 
chymal tissue  with  interspersed,  elongated  bile  ducts 
and  occasional  nests  of  hepatocytes.8 

Most  of  these  tumors  present  as  a rapidly  growing 
abdominal  mass  causing  an  increase  in  abdominal 
girth,348  which,  in  turn,  can  cause  obstruction  of  the 
vena  cava  aorta  lungs,  and  gastrointestinal  system  by 
external  compression.39  This  may  lead  to  respiratory 
distress  or  life-threatening  starvation.10  Rarely,  mesen- 
chymal hamartomas  have  a large  vascular  component 
leading  to  arteriovenous  shunting  and  cardiac  fail- 
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Figure  3— DISIDA-Tc-99m  scan  showing  the  large  photo- 
penic area  in  the  right  lobe  of  the  liver  with  the  displacement 
of  the  bile  duct  and  gallbladder  to  the  left  of  midline. 


ure;6  consumptive  coagulopathy,  thrombocytopenia, 
hemolytic  anemia,  and  fatal  bleeding  may  occur.7 

Liver  function  tests,  blood  counts,  coagulation 
profile,  and  alpha-fetoprotein  for  the  most  part  are 
normal.478  11  However,  elevated  levels  of  alpha-fetopro- 
tein4 and  abnormal  coagulation  studies  have  been  re- 
ported.7,9 

Treatment  is  by  local  excision,  hepatic  lobectomy, 
partial  resection  of  the  mass  with  marsupialization,  or 
incision  and  drainage  of  the  cystic  tumor.  Prognosis 
is  excellent  as  there  is  no  apparent  malignant  poten- 
tial.4810 The  tumor  also  has  been  noted  in  a single 
instance  to  respond  to  cyclophosphamide  therapy 
when  surgery  was  precluded9  because  of  diffuse 
vascularity  and  extent  of  tumor. 

The  rarity  of  this  tumor  is  best  illustrated  by  several 
reviews  in  the  English  and  Japanese  language  medical 
literature47  9 12  13  which  give  the  number  of  reported 
cases  in  series  ranging  from  148  to  107.9  There  is  con- 
siderable duplication  of  cases  within  these  series  and 
the  most  accurate  total  number  of  reported  cases  ap- 
proximates 150. 

Two  benign  conditions,  nonparasitic  cysts  and 
mesenchymal  hamartoma,  represent  the  majority  of 
cystic  lesions  of  the  liver  in  infancy  and  early  child- 
hood.2 Nonparasitic  cysts,  as  well  as  parasitic  cysts  and 
cystic  teratomas  may  show  calcification  on  plain  film 
radiographs,  and  can  be  distinguished  from  mesen- 
chymal hamartoma  on  this  basis  alone.13  The  even 
rarer  cystic  hepatoblastoma  may  be  confused  with  a 
mesenchymal  hamartoma  because  of  its  cystic  struc- 
ture, although  it  is  associated  with  an  increased  alpha- 
fetoprotein.  Only  a few  mesenchymal  hamartomas 
have  reported  this  concurrent  finding.6811  Another 
benign  lesion  to  be  considered  in  differential  diagnosis 
is  hepatic  hemangioma  which,  although  not  classified 
with  cystic  tumors,  can  appear  similar  to  mesenchy- 
mal hamartoma  by  ultrasonography.12 

The  most  common  primary  malignant  tumors  in 
childhood  are  hepatoblastoma  and  hepatoma.  These 
tumors,  however,  are  rarely  cystic.  A case  of  undifferen- 
tiated embryonal  sarcoma  of  the  liver  mimicking  a 
mesenchymal  hamartoma  has  been  noted  because  of 
its  appearance  when  visualized  by  computed  tomo- 
graphy.14 

At  present,  it  is  felt  that  after  an  initial  plain  film 
of  the  abdomen,  the  imaging  workup  should  consist 


Figure  4 — Intraoperative  findings  demonstrate  the  large  size 
of  the  mass  within  the  right  lobe  of  the  liver. 


Figure  5 — Section  through  the  gross  specimen  illustrates  the 
smooth  margin  and  multicystic  nature  of  the  mass. 


Figure  6— Microscopic  examination  reveals  the  myxomatous 
mesenchyme  (M),  islands  of  hepatocytes  (H),  and  ductal  tissue 
(D)  (hematoxylin  and  eosin  stain). 


of  computed  tomography,  ultrasound,  and  a radio- 
nuclide study,  either  Tc-99m-SC  or  a Tc-99m  labeled 
biliary  imaging  agent.810  13  Computed  tomography  and 
ultrasound  studies  reflect  the  spectrum  of  cystic 
change  noted  grossly.  Radionuclide  scans  can  demon- 
strate the  predominantly  avascular  nature  of  the  mass 
as  well  as  the  hepatic  origin  of  the  lesion.  Hepatobiliary 
imaging  agents  also  can  document  the  location  of  the 
bile  duct  and  gallbladder.11  Some  authors  feel  that 
angiography  adds  little  to  either  a correct  diagnosis  or 
to  a determination  of  operability.10 
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Malignant  transformation  never  has  been  reported, 
and  neither  radiation  nor  chemotherapy  have  a place 
in  the  treatment  of  this  lesion.  It  is  important  to  make 
an  early  diagnosis  of  this  mass  since  care  may  be 
achieved  by  total  or  partial  resection  of  the  lesion.  If 
both  lobes  or  vital  structures  are  involved,  unroofing 
with  marsupialization  of  the  mass  is  sufficient.8 

SUMMARY 

Mesenchymal  hamartoma  of  the  liver  is  a rare  tumor 
of  infancy  and  childhood,  with  no  reported  malignant 
transformations.  The  diagnostic  evaluation  includes 
computed  tomography,  ultrasonography,  and  radio- 
nuclide studies.  A variety  of  surgical  approaches  have 
been  used  depending  on  size,  location,  and  character 
of  the  lesion.  Surgical  cure  can  be  anticipated. 
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Special  Report: 

Organized  Medicine’s  “Cover-Up” — Balderdash! 


David  I.  Cana  van,  m.d.,  lawrenceville* 


The  Impaired  Physicians  Program  was  created  out  of  the  Medical 
Society  of  New  Jersey  fs  sense  of  responsibility  to  the  patients  of 
our  state  and  to  assure  them  that  the  doctors  are  competent  to 
provide  good  care . 


Newspapers  across  the  state  have 
had  banner  headlines  proclaim- 
ing the  alleged  secret  that  or- 
ganized medicine  is  keeping  from  a trusting  and  un- 
suspecting public.  Our  data  are  being  misrepresented 
in  the  public  press  to  imply  that  16  percent  of  our 
doctors  currently  are  "incompetent”  because  of  their 
abuse  of  alcohol  and  drugs.  When  questioned  by  the 
media.  SCI  attorney  Robert  Clark  glibly  responds,  "I  got 
those  numbers  from  Doctor  Canavan." 

The  truth  of  the  matter  is  that  I did  discuss  with 
Mr.  Clark  the  national  data  on  the  incidence  of  the 
diseases  of  “impairment,"  i.e.  alcoholism,  drug  abuse, 
mental  illness,  senility,  and  disabling  physical  ill- 
nesses, in  the  general  and  physician  population.  The 
best  data  I can  find  on  the  prevalence  of  these  illnesses 
suggest  the  comparison  shown  in  the  Table. 

Two  major  points  are  evident  from  these  statistics: 
1 ) except  for  the  abuse  of  drugs  other  than  alcohol,  the 
incidence  of  these  diseases  neither  is  higher  nor  lower 
in  physicians  than  in  the  general  public;  and  2)  physi- 
cians (as  well  as  other  health  professionals)  are  at 
higher  risk  for  the  abuse  of  drugs  other  than  alcohol. 
Probably,  this  is  best  explained  by  their  accessibility 
to  potent  pharmacologic  agents  and  the  mistaken  be- 
lief that  knowledge  of  drug  interactions  provides  pro- 
tection from  the  addicting  power  of  controlled  sub- 
stances. 


What  the  newspapers,  along  with  Mr.  Clark,  overlook 
are  the  associated  facts  that  were  presented  to  him  and 
that  must  be  considered  in  analyzing  these  data 
a Prevalence  statistics  reflect  all  cases,  occurring  at 
any  point  along  the  natural  course  of  these  diseases — 
early,  mid,  and  late  stages.  Occupational  incompetence 
generally  is  seen  only  in  the  late  stages  of  these  ill- 
nesses. 

b.  The  terms  “impairment"  and  "incompetence”  are 
not  synonymous.  As  we  use  the  term,  impairment  sim- 
ply means  the  individual  fits  the  criteria  for  the 
diagnosis  of  the  illness  regardless  of  the  stage.  In- 
competent means  that  the  physician’s  ability  to  func- 
tion effectively  is  compromised.  The  best  information 
on  this  issue  is  that  only  the  later  stages  of  impairment 
produce  incompetence.  At  most,  this  may  include  3 to 
4 percent  of  our  practicing  doctors. 

The  SCI  report  suggests  that  we  are  hiding  these 
physicians  from  the  State  Board  and  thereby  putting 
the  public  at  risk.  This  is  a distortion  of  our  role. 

Because  of  the  basic  philosophical  difference  in  our 
approach  to  the  issue  of  “sick"  doctors  as  opposed  to 
“bad"  doctors,  we  seem  to  be  in  conflict. 


*Dr.  Canavan  is  the  Medical  Director  of  the  Impaired  Physi- 
cians Program  of  the  Medical  Society  of  New  Jersey.  Cor- 
respondence may  be  addressed  to  Dr.  Canavan,  MSNJ,  Two 
Princess  Road,  Lawrenceville,  NJ  08648. 
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TABLE 
Prevalence  in 

Prevalence  in 

General  Population 

Physician  Population 

Disease 

(Percent) 

(Percent) 

Alcoholism 

10-13 

10-13 

Drug  Abuse 

2 (adult  population) 

3-4 

Mental  Illness 

(Psychosis/Serious 

Personality  Disorders) 

2 

2 

Organic  Brain  Syndrome 

1 

1 

Disabling  Physical 

Illness 

1 (estimate) 

1 

Actually,  we  are  not! 

The  State  Board  of  Medical  Examiners,  working  in 
the  Division  of  Consumer  Affairs  under  the  Attorney 
General,  is  de  facto  a disciplinary  body.  They  usually 
base  their  actions  on  violation  of  the  Medical  Practice 
Act  or  CDS  Regulations.  They  impose  penalties,  often 
measuring  their  success  in  terms  of  cases  that  have 
been  successfully  sanctioned. 

There  is  absolutely  no  question  that  the  State  Board 
of  Medical  Examiners  appreciates  and  cooperates  with 
the  Impaired  Physicians  Program  of  the  Medical  So- 
ciety of  New  Jersey.  However,  most  often  this  is  in 
addition  to  the  sanctions  they  impose. 

The  Impaired  Physicians  Program,  on  the  other 
hand,  is  a therapeutic  program  conceived  by  physi- 
cians in  recognition  of  the  acceptance  that  these  are 
treatable  diseases.  Victims  of  these  diseases  should  be 
treated  as  patients  and  not  as  pariahs.  It  is  our 
philosophy  that  rehabilitation  is  far  more  likely  to 
protect  the  public  over  the  long  run  than  disciplinary 
sanctions. 

It  must  be  understood  that  these  “sick"  physicians 
also  may  be  “bad,"  i.e.  incompetent  or  even  criminal, 
and  in  that  situation  they  surely  should  be  sanctioned. 
We  do  not  protect  such  “bad"  doctors!  They  also  may 
be  caught  up  in  denial  of  their  illness,  or  be  unwilling 
to  cooperate  in  rehabilitation  efforts.  In  that  situation, 
we  do  report  to  the  Board  the  need  for  license  suspen- 
sion until  the  recalcitrant  physician  has  “seen  the 
light"  and  demonstrated  his  or  her  rehabilitation  and 
fitness  to  return  to  practice. 

We  obey  the  letter  of  the  law.  We  may  not  always  in- 
terpret the  “spirit  of  the  law"  in  the  manner  that  the 


SCI  would  prefer. 

Let  there  be  no  doubt  of  our  concern  for  the  public 
welfare.  Our  program  was  created  out  of  the  Medical 
Society  of  New  Jersey's  sense  of  responsibility  to  the 
patients  in  our  state  to  assure  them  that  the  doctors 
are  competent  to  provide  good  care. 

We  never  have  put  a physician’s  career  before  the 
public  welfare.  Even  when  we  do  not  perceive  that  a 
reporting  responsibility  exists,  we  do  remove  from 
practice  those  physicians  that  we  recognize  as  a poten- 
tial threat  to  their  patients. 

Some  of  the  finest  people  I know  are  the  "recovering" 
people  I have  treated  over  the  last  32  years.  Some  of 
the  finest  physicians  I know  are  among  the  “recover- 
ing" doctors  that  our  Program  has  helped  to  rehabili- 
tate in  these  last  5 years. 

These  rehabilitated  doctors  are  an  asset  to  the  pro- 
fession. They  usually  are  dedicated,  concerned  care- 
givers to  their  own  patients.  Neither  their  patients  nor 
these  physicians  would  benefit  from  mandatory  revela- 
tion to  the  public  that  a specific  physician  has  been 
diagnosed  and  treated  for  one  of  these  diseases.  While 
there  are  certainly  patients  with  the  ability  to  make 
reasonable  judgments  in  that  instance,  most  patients 
would  simply  walk  away  from  the  perceived  risk,  which 
is  minimal  at  most,  and  thereby  deprive  themselves  of 
the  services  of  a caring,  capable  practitioner,  while 
unjustly  reinforcing  the  myth  that  sick  doctors  do  not 
get  well. 

It  is  time  to  move  away  from  this  biased  and  unfair 
report  and  move  ahead  in  our  efforts  to  strengthen  our 
Program  and  our  dual  commitment  to  our  patients 
and  our  colleagues. 
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Case  Report:  Atelectasis  Totalis  of  the 
Left  Lung  and  Mitral  Incompetence 

Lynn  B.  McGrath,  m.d.,  and  Lorenzo  Gonzalez  Lavev,  m.d.,  browns  mills* 


A five-year-old  female  with  mitral  incompetence  had  a history  of 
cough f pleuritic  left- sided  chest  painf  severe  dyspnea  on  exertion , 
and  orthopnea.  Examination  revealed  complete  atelectasis  of  the 
left  lung.  Urgent  intracardiac  operation  with  replacement  of  the 
mitral  valve  resulted  in  immediate  reinflation  of  the  lung  and  a 
good  postoperative  convalescence. 


Left  atrial  enlargement  is  known 
to  be  associated  with  arterial  ar- 
rhythmias1 and  thromboembol- 
ic events.2  The  management  of  severe  enlargement  of 
the  left  atrium  due  to  mitral  valve  disease  with  the 
subsequent  development  of  mechanical  pulmonary 
complications  is  described  less  frequently  in  the  litera- 
ture.3 The  treatment  of  our  patient  outlines  a success- 
ful protocol  for  managing  patients  with  left  atrial 
enlargement  as  the  cause  of  bronchial  obstruction. 

CASE  REPORT 

A five-year-old  black  female  was  seen  at  the  Deborah 
Heart  and  Lung  Center  in  November  1984  because  of 
mild  shortness  of  breath.  Examination  revealed 
clinical  evidence  for  moderate  mitral  valve  incom- 
petence. She  was  admitted  to  her  local  hospital  one 
month  later  with  congestive  heart  failure,  which  re- 
solved with  medical  therapy.  In  Februaiy  1985,  she 
underwent  cardiac  catheterization  at  our  institution. 
Left  ventricular  angiocardiogram  revealed  severe 
mitral  incompetence.  The  pulmonary  artery  pressure 
was  30/12.  Surgical  treatment  was  not  recommended 
at  that  time. 

The  patient  was  treated  medically  and  was  well  until 
July  1985,  when  she  developed  left-sided  pleuritic 
chest  pain,  paroxysmal  nocturnal  dyspnea,  orthopnea, 
and  abdominal  swelling.  Six  days  later,  cough  and  a 


generalized  feeling  of  fatigue  occurred.  Four  days  later, 
she  was  admitted  to  Deborah  Heart  and  Lung  Center 
where  admission  chest  x-ray  revealed  atelectasis 
totalis  of  the  left  lung  (Figure  1).  Two-dimensional 
echocardiogram  indicated  severe  mitral  incompetence 
and  severe  enlargement  of  the  left  atrium  (Figure  2). 
Surgery  was  performed  on  July  18,  1985.  The  left 
atrium  was  markedly  enlarged.  The  main  pulmonary 
artery  was  mildly  dilated  and  the  pressure  was  elevated 
to  60/20.  The  mitral  valve  was  highly  abnormal.  The 
anterior  leaflet  was  severely  scalloped,  redundant,  and 
myxomatous.  Its  chordae  were  very  elongated.  The  pos- 
terior leaflet  of  the  mitral  valve  was  plastered  down 
onto  the  endocardium  of  the  left  ventricle  due  to  severe 
shortening  of  the  papillary  muscles  and  chordae.  The 
valve  was  replaced  with  a 27  mm  SL  Jude  medical 
prosthesis. 

The  postoperative  convalescence  was  uneventful. 
The  immediate  postoperative  chest  x-ray  revealed  re- 
expansion of  the  left  lower  lobe,  and  repeat  study  on 


*Dr.  McGrath  is  affiliated  with  the  Department  of  Surgery, 
Deborah  Heart  and  Lung  Center  and  the  Department  of  Sur- 
gery, UMDNJ-Robert  Wood  Johnson  Medical  School,  and  Dr. 
Gonzalez-Lavin  is  affiliated  with  the  Department  of  Surgery, 
UMDNJ-Robert  Wood  Johnson  Medical  School.  Cor- 
respondence may  be  addressed  to  Dr.  McGrath.  Department 
of  Surgery,  Deborah  Heart  and  Lung  Center,  Browns  Mills,  NJ 
08015. 
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Figure  1— Admission  posteroanterior  chest  radiograph  show- 
ing atelectasis  totalis  sinister. 


the  following  morning  revealed  reinflation  of  the  re- 
mainder of  the  lung  (Figure  3).  She  was  extubated  on 
the  first  postoperative  day.  The  pulmonary  artery 
pressure  fell  to  35/14  by  18  hours  postoperatively;  the 
lung  remained  expanded  throughout  the  hospital 
course,  and  the  remainder  of  her  convalescence  was 
normal.  Two-dimensional  echocardiogram  demon- 
strated return  of  the  left  atrium  to  near-normal  size 
at  hospital  dismissal  on  postoperative  day  seven  (Fig- 
ure 4).  She  remains  well  at  followup  two  years  later. 

DISCUSSION 

Early  experience  with  surgical  repair  of  congenital 
cardiac  defects  disclosed  various  degrees  of  collapse  of 
the  left  lung  prior  to  and  after  intracardiac  repair. 
These  changes  were  attributed  to  compression  of  the 
left  main  stem  bronchus  by  an  enlarged  left  pulmonary 
artery.4  Rivkin  et  al.  stated  that  left  atrial  enlargement 
had  not  been  an  etiological  factor  in  their  cases  and 
concluded  that,  with  severe  degrees  of  pulmonary  hy- 
pertension, regression  in  size  of  the  pulmonary  arter- 
ies after  repair  may  take  many  months  and  patients 
may  have  prolonged  pulmonary  difficulties.  Como  et 
al.  described  two  cases  of  bronchial  compression  and 
respiratory  distress  unrelieved  after  repair  of  con- 
genital intracardiac  defects.5  Both  patients  required 
reoperation  for  division  and  reconstruction  of  the  left 
pulmonary  arteiy  to  relieve  persistent  obstruction.  In 
contrast,  our  patient  had  immediate  and  complete  re- 
lief of  bronchial  obstruction  after  mitral  valve  replace- 
ment. 

In  general,  severe  chronic  mitral  incompetence 


Figure  2— Admission  two-dimensional  echocardiogram  with 
four-chamber  view  during  systole  demonstrating  severe  left 
atrial  enlargement. 


Figure  3— Anteroposterior  chest  radiograph  36  hours  post- 
operatively. The  left  lung  is  reinflated. 


Figure  4— Two-dimensional  echocardiogram  with  four- 
chamber  view  in  systole  performed  on  postoperative  day  14. 
The  left  atrial  size  has  decreased  importantly. 
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causes  important  enlargement  of  the  left  atrium  and 
the  left  main  stem  bronchus  may  become  elevated  in 
response.  The  acute  clinical  course  in  this  child  reflect- 
ed a relatively  rapid  enlargement  of  the  left  atrium 
causing  compromise  of  the  left  main  stem  bronchus. 
Replacement  of  the  valve  permitted  the  left  atrium  to 
quickly  return  to  near  normal  size;  extrinsic  com- 
pression of  the  left  main  stem  bronchus  was  relieved 
and  the  lung  promptly  reinflated. 

CONCLUSION 

We  believe  that  urgent  surgical  repair  was  indicated 
in  this  situation.  Delay,  in  order  to  perform  bron- 
choscopy, chest  physiotherapy,  or  other  nonsurgical 
maneuvers  to  relieve  bronchial  obstruction  due  to  ex- 
trinsic compression,  is  not  likely  to  benefit  the  patient. 


Early  operation  with  intracardiac  repair  or  valve  re- 
placement should  lead  to  a good  result. 
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Second  Annual  Senior  Citizens  Forum 


The  Medical  Society  of  New  Jersey  sponsored  the  Second  Annual 
Senior  Citizens  Forum . The  Forum  helped  to  better  understand 
how  current  and  proposed  regulations  will  impact  on  the  delivery 
of  health  care  to  the  elderly  and  helped  leaders  become  more 
knowledgeable  about  utilizing  health  care  services  to  meet  the 
needs  Of  the  elderly . (Photos:  Bob  Harris) 


The  program  began  with  an  overview  by  David 
Keiserman,  Representative,  New  Jersey  Council  of 
Senior  Citizens  (left);  and  A.  Ralph  Kristeller,  M.D., 
Chairman,  MSNJ,  Committee  on  Senior  Citizens  (right). 
Joining  them  are  (left  to  right):  Palma  Formica,  M.D., 
President-Elect,  MSNJ;  Senator  Richard  Van  Wagner 
(D-13);  and  Harry  M.  Carnes,  M.D.,  President,  MSNJ. 


Members  of  Workshop  A discussed  improving  access  to 
medical  care  as  viewed  by  hospitals,  physicians,  and 
seniors.  Edward  Tetelman,  J.D.,  Assistant  Commis- 
sioner for  Inter-govemment  Affairs,  New  Jersey  Depart- 
ment of  Human  Services  was  the  moderator  (left) ; pan- 
elists included  Palma  Formica,  M.D.  (center);  and  Marie 
Shall,  Project  Manager,  HERT  (right). 


Moderator  William  A.  B.  Ditto,  Supervisor,  Health  and 
Long-Term  Care  Unit,  New  Jersey  Department  of  Human 
Services  (right)  led  Workshop  B,  “Assuring  Quality 
Health  Care."  Panelists  (left  to  right)  were  Russell 
Heeren,  AARP;  David  I.  Kingsley,  M.D.,  President,  The 
PRO  of  New  Jersey;  and  Joel  Gross,  M.D.,  Medical  Direc- 
tor, Anna  Alexander  Greenwall  Geriatric  Program. 


Workshop  C focused  on  medical  costs.  Moderator 
Christine  Grant,  M.D.,  M.B.A.,  Assistant  Commissioner, 
Research,  Policy,  and  Planning,  NJ  Department  of 
Health  (left)  was  assisted  by  panelists  (left  to  right)  Ed- 
ward Perrin,  Vice-President,  Financial  Management,  NJ 
Hospital  Association;  Edith  Edelson,  NJ  Federation  of 
Senior  Citizens;  and  Emmons  Paine,  M.D.,  Committee 
on  Senior  Citizens,  MSNJ. 
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DOCTORS’ 

notebook 


Trustees’  Minutes 
September  20,  1987 

A regular  meeting  of  the  Board  of 
Trustees  was  held  on  Sunday,  Sep- 
tember 20,  1987,  at  the  Executive 
Offices  in  Lawreneeville.  Detailed 
minutes  are  on  file  with  the  sec- 
retary of  your  county  society.  A sum- 
mary of  significant  actions  follows: 

Report  of  Executive  Director  , . . 

(1)  Insurance  Commissioner’s 
Task  Force  on  Malpractice  In- 
surance . . . Requested  Dr.  Mineur, 
Mr.  Peter  Sweetland  (or  his  desig- 
nee), Dr.  Carnes,  and  Mr.  Maressa  to 
analyze  the  report  on  medical  mal- 
practice from  the  Insurance  Com- 
missioner and  to  develop  a draft 
response  to  be  presented  to  the 
Board  for  approval  before  it  is  trans- 
mitted to  the  Insurance  Depart- 
ment. 

(2)  Department  of  Health  . . • 

(a)  Mandatory  Assignment/Certif- 
icate  of  Need  Applicants  . . . Noted 
Mr.  Maressa’s  response  to  a letter 
written  by  Mr.  John  C.  Scioli,  Direc- 
tor of  Health  Policy,  Planning  and 
Certificate  of  Need,  NJ  State  Depart- 
ment of  Health:  Mr.  Scioli's  letter  in- 
dicated that  favorable  consideration 
would  be  given  to  certificate  of  need 
applicants  if  the  hospital  involved 


has  effected  an  agreement  whereby 
physicians  providing  the  services 
would  accept  mandatory  assign- 
ment in  Medicare  and  Medicaid 
cases,  and  also  provide  care  at  no 
cost  to  indigent  and  uninsured  pa- 
tients. Suggested  Mr.  Maressa's 
response,  stating  the  proposed  re- 
quirements represent  an  infringe- 
ment on  private  practice  which  is 
not  permissible  under  the  New  Jer- 
sey statutes,  be  sent  to  the  adminis- 
trator, chairman  of  the  board  of 
trustees,  president  of  the  medical 
staff,  chiefs  of  surgery  and  cardi- 
ology of  the  hospitals  involved. 

(b)  Physician  Assistants  . . . Was 
advised  that  MSNJ  will  confront  the 
issue  of  licensing  of  surgical  assis- 
tants/physician assistants  in  the 
appropriate  forum  should  the  state- 
wide Health  Coordinating  Council 
pursue  its  efforts  to  license  physi- 
cian assistants. 

(c)  Insurance  Carrier  Performance 
of  Utilization  Review . . . Noted  that 
MSNJ  is  opposed  to  the  concept 
which  would  permit  insurance  car- 
riers to  do  their  own  utilization  re- 
view in  hospitals  on  nonfederal 
cases;  noted  the  New  Jersey  Hospital 
Association  also  is  opposed  to  this 
concept,  and  a meeting  was  request- 
ed for  all  concerned. 

(3)  Legal  Matters  . . . 

(a)  Physical  Therapy  Board  Scope 
of  Practice  Rule  . . . Noted  that 
MSNJ  has  filed  a notice  of  appeal  to 
litigate  since  the  Physical  Therapy 
Board  adopted  a regulation  allowing 
physical  therapists  to  perform 
duties  which  extend  beyond  the 
scope  of  the  statute  regulating  the 
practice  of  physical  therapists. 

(b)  Wilk  versus  AMA  . . . Will  be 
kept  informed  on  further  infor- 
mation on  this  case  in  which  the 
AMA  was  found  to  be  in  violation  of 
antitrust  laws  in  its  overall  position 
on  chiropractors. 

(c)  AMA  Appeal  on  Massachusetts 
Mandatory  Assignment  Law  . , . 

Will  be  advised  of  further  action  con- 
cerning the  AMA  litigation  regard- 
ing the  Massachusetts  mandatory 
assignment  law  after  unfavorable 
decisions. 

(4)  Legislative  Update  . . . 

(a)  Tort  Reform  . . . Noted  that  it  is 
unlikely  that  there  will  be  any  move- 
ment on  the  bills  until  after  the  No- 
vember elections;  Dr.  Carnes’s  ad 
hoc  committee  to  work  on  the  tort 
reform  issue  has  made  progress  in 
getting  a majority  of  the  Judieiaiy 


Committee  to  call  another  hearing 
on  the  statute  of  limitation  and 
structured  payment  bills. 

(b)  No-Fault  Fee  Schedule  . . . 
Noted  that  a bill  establishing  a medi- 
cal fee  schedule  was  released  by  the 
Senate  Committee  on  Labor,  Indus- 
try, and  Professions,  and  passed  in 
the  Senate  as  part  of  no-fault  reform; 
the  amendments  requested  by  the 
Society  to  allow  for  balance  due  bill- 
ing to  require  revision  of  the  sched- 
ule every  two  years;  and  to  require 
that  the  schedule  be  specialty  specif- 
ic and  accommodate  the  90th  per- 
centile of  physicians  within  a demo- 
graphic region,  were  passed. 

(5)  Scope  of  Podiatric  Medicine- 
State  Board  of  Medical  Examiners 
. . . Noted  that  a review  and  dis- 
cussion with  the  orthopaedic  com- 
munity and  surgeons  in  general  are 
anticipated  regarding  the  State 
Board's  promulgation  of  a regu- 
lation or  policy  statement  related  to 
surgical  procedures  podiatrists  may 
perform. 

JEMPAC  . . . 

(1)  Board  of  Directors  . . . Heard 
from  William  E.  Ryan,  M.D.,  Chair- 
man of  JEMPAC,  that  the  meeting 
on  September  23  is  an  open  meeting 
and  all  interested  physicians  should 
attend,  and  those  physicians  wish- 
ing to  support  a particular  candi- 
date should  advise  the  Committee. 

(2)  Legislative  Club  . . . Noted  that 
the  Legislative  Club,  consisting  of 
members  contributing  $250  or  more 
to  JEMPAC,  is  hosting  a reception 
on  October  14  with  Senator  John  F. 
Russo  and  Speaker  of  the  Assembly 
Chuck  Hardwick. 

UMDNJ  . . . 

(1)  Resignation  of  Dean  . . . 

Agreed  to  appoint  a representative 
from  MSNJ  to  serve  on  the  Search 
Committee  for  a dean  to  replace  Dr. 
Richard  Reynolds  who  resigned. 

(2)  Project ‘Top  25"  . . . Noted  that 
representatives  of  MSNJ,  among 
others,  will  be  invited  to  attend 
meetings  to  bring  UMDNJ  into  the 
top  25  medical  schools  in  the  nation 
by  the  end  of  the  next  decade. 

(3)  Comprehensive  Cancer  Center 
. . . Noted  that  Dr.  Bergen  will  meet 
with  staff  members  of  the  Cancer 
Center  to  discuss  the  most  effective 
way  of  protecting  the  rights  of  pri- 
vate physicians  and  community 
hospitals  without  compromising  the 
rights  of  the  new  center. 
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NJ  Hospital  Association  . . . 

(1)  Nursing  Shortage  . . . Noted 
that  the  results  of  an  opinion  survey 
of  nurse  executives  to  determine  the 
underlying  causes  for  the  declining 
number  of  registered  nurses  work- 
ing in  the  acute  care  setting  show 
escalating  opportunities  outside  the 
field  of  nursing,  increasing  demands 
created  by  the  changing  climate  in 
health  care,  and  relatively  low  nurs- 
ing salaries  as  the  primary  agents  of 
the  crisis. 

Committee  on  Annual  Meeting  . . . 

( 1 ) Site  for  the  1988  Annual  Meet- 
ing . . . Approved  the  following  rec- 
ommendation: 

That  the  222nd  Annual  Meeting  be  held 
at  the  Meadowlands  Hotel  in  East 
Rutherford,  New  Jersey,  on  Thursday 
April  28  through  Sunday,  May  1,  1988. 

(2)  Proposed  Daily  Schedule  for 
the  1988  Annual  Meeting  . . .-Ap- 
proved the  following  recommenda- 
tion: 

That  the  Board  of  Trustees  approve  the 
proposed  daily  schedule  for  the  1988  An- 
nual Meeting. 

The  proposed  daily  schedule  ap- 
pears on  page  897. 

(3)  Topic  of  Program  Scheduled 
for  Sunday,  May  1,  1988  . . . Voted 
to  postpone  the  following  rec- 
ommendation for  three  months  so 
other  possible  topics  can  be  ex- 
plored: 

That  the  Board  of  Trustees  approve  "Pro- 
fessionalism-Fact or  Fantasy"  as  the 
topic  for  the  program  scheduled  for  8:30 
a.m..  Sunday,  May  1,  1988,  at  the  Shera- 
ton Meadowlands  Hotel,  in  East  Ruther- 
ford, New  Jersey. 

Committee  on  Impaired  Physicians 

. . . Approved  the  following  rec- 
ommendation: 

That  the  Board  of  Trustees  organize  a 
task  force  made  up  of  representatives  of 
MSNJ,  the  New  Jersey  Association  of  Os- 
teopathic Physicians  and  Surgeons,  the 
New  Jersey  Hospital  Association,  the  De- 
partment of  Health,  and  the  State  Board 
of  Medical  Examiners.  The  purpose  of 
this  task  force  will  be  to  develop  some 
clear-cut  policies  and  protocol  vis-a-vis 
physicians  diagnosed  as  having  AIDS,  or 
found  to  have  a positive  HIV  titer. 

Committee  on  Long-Range  Plan- 
ning and  Development  . . . Ap- 
proved the  following  recommenda- 
tion: 


That  the  concept  of  videotaping  can- 
didate interviews  at  Nominating  Com- 
mittee meetings  not  be  adopted. 

Referred  the  following  recommen- 
dation back  to  the  Committee  for  re- 
wording: 

That  prior  to  being  interviewed  by  the 
Nominating  Committee,  candidates  be 
requested  to  submit  a written  summary 
setting  forth  their  motive  in  seeking  elec- 
tion and  what  they  expect  to  accomplish 
if  elected  to  the  position,  and  also  to 
enclose  their  photograph.  The  material  is 
to  be  included  as  part  of  the  permanent 
record  of  the  Nominating  Committee, 
and  be  available  for  examination  by  the 
nominating  delegates  at  any  time. 

The  following  recommendation  was 
approved: 

That  a copy  of  the  evaluation  form 
utilized  by  the  Nominating  Committee  at 
the  time  of  candidate  interviews  be  sup- 
plied to  the  candidates  for  their  review 
prior  to  the  time  of  their  interview. 

Judicial  Council  . . . Noted  the  Ju- 
dicial Council’s  response  to  Dr.  Kris- 


teller’s  recommendation  calling  for 
uniformity  in  structure  and  func- 
tion of  countyjudicial  committees  is 
as  follows: 

1 . The  function  and  procedure  of  county 
judicial  committees  are  detailed  in 
MSNJ’s  Bylaws  and  the  Rules  and  Regu- 
lations of  the  Judicial  Council. 

2.  Many  judicial  committees  have  lay 
members;  this  decision  is  made  by  the 
individual  county  society. 

3.  The  Judicial  Council  submits  a sum- 
mary report  to  the  Board  of  Trustees  at 
the  Annual  Meeting;  countyjudicial  com- 
mittees may  file  statistical  reports  with 
their  boards  if  they  wish. 

4.  The  Council  will  recommend  to  the 
Council  on  Public  Relations  that  an  ad 
explaining  the  judicial  mechanism  be  de- 
veloped for  publication. 

New  Business  . . . 

( 1 ) Medicaid  Nursing  Home  Appli- 
cation Delays  . . . Voted  to  support 
recommendations  calling  for  timely 
and  efficient  processing  of  Medicaid 
nursing  home  applications;  exami- 
nation of  the  Medicaid  reimburse- 
ment process:  better  communica- 
tion by  welfare  boards  with  hospi- 


CANDIDATES  FOR 
MSNJ  OFFICES 

If  you  are  interested  in  becoming  an  Officer, 
Trustee,  or  member  of  the  AMA  Delegation,  a new 
opportunity  exists  for  you. 

The  Nominating  Committee  will  meet  several 
times  this  year  to  consider  candidates.  We  will 
consider  members  other  than  those  recommended 
by  county  medical  societies  and  nominating  del- 
egates for  any  of  these  offices. 

If  you  wish  to  be  considered,  please  contact  your 
county  medical  society  or  the  Medical  Society  of 
New  Jersey  for  the  necessary  forms. 


This  is  a real  opportunity  for  grassroots  can- 
didate development  and  we  urge  you  to  use  it. 
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tals;  statewide  consistency  in  the  ap- 
plication process  and  interpretation 
of  regulations;  and  availability  of 
nursing  home  beds.  Voted  to  send 
letters  of  endorsement  to  the  Gov- 
ernor and  other  appropriate  parties. 
(2)  AMA  Council  on  Legislation 
. . . Voted  in  favor  of  Dr.  Sehauer’s 
candidacy  for  the  AMA  Council  on 
Legislation,  and  agreed  to  send  a let- 
ter of  support  to  the  AMA 

Correspondence  . . . 

(1)  Senior  Citizen  Health  Forum 

. . . Voted  to  send  a letter  of  thanks 
to  Congresswoman  Roukema  for  her 
efforts  calling  attention  to  her 
Senior  Citizens  Health  Forum  at 
Hackensack  Medical  Center  this 
past  June. 


UMDNJ  Notes 

Stanley  S.  Bergen,  Jr.,  M.D. 
President 

There  is  no  cure  for  AIDS  and 
none  on  the  immediate  horizon.  But 
epidemics  have  been  conquered  in 
the  past,  in  eras  when  medical  ex- 
pertise and  technology  were  primi- 
tive-compared with  the  resources 
available  today.  The  unprecedented 
global  effort  that  grows  with  every 
passing  month  gives  rise  to  hope 
that  a solution  can  be  found.  Hope, 
for  now,  is  almost  all  we  have. 

When  and  if  a cure  is  found,  or  a 
vaccine  is  found,  or  a way  to  neutral- 
ize the  worst  of  the  effects  is  found, 
it  will  come  far  too  late  for  legions  of 
victims.  And  thousands  more  will 
die,  tragically,  before  the  break- 
through becomes  widely  available. 
The  first  AIDS  victims  to  benefit 
from  any  effective  new  therapy  will 
be  those  who  happen  to  be  in  the 
right  place  at  the  right  time— the  pa- 
tients on  whom  the  new  therapy  is 
tested. 

Some  of  those  patients  may  well 
live  in  New  Jersey,  thanks  to  federal- 
ly funded  programs  to  be  conducted 
by  UMDNJ.  On  October  1,  the  Na- 
tional Institutes  of  Health  an- 
nounced grants  totalling  more  than 
$14  million  for  three  five-year  stud- 
ies under  UMDNJ  auspices.  As  a re- 
sult of  these  grants,  clinical  trials  of 
promising  new  AIDS  therapies  will 
be  conducted  in  New  Jersey,  giving 
New  Jerseyans  access  to  the  best 
care  available  without  forcing  them 
to  travel  out  of  state  to  get  it. 

Two  of  the  UMDNJ  grants  will  be 


part  of  a $100  million  effort  by  the 
National  Institute  of  Allergy  and  In- 
fectious Diseases  (NLAID),  a division 
of  the  NIH,  to  establish  17  clinical 
studies  groups  across  the  country  to 
develop  and  test  new  therapies 
against  AIDS.  One  of  these  clinical 
studies  groups,  based  at  UMDNJ- 
Robert  Wood  Johnson  Medical 
School  in  Piscataway/New  Bruns- 
wick, has  projected  funding  of  $8 
million  over  the  five  years.  Another, 
at  UMDNJ-New  Jersey  Medical 
School  in  Newark,  has  projected 
funding  of  $3.8  million  over  five 
years. 

The  third  grant  will  focus  on  the 
treatment  of  the  pulmonary  com- 
plications of  AIDS,  including  tu- 
berculosis. This  study  has  projected 
funding  over  five  years  of  $2.4 
million. 

In  general,  the  clinical  studies 
group  project  will  take  a three- 
pronged approach  to  combat  AIDS 
(acquired  immunodeficiency  syn- 


drome): patient  trials  of  promising 
new  drug  treatments,  basic  research 
to  improve  understanding  of  the 
vims  and  determine  vulnerabilities 
for  new  drug  or  vaccine  develop- 
ment. and  community-oriented  edu- 
cational outreach  programs  to  pre- 
vent spread  of  the  disease. 

In  central  New  Jersey,  the  clinical 
studies  group  will  include  a six- 
county  area  comprising  some  two 
million  inhabitants.  The  study  will 
be  headquartered  at  the  UMDNJ- 
Robert  Wood  Johnson  Medical 
School  and  its  primary  teaching 
affiliate,  the  Robert  Wood  Johnson 
University  Hospital  in  New  Bruns- 
wick. The  group  will  also  include  sat- 
ellite centers  at  Muhlenberg  Hospi- 
tal. Plainfield;  Veterans  Adminis- 
tration Hospital,  Lyons;  St.  Peter’s 
Medical  Center.  New  Brunswick;  St. 
Francis  Medical  Center,  Trenton; 
Jersey  Shore  Medical  Center,  Nep- 
tune, and  Raritan  Bay  Health  Ser- 
vices Corporation,  Perth  Amboy. 


MEDICAL  SOCIETY  OF  NEW  JERSEY 
ANNUAL  MEETING 

April  27-May  1,  1988 
Sheraton  Meadowlands  Hotel 
East  Rutherford 

Proposed  Daily  Schedule 

Wednesday,  April  27,  1988 

3:30  p.m.— Board  of  Trustees’  Meeting 

Thursday,  April  28,  1988 

9:00  am.— Registration  Opens 
9:00  am.— Message  Center  Opens 
2:00  p.m.— House  of  Delegates 
3:30  p.m.— Reference  Committees 

Friday,  April  29,  1988 

8:00  am.— Registration  Opens 

8:00  am.— Message  Center  Opens 

8:30  am.— Exhibits  Open 

9:00  am.— House  of  Delegates  (election) 

12:00  noon— Golden  Merit  Award  Ceremony  followed  by  Reception 
2:30  p.m.— Reference  Committees 
5:00  p.m.— JEMPAC  Political  Forum 
5:45  p.m.— JEMPAC  Wine  and  Cheese  Reception 

Saturday,  April  30,  1988 

8:00  am.— Registration  Opens 
8.00  am.— Message  Center  Opens 
8:30  am.— Exhibits  Open 
9:00  am.— House  of  Delegates 
1:30  p.m.— House  of  Delegates 

6:00  p.m.— Inaugural  Reception  followed  by  Inaugural  Dinner 

Sunday,  May  1,  1988 

8:00  am.— Registration  Opens 
8:00  am.— Message  Center  Opens 

8:30  am.— Program  on  one  topic  of  major  interest  to  the  physician 
1:00  p.m.— Board  of  Trustees'  Meeting 
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The  central  New  Jersey  program, 
under  the  direction  of  Dr.  David 
Gocke,  chief  of  the  Division  of  Im- 
munology and  Infectious  Disease, 
will  perform  patient  testing  of  anti- 
viral medications,  including  AZT. 
Dr.  Gocke's  group  also  will  pursue 
basic  research  into  the  nature  of  the 
AIDS  virus  and  the  anti-viral  effects 
of  different  forms  of  interferon.  Join- 
ing Dr.  Gocke  will  be  Dr.  Sidney 
Pestka  professor  and  chairman  of 
molecular  genetics  and  microbiolo- 
gy; Dr.  Karel  Raska  professor  of 
pathology;  and  Dr.  Donald  Dubin, 
professor  of  molecular  genetics  and 
microbiology. 

The  Newark  clinical  studies  group, 
focusing  on  pediatric  AIDS  patients, 
will  draw  on  the  collaboration  be- 
tween the  UMDNJ-New  Jersey  Medi- 
cal School  and  Children’s  Hospital  of 
New  Jersey,  a division  of  the  United 
Hospitals  Medical  Center.  This 
group,  directed  by  Dr.  Edward  Con- 
nor, associate  director  of  allergy,  im- 
munology, and  infectious  diseases 
at  the  medical  school,  will  be  the 
first  in  the  nation  to  test  a variety 
of  anti-viral  drugs  on  children. 
Another  member  of  Dr.  Connor's 
team  is  Dr.  James  Oleske,  one  of  the 
first  researchers  to  discover  the 
AIDS  virus  in  children,  who  will 
direct  the  laboratory  research  por- 
tion of  the  project.  The  educational 
effort  will  be  directed  by  Mary 
Boland,  director  of  the  Children's 
Hospital  AIDS  Program,  who  has  de- 
veloped an  outreach  program  to  in- 
struct health  care  personnel  about 
treating  AIDS  patients.  Other  mem- 
bers of  the  team  are  Dr.  Leon  Ep- 
stein, a pediatric  neurologist,  and 
Dr.  Vijay  Joshi,  pediatric  pathol- 
ogist. 

As  for  the  third  grant  the  pul- 
monary study,  UMDNJ-New  Jersey 
Medical  School  will  join  four  other 
institutions  in  a five-year  project 
funded  by  the  NLA1D  and  by  the  Na- 
tional Heart,  Lung  and  Blood  In- 
stitute, another  division  of  the  NIH. 
The  New  Jersey  Medical  School  por- 
tion of  the  study  is  directed  by  Dr. 
Lee  Reiehman,  director  of  pulmo- 
nary medicine,  who  several  years  ago 
observed  and  described  the  connec- 
tion between  AIDS  and  unusual 
forms  of  tuberculosis  occurring  in 
organs  other  than  the  lungs,  such  as 
the  brain.  Dr.  Reiehman  will  be 
joined  by  Dr.  Bonita  Mangura,  also 
a pulmonary  specialist  at  the  medi- 
cal school. 


AMNJ  Report 

Anthony  Minnefor,  M.D. 

President 

The  Academy's  1988  Internal 
Medicine  Review  Course  will  be  held 
at  the  Robert  Wood  Johnson  Univer- 
sity Hospital  in  New  Brunswick 
under  the  chairmanship  of  Dr.  Rob- 
ert Eisinger.  The  course  is  sched- 
uled to  begin  on  Wednesday,  Janu- 
ary 20,  1988,  and  will  run  19  suc- 
cessive Wednesdays  from  4:00  p.m.- 
7:00  p.m.  The  course  is  cosponsored 
with  UMDNJ-Robert  Wood  Johnson 
Medical  School  as  well  as  the  Robert 
Wood  Johnson  University  Hospital. 

The  course  is  intended  to  provide 
a comprehensive  review  of  contem- 
porary concepts  in  internal  medi- 
cine; it  is  designed  for  practicing  in- 
ternists and  family  practitioners. 
The  review  also  will  be  useful  for 
residents  in  preparation  for  the 
ABIM  exam. 

Syllabus  material  will  be  distrib- 
uted during  the  course  which,  when 
completed,  will  provide  an  extremely 
useful  reference. 

The  Academy  is  pleased  to  an- 
nounce that  we  recently  have  been 
funded  by  the  Diabetes  Control  Pro- 
gram of  the  New  Jersey  State  De- 
partment of  Health  to  mount  a 
three-year  physician  education  pro- 
gram with  the  purpose  of  improving 
the  current  rate  of  lower  extremity 
amputations.  The  Academy  will  de- 
sign, implement,  and  assess  the  ef- 
fectiveness of  a multifaceted  phy- 
sician education  program  on  the 
prevention  of  early  detection  and 
prompt  treatment  of  diabetes-re- 
lated foot  problems.  The  focus  of  the 
effort  will  be  primary  care  physi- 
cians throughout  the  state  and  Dr. 
Arthur  Krosnick  will  be  Program  Di- 
rector. 

The  Academy  also  has  received 
two  additional  grants  for  the  1987- 
1 988  year  in  the  areas  of  Alzheimer’s 
disease  and  AIDS.  The  Brookdale 
Foundation  in  New  York  has  pro- 
vided funds  for  the  education  of 
physicians  and  other  health  care 
professionals  in  the  Alzheimer's  dis- 
ease area  The  New  Jersey  State  De- 
partment of  Health  has  renewed 
their  grant  with  the  Academy  for  the 
fourth  consecutive  year  to  provide 
AIDS  educational  programs.  The  pri- 


mary vehicle  for  these  educational 
efforts  will  be  the  Academy's  Roving 
Symposia  series. 

The  First  Wednesday  at  the 
Academy  was  held  on  Wednesday, 
November  4,  1987.  The  topic  was, 
“The  Dilemma  of  Dying  in  the  80s: 
Whose  Decision  Is  It?  The  program 
was  cosponsored  by  the  Bergen  and 
Passaic  County  Medical  Societies 
and  the  Citizen's  Committee  on  Bio- 
medical Ethics. 


Physicians  Seeking 
Location  in  New  Jersey 

The  following  physicians  have  written 
to  the  Executive  Offices  of  MSNJ  seek- 
ing information  on  possible  opportuni- 
ties for  practice  in  New  Jersey.  The  in- 
formation listed  below  has  been  sup- 
plied by  the  physicians.  If  you  are 
interested  in  any  further  information 
concerning  these  physicians,  we  sug- 
gest you  make  inquiries  directly  to 
them. 

ENDOCRINOLOGY— Madeline  M.  Man- 
zione.  M.D.,  141  Holmes  St.,  Apt.  16, 
Belleville,  NJ  07109.  New  York  Medical 
1979.  Board  eligible.  Board  certified 
(IM).  Group,  partnership,  solo.  Avail- 
able. 

Alex  Stewart  Stagnaro-Green,  M.D.. 
228  Voorhis  Ave.,  River  Edge,  NJ 
07661.  Mount  Sinai  1983.  Also, 
internal  medicine.  Board  eligible. 
Board  certified  (IM).  Partnership, 
group,  solo.  Available  July  1988. 

FAMILY  MEDICINE— William  Jeffrey 
Rayner,  M.D.,  200  Linwood  Ave.,  Fort 
Lee,  NJ.  New  York  Medical  1975.  Board 
certified.  HMO  or  group.  Available. 

GASTROENTEROLOGY— Joel  H.  Kurtz, 
M.D.,  2600  Netherland  Ave.,  Apt.  2811, 
Riverdale,  NY  10463.  UMDNJ  1983. 
Board  eligible.  Partnership  or  group. 
Available  July  1988. 

INTERNAL  MEDICINE— Robert  P.  Bes- 
wick,  M.D.,  2316  W.  Cortez  St.,  Chi- 
cago. IL  60622.  Illinois  1981.  Board 
certified.  Group,  partnership,  clinic, 
industry.  Available. 

Glenn  A Dubov,  M.D.,  75-36  Bell  Blvd., 
Apt.  2A,  Bayside,  NJ  11364.  Chicago 

1983.  Board  certified.  Group  or  part- 
nership. Available  July  1988. 

Kathy  Rosen  Kerr.  M.D.,  318  Perrine 
Ave.,  Piscataway,  NJ  08854.  UMDNJ 

1984.  Also,  pediatrics.  Board  eligible. 
Partnership  or  small  group.  Available 
July  1988. 

Daniel  R Massarelli,  M.D..  98  Long- 
fellow Rd.,  Worcester,  MA  01602. 
Georgetown  1985.  Board  eligible. 
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Group,  partnership,  solo.  Available 
September  1988. 

Leilani  L.  NLxon,  M.D.,  1175  Gail  Dr., 
Buffalo  Grove.  IL  60089.  Illinois  1985. 
Board  eligible.  Partnership  or  solo. 
Available  July  1988. 

Samuel  J.  Stepanow,  M.D.,  430  W. 
Browning  Rd..  Apt.  S-5,  Bellmawr,  NJ 
08031.  Hahnemann  1985.  Board 
eligible.  Group  or  partnership.  Avail- 
able July  1988. 

Darius  Sypek,  M.D.,  154  Oakwood 
Ave.,  Apt.  3,  Cliffside  Park,  NJ  07019. 
Medical  Academy  (Poland)  1984. 
Board  eligible.  Group.  Available  July 
1988. 

Alex  Stewart  Stagnaro-Green,  M.D., 
228  Voorhis  Ave.,  River  Edge,  NJ 
07661.  Mount  Sinai  1983.  Also,  en- 
docrinology. Board  certified.  Board 
eligible  (ENDOCRIN).  Partnership, 
group,  solo.  Available  July  1988. 

NEPHROLOGY — Glenn  A Dubov,  M.D., 
75-36  Bell  Blvd.,  Bayside,  NJ  11364. 
Chicago  1983.  Also,  internal  medicine. 
Board  certified  (IM).  Group  or  partner- 
ship. Available  July  1988. 

OPHTHALMOLOGY— James  Scott 
Lewis,  M.D.,  531  Sprague  Rd„ 
Narberth,  PA  19072.  Jefferson  1982. 
Group,  partnership,  solo.  Available. 

ORTHOPEDIC  SURGERY— Richard 
Lebovicz,  M.D.,  707  Abbott  St.,  High- 
land Park,  NJ  08904.  Downstate  1979. 
Board  eligible.  Partnership  or  solo. 
Available. 

PEDIATRICS— Meera  Gupta,  M.D.,  57 
Lawrence  Dr.,  Berkeley  Heights,  NJ 
07922.  Nehru  (India)  1977.  Board 
eligible.  Group  or  partnership.  Avail- 
able. 

Kathy  Rosen  Kerr,  M.D.,  318  Perrine 
Ave.,  Piscataway,  NJ  08854.  UMDNJ 
1984.  Also,  internal  medicine.  Board 
eligible.  Partnership  or  small  group. 
Available  July  1988. 

PLASTIC  SURGERY— Marcia  V.  Ormsby, 
M.D.,  445  East  68th  St.,  #ll-0.  New 
York,  NY  10021.  Massachusetts  1982. 
Board  eligible.  Partnership  or  solo. 
Available. 

SURGERY— Victor  B.  Lebedovyeh,  M.D., 
211  S.  Crapo  St.,  Mt.  Pleasant.  ML 
Michigan  1968.  Board  certified.  Part- 
nership or  association.  Available. 
Ramiro  Requena  M.D.,  Interfaith 
Medical  Center,  555  Prospect  Place, 
Brooklyn  11238.  Bolivia  1966.  Board 
certified.  Group,  partnership,  solo. 
Available. 

SURGERY,  THORACIC/CARDIOVAS- 
CULAR—Michael  D.  Harostock.  M.D., 
2337  Gavinley  Way.  Columbus,  OH 
43220.  Georgetown  1981.  Board  eli- 
gible. Available  July  1988. 

UROLOGY— Charles  Dorfman,  M.D., 
3313  Amherst  Rd..  Erie,  PA  16506. 
Universidad  Centeral  del  Este  (Mex- 
ico) 1980.  Board  eligible.  Group  or 
partnership.  Available  July  1988. 
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WHAT  IS  YOUR 
PRACTICE  WORTH? 

Physician  International  is  experienced  in  providing  profes- 
sional valuation  of  medical  practices  for: 

• Sale  • Retirement  Planning 
• Insurance  Purposes  • Estate  Settlement 
Call  our  staff  of  over  fifty  dedicated  professionals: 

Physician  International 

Four  Vermont  Street 
Buffalo,  NY  14213-2498 
(716)  884-3700 

"Physician  International  is  an  Approved  Membership  Benefit  Program 
of  the  Medical  Society  of  the  State  of  New  York. " 


DO  A GOOD  DEED 
MD 

GET  SATISFACTION 

Do  you  have  a patient  that 
is  more  like  a good  friend? 

Is  he  ailing? 

Does  he  have  a business  that 
now  needs  help? 

Should  he  retire  from  his  business? 

If  so,  let  us  hear  from  you! 

We  may  be  able  to  help. 

Mr.  Lou  Adams  P.O.  Box  1410 

Englewood  Cliffs,  NJ  07632  (201)-585-1555 


Your  medical  practice 
is  a business,  and  if 
that  business  does  not 
run  efficiently,  it  will 
affect  your  patient  and 
public  relations. 

Mary  Ann 
Hamburger 

ASSOCIATES 

FOR  A SMOOTHER,  MORE  EFFICIENT  OFFICE, 


A MEDICAL  MANAGEMENT 
CONSULTING  FIRM 


IS  YOUR  BEST  CHOICE!... 

AND  MARY  ANN  HAMBURGER  IS  AN  EXPERT 
IN  MEDICAL  OFFICE  MANAGEMENT 

The  fine  medical  care  you  give  your  patients  is  greatly 
enhanced  by  a well  run  office  system.  Your  medical  practice 
is  both  a service  and  a business.  Whether  you  are  establishing 
a new  office — or  reassessing  an  on-going  practice 
MARY  ANN  HAMBURGER, 
a specialist  in  medical  office  management,  provides  sound 
consultation  in  every  facet  of  office  operations,  will  work  with 
you,  confidentially,  to  evaluate  each  element  of  your  particular 
practice — and  to  increase  your  level  of  success,  and  can  offer 
the  most  comprehensive  management  direction,  backed  by 
years  of  experience. 

For  a One-Time  Consultation  or  a 
Continuing  Service , Contact: 

MARY  ANN  HAMBURGER 


74  HUDSON  AVENUE 
MAPLEWOOD,  NEW  JERSEY 
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763-7394 


THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 


3:0  0-3:20 
3:20-3:40 


3:40-4:00 


4:00-4:30 


4:30-5:00 


CARDIOLOGY  UPDATE  . . . 


designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 


WEDNESDAY 
JANAURY  6,  1988 
3.00  to  5 :00  PM 

MANAGEMENT  OF  PATIENTS  AFTER 
ACUTE  MYOCARDIAL  INFARCTION 

MODERATOR:  BERNARD  L.  SEGAL,  M.D. 

Holter  monitoring  and  exercise  stress  studies  Michael  S.  Feldtnan , M.D. 

Cardiac  rehabilitation  and  fitness  Garo  S.  Garibian,  M.D. 

Behavior  problems  and  employment  Paul  A.  Van  Ravenswaay,  M.D. 

Case  presentations  Vanessa  Lucarel/a 

Panel  discussion  David  Mishalove,  M.D.;  Rajendra  Seth,  M.D. 


• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

* * Refreshments  Served  Following  Each  Session  * * 

Scheie  Eye  Institute  Auditorium 
Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 


•The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  continuing 
education  for  physicians.  The  University  of  Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  2 credit  hours  per  session 
in  Category  I of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 
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CME  Calendar 


The  following  is  a list  of 
continuing  medical 
education  courses  for  the 
next  two  months.  Contact  the 
sponsoring  organization  for 
further  information. 


This  list  Is  compiled  through  the  coop- 
eration of  the  Committee  on  Medical 
Education  of  the  Medical  Society  of  New 
Jersey,  The  Academy  of  Medicine  of 
New  Jersey,  the  New  Jersey  Chapter  of 
the  American  Academy  of  Family  Physi- 
cians, and  the  Office  of  Continuing 
Medical  Education  of  UMDNJ.  For 
information  on  accreditation,  please 
contact  the  sponsoring  organization(s), 
indicated  by  italics— last  line  of  each 
item. 

ANESTHESIOLOGY 

January 

19  Mass  Spectroscopy  in  the 
Operating  Room 

6-9  p.m.— Ramada  Inn.  Clark 
(NJ  State  Society  of 
Anesthesiologists) 

27  Complications  of  Monitoring 

8-8:50  am. — Robert  Wood  Johnson 
Medical  School,  MEB-593, 

New  Brunswick 
(UMDNJ) 

February 

6 Eighth  Annual  Clinical  Anesthesia 

8 am.-4:30  p.m—  UMDNJ-New  Jersey 
Medical  School,  MSB,  B-552, 

Newark 

(UMDNJ) 

CARDIOLOGY 

January 

4 Advanced  Cardiac  Life  Support 

5 Provider  Course 

7 New  Jersey  Medical  School,  MSB, 
B-648,  Newark 

(UMDNJ) 

7 Cardiology  Grand  Rounds 

14  12  noon-1  p.m. — Robert  Wood 

21  Johnson  Medical  School, 

27  (UMDNJ) 

13  Consideration  in  Treating 
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Postinfarct  Patients 

10:30-1  1:30  a.m. — Christ  Hospital, 
Jersey  City 
(Christ  Hospital) 

27  Cholesterol  and  Coronary 
Disease,  Reducing  the  Risk 

10:30-1  1:30  am. — Christ  Hospital, 
Jersey  City 
(Christ  Hospital) 

February 

1 Advanced  Cardiac  Life  Support 

2 Provider  Course 

4 New  Jersey  Medical  School,  MSB, 

29  B-648.  Newark 

(UMDNJ) 

17  Antiarrhythmic  Drugs, 

VPCs — When  To  Treat 

8:30-10  am  — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

DERMATOLOGY 

January 

5 Common  Dermatological 
Disorders 

7- 8  p.m.— West  Hudson  Hospital, 
Kearny 

(West  Hudson  Hospital) 

12  Dermatology  Lecture 

8- 10  p.m. — Sehering  Corporation, 
Kenilworth 

(The  Dermatological  Society  of 
New  Jersey) 

12  Common  Tumors  of  the  Skin 

12  noon-1  p.m  — Hospital  Center  at 

Orange 

(AMNJ) 

14  Common  Dermatoses 

1:30-2:30  p.m. — Hunterdon 
Developmental  Center,  Clinton 
(AMNJ) 

20  Dermatology  Conference 

6-9  p.m— Rutgers  Community 
Health  Plan,  57  U.S.  Highway  1, 
New  Brunswick 
(UMDNJ) 

February 

9  Dermatology  Lecture 

8-10  p.m  — Sehering  Corporation, 
Kenilworth 

(The  Dermatological  Society  of 
New  Jersey) 

17  Dermatology  Conferences 

6-9  p.m. — Rutgers  Community 
Health  Plan,  57  U.S.  Highway  1, 
New  Brunswick 
(UMDNJ) 

MEDICINE 

January 

2 Family  Practice  Conference 

12  noon— St.  Maiy  Hospital, 
Hoboken 

(St.  Mary  Hospital) 

4 Rheumatology  Staff  Conference 

5:30-7  p.m  — Robert  Wood  Johnson 
Medical  School,  MEB-393, 

New  Brunswick 
(UMDNJ) 

4-  Ambulatory  Care  Arena  II — 1988 

10  The  Sands,  San  Juan,  Puerto  Rico 
(Warren  Hospital) 

6 Endocrine  Series 

6-9  p.m  — Holiday  Inn,  Newark 

Airport 

(AMNJ) 


6  Endocrine  Series 

13  1 1:30-1  p.m.—VA  Medical  Center, 

20  East  Orange 
27  (AMNJ) 

6 Malpractice 

10:30-1  1:30a.m. — Christ  Hospital, 

Jersey  City 

(AMNJ) 

6 Interhospital  Endocrine 
13  Conferences 

20  3:30-5  p.m  — Rotates  between 

27  Newark  Beth  Israel  Medical  Center, 
University  Hospital,  VA  Medical 
Center,  and  United  Hospitals 
Medical  Center 
(AMNJ) 

6 Endocarditis— Medical  and 
Surgical  Approach 

8:30- 10  am. — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

8  Thyroid  Disease 

1 0:45- 1 1 :45  am-  Greystone  Park 

Psychiatric  Hospital 

(AMNJ) 

13  AIDS — Current  Status 

8:30- 10  am — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

13  Medical  Grand  Rounds 

20  10  am —St.  Mary  Hospital, 

27  Hoboken 

(St  Mary  Hospital) 

13  Nutrition:  Hyperalimentation 
10:30-1 1:30  am  — St.  Mary's 
Hospital,  Passaic 

(St.  Mary's  Hospital) 

14  Osteoporosis 

1 1  am. — St.  Joseph's  Hospital  and 
Medical  Center,  Paterson 
(St  Joseph's  Hospital  and 
Medical  Center) 

19  Regional  Nephrology 
Conference  Series 
4-5  p.m  — Robert  Wood  Johnson 
Medical  School,  MEB, 

New  Brunswick 
(UMDNJ) 

19  Alzheimer's  Disease 

3- 4  p.m  — Developmental  Center  at 
Ancora  Hammonton 

(AMNJ) 

20  Special  Consideration  in 
Selecting  Hypertensive  Agents  in 
Treatment  of  the  Elderly 

10:30-1  1:30  am  — Christ  Hospital. 
Jersey  City 
(Christ  Hospital) 

20  Update  on  Gastroenteritis 

8:30- 10  am. — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

2 1 Chemically  Induced  Mutagenesis 
and  Expression 

4- 6  p.m. — Coriell  Institute,  Camden 
(Coriell  Institute) 

22  Proper  Use  of  Antibiotics 

9-10  am  — New  Jersey 
Developmental  Center,  Totowa 
(AMNJ) 

27  Approach  to  the 

Immunosuppressed  Patient 

8:30- 10  am  — Alexian  Brothers 
Hospital 

(Alexian  Brothers  Hospital) 

3 1 Family  Practice  Conference 
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NEW  YORK 

American  College  of  Physicians 

presents 

69th  Annual  Session 
March  3-6,  1988 
Jacob  K.  Javits 
Convention  Center 


Medicine’s  foremost  educational  opportunity  in  the  nation’s  most  exciting  city 


□ More  than  200  presentations  for  a 
curriculum  suited  to  your  needs 

□ Critical  findings  in  Molecular  Biology 
and  Clinical  Medicine  in  six  State  of 
the  Art  lectures 

□ Pre-Session  courses  on  critical  care, 
geriatrics  and  infectious  diseases 

□ Clinical  controversies  featured  in  12 
panel  discussions 

□ Analyses  that  confront  the  social, 
ethical  and  environmental  issues 
surrounding  today’s  dilemmas 


□ Rewarding  activities  planned  especially 
for  family  and  guests 

Request  Your  1988  Scientific  Program  Guide 

The  Scientific  Program  Guide— with  schedules, 
course  and  faculty  lists,  registration  and  hous- 
ing information,  and  the  family  and  guest 
program— enables  you  to  plan  the  most  valua- 
ble, personalized  Session  possible.  Because 
many  popular  programs  fill  up  quickly,  you’ll 
want  to  schedule  your  curriculum  well  in  ad- 
vance. Reserve  your  copy  now  by  filling 
out  and  returning  the 
request  form. 


r 

| YES,  mail  me  the 
I ’88  Scientific  Program  Guide 

I 

! PLEASE 

I PRINT 

! NAME 

i 

| ADDRESS 


CITY/STATE/ZIP 

Telephone  toll-free:  (800)  523-1546  ext.  3675 
In  Pennsylvania:  (215)  243-1200  ext.  3675 

□ ACP  Member  ACP# 

□ Nonmember 

American  College  of  Physicians 
4200  Pine  Street 
Philadelphia,  PA  19104 
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12  noon — St.  Mary  Hospital, 

Hoboken 

(St.  Mary  Hospital) 

February 

1  Rheumatology  Staff  Conference 

5:30-7  p.m. — Robert  Wood  Johnson 
Medical  School,  MEB-393, 

New  Brunswick 
(UMDNJ) 

3 Biomechanics  of  the  Spine 

10:30-1  1:30  a.m. — St.  Mary's 
Hospital,  Passaic 
(St.  Mary's  Hospital) 

3 Other  Sexually  Transmitted 
Diseases 

8:30-10  am  — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

3 Monthly  Dinner  Meeting 

6- 9  p.m. — Holiday  Inn,  Newark 
Airport 

(AMNJ) 

3 Medical  Grand  Rounds, 

10  Endocrine  Series 

17  1 1:30-1  p.m. — VA  Medical  Center, 

24  East  Orange 
(AMNJ) 

3 Interhospital  Endocrine 
10  Conferences 

17  3:30-5  p.m. — Rotates  between 

24  Newark  Beth  Israel  Medical  Center, 
University  Hospital,  VA  Medical 
Center,  and  United  Hospitals 
Medical  Center 
(UMDNJ) 

4 Genetic  Toxicology,  From  Theory 
To  Practice 

4-6  p.m. — Coriell  Institute,  Camden 
(Coriell  Institute) 

8 Arthritis 

7- 8  p.m  — Wallkill  Valley  General 
Hospital,  Sussex 

(AMNJ) 

8 Abnormal  Liver  Function,  Tests 
and  Their  Meaning 

2-3  p.m. — Forensic  Psychiatric 

Hospital,  Trenton 

(Forensic  Psychiatric  Hospital) 

10  Medical  Grand  Rounds 

17  10  a.m. — St.  Mary  Hospital, 

24  Hoboken 

(St  Mary  Hospital) 

10  Calcium  Metabolism 

1:30-2:30  p.m  — Essex  County 
Hospital  Center,  Cedar  Grove 
(AMNJ). 

10  Dinner  Meeting:  NJ 

Gastroenterological  Society 

6:30  p.m. — Parsippany  Hilton 
(NJ  Gastroenterological  Society) 

10  Seizures 

8:30- 10  am  — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

10  Treating  Patients  with 
Gastrointestinal  Erosion 

10:30-1 1:30  p.m  — Christ  Hospital, 
Jersey  City 
(Christ  Hospital) 

16  Regional  Nephrology 
Conference  Series 

4-5  p.m— Robert  Wood  Johnson 
Medical  School,  MEB, 

New  Brunswick 
(UMDNJ) 


18  Family  Practice  Conference 

29  12  noon — St.  Maiy  Hospital, 

Hoboken 

(St  Mary  Hospital) 

18  Laser  Treatment  of 
Gastrointestinal  Hemorrhage 
and  Carcinomas 

2- 3  p.m. — John  E.  Runnells  Hospital 
of  Union  County,  Berkeley  Heights 
(AMNJ) 

19-  Allergy  and  Nutrition 

21  Sheraton,  Orlando,  Florida 
(Holy  Name  Hospital) 

24  New  Drugs  and  Therapeutic 
Choices  in  HTN 

8:30- 10  am. — Alexian  Brothers 
Hospital,  Elizabeth 
(Alexian  Brothers  Hospital) 

25  Benzene  Metabolism  and  Effects 

4- 6  p.m  — Coriell  Institute,  Camden 
(Coriell  Institute) 

25  Chronic  Pain  Management  and 
Issues  Related  to  Iatrogenic 
Addiction 

3- 4  p.m. — Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

NEUROLOGY 

January 

19  Alzheimer's  Disease 

3- 4  p.m— Developmental  Center  at 
Ancora,  Maple  Hall,  Hammonton 
(AMNJ) 

February 

3 Alzheimer's  Disease 

10-11  am. — Green  Brook 
Regional  Center 
(AMNJ) 

OBSTETRICS/GYNECOLOGY 

January 

2 1 New  Developments  in  Diagnosis 
and  Management  of 
Salpingo-oophoritis 

5- 6:30  p.m. — Fuld  Auditorium. 
Somerset  Medical  Center, 
Somerville 

(Somerset  Medical  Center) 

28  Perinatal  Conference 

7-9  p.m. — Newcomb  Medical  Center, 
Vineland 

(Newcomb  Medical  Center) 

February 

2 1 - Obstetrics/Gynecology  Update 

26  Topnotch  at  Stowe,  Vermont 
(UMDNJ) 

ONCOLOGY 

January 

4 Hematology/Oncology 
18  Conference 

1 2 noon- 1 p.m.— Robert  Wood 
Johnson  Medical  School, 
MEB-108A  New  Brunswick 
(UMDNJ) 

6 Scientific  Dinner  Meeting 

20  6:30-9:30  p.m  — The  Manor, 

West  Orange 

(AMNJ) 

7 Tumor  Board  Conference/ 

14  Case  Presentation 

21  9-1 1 am  — Irvington  General 
28  Hospital 

(Irvington  General  Hospital) 

7 Topics  in  Toxicology 

4- 6  p.m. — Coriell  Institute,  Camden 


(Coriell  Institute) 

7 Tumor  Board  Conferences 

14  12  noon — Central  Classroom  2, 

21  Newcomb  Medical  Center,  Vineland 

28  (Newcomb  Medical  Center) 

8 Cancer  Research  Colloquium 

15  12  noon- 1:1 5 p.m  — New  Jersey 

22  Medical  School,  MSB.  G-506b. 

29  Newark 
(UMDNJ) 

12  Renal  Biopsy  Conferences 

12:30-2  p.m. —Bamert  Memorial 
Hospital  Center.  Paterson 
(Bamert  Memorial  Hospital 
Center) 

14  Tumor  Promotion— In  Vitro 

4-6  p.m. —Coriell  Institute,  Camden 
(Coriell  Institute) 

2 1 Chemically  Induced  Mutagenesis 
and  Expression 

4-6  p.m. — Coriell  Institute,  Camden 
(Coriell  Institute) 

28  Tumor  Promotion— In  Vivo 
Models 

4-6  p.m  — Coriell  Institute.  Camden 
(Coriell  Institute) 

February 

1 Hematology/Oncology 

15  Conference 

12  noon-1  p.m. — Robert  Wood 
Johnson  Medical  School, 

MEB-  108A,  New  Brunswick 
(UMDNJ) 

2 Prostate  Cancer 

7-8  p.m— West  Hudson  Hospital, 
Kearny 

(West  Hudson  Hospital) 

3 Scientific  Dinner  Meeting 

17  6:30-9:30p.m  — The  Manor. 

West  Orange 

(AMNJ) 

4 Tumor  Board  Conferences 

11  9-11  am  — Irvington  General 

18  Hopsital 

25  (Irvington  General  Hospital) 

4 Genetic  Toxicology 

4-6  p.m— Coriell  Institute,  Camden 
(Coriell  Institute) 

5 Cancer  Research  Colloquium 

12  12  noon-1:  15  p.m.— New  Jersey 

1 9 Medical  School,  MSB.  G-506a 

26  Newark 
(UMDNJ) 

9 Renal  Biopsy  Conferences 

12:30-2  p.m. — Bamert  Memorial 
Hospital  Center,  Paterson 
(Barnert  Memorial  Hospital 
Center) 

1 1 Carcinogens  and  Anticarcinogens 

4-6  p.m— Coriell  Institute,  Camden 
(Coriell  Institute) 

17  Lung  Cancer 

10:30-1  1:30  am  — St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

1 8 Differential  Repair  of  Active  and 
Inactive  Genes  in  Mammalian 
Systems 

4- 6  p.m— Coriell  Institute,  Camden 
(Coriell  Institute) 

18  Early  Bladder  Carcinoma — 

Management  of  Carcinoma  in  Situ 
and  Small  Lesions 

5- 6:30  p.m.— Fuld  Auditorium, 
Somerset  Medical  Center, 
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Jefferson  Medical  College 
of 

Thomas  Jefferson  University 

presents 

The  First 

Henry  H.  Perlman  Seminar 

Pediatric  Dermatology 

March  25-26,  1988 

McClellan  Hall.  JMC 
1025  Walnut  Street 
Philadelphia,  Pennsylvania 

For  further  information  contact: 

The  Office  of  Continuing  Medical  Education 
1025  Walnut  Street,  Room  G3 
Philadelphia,  PA  19107 
(215)  928-6992 


of  New  Jersey 

THE  ACADEMY  OF  MEDICINE 
OF  NEW  JERSEY 

MAJOR  SYMPOSIA 
AUDIO  CASSETTES 

ARE  AVAILABLE  OF  THE  FOLLOWING  EVENTS: 

TREATING  TOBACCO  DEPENDENCE 

APRIL  8,  1987 

DIABETES  MELLITUS:  ACHIEVING 
CONTROL  IN  YOUR  OFFICE  PRACTICE 

MAY  16,  1987 

ALZHEIMER’S  UPDATE 

MAY  28,  1987 

TECHNIQUES  FOR  ESTABLISHING 
THE  VALUE  OF  A MEDICAL  PRACTICE 

OCTOBER  18,  1987 
WORKBOOK/ MANUAL  INCLUDED 

Symposia  Programs/Order  Forms  can  be  Obtained  by  Calling 
Dana  R.  Davies  (609)  896  1717 


The  Academy  of  Medicine 

of  New  Jersey 
in  cooperation  with 

UMDNJ— Robert  Wood  Johnson  Medical  School 
& Robert  Wood  Johnson  University  Hospital 

present 

AN  INTENSIVE  REVIEW 
OF  INTERNAL  MEDICINE 

January  20,  1988-May  25,  1988 
4:00  P.M.-7:00  P.M. 

at 


ROBERT  WOOD  JOHNSON  UNIVERSITY  HOSPITAL 
NEW  BRUNSWICK,  NEW  JERSEY 


The  course  is  designed  to  provided  a comprehensive  review 
of  contemporary  concepts  in  Internal  Medicine.  It  is  designed 
for  practicing  internists  and  family  practitioners.  The  review 
will  also  be  useful  for  residents.  Syllabus  material  will  be  dis- 
tributed during  the  course  which  will,  when  compiled,  provide 
an  extremely  useful  reference. 


COURSE  CHAIRMAN:  Robert  Eisinger,  M.D. 


of  New  Jersey 


For  Further  Information  on  Registration,  Faculty,  and 
Fees,  Please  Contact: 

Dana  R.  Davies 

Academy  of  Medicine  of  New  Jersey 
Two  Princess  Road 
Lawrenceville,  New  Jersey  08648 
Phone:  (609)  896-1717 
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Somerville 

(Somerset  Medical  Center) 

25  Tumor  Board  Conferences 

12  noon — Newcomb  Medical 
Center,  Vineland 
(Newcomb  Medical  Center) 

25  Benzene  Metabolism  and  Effects 

4-6  p.m. — Coriell  Institute,  Camden 
(Coriell  Institute) 

ORTHOPEDICS 

February 

3  Biomechanics  of  the  Spine 

10:30-1  1:30  a.m. — Christ  Hospital, 

Jersey  City 

(AMNJ) 

PATHOLOGY 

January 

5 Renal  Pathology  Conference 

12  noon-1  p.m  — Robert  Wood 
Johnson  Medical  School. 

New  Brunswick 
(UMDNJ) 

February 

2 Renal  Pathology  Conference 

12  noon-1  p.m. — Robert  Wood 
Johnson  Medical  School, 

New  Brunswick 
(UMDNJ) 

3 Pathology  of  Hemodialysis 
Patients 

10:30-1  1:30a.m. — Christ  Hospital, 

Jersey  City 

(AMNJ) 

PEDIATRICS 

January 

5 Case  Conferences 

12  8-9  am  — Robert  Wood  Johnson 

19  Medical  School,  MEB- 1 08A, 

26  New  Brunswick 
(UMDNJ) 

7 Pediatric  Grand  Rounds 

14  8:30-9:30  am  — Robert  Wood 

21  Johnson  Medical  School,  MEB- 102, 

28  New  Brunswick 
(UMDNJ) 

8 Advances  in  Pediatrics 

15  9:30- 10:30  am.— New  Jersey 

22  Medical  School,  MSB,  B-6 1 0, 

29  Newark 
(UMDNJ) 

8 Pediatric  Infectious  Diseases 

15  Rounds 

22  9-10  am. — Rotates  between 

29  Children’s  Hospital.  Newark  Beth 
Israel  Medical  Center,  and  St. 
Joseph's  Medical  Center 
(AMNJ) 

22  NMR  Studies  in  the  Newborn 

8 am  - 12  noon— Overlook  Hospital. 
Summit 

(Overlook  Hospital) 

February 

2 Case  Conferences 

9 8-9  am  — Robert  Wood  Johnson 

16  Medical  School,  MEB-  108A. 

23  New  Brunswick 
(UMDNJ) 

4 Pediatric  Grand  Rounds 

1 1 8:30-9:30  am  — Robert  Wood 

18  Johnson  Medical  School,  MEB- 102, 
25  New  Brunswick 
(UMDNJ) 

5 Pediatric  Infectious  Diseases 


1 2 Rounds 

19  9-10am. — Rotates  between  Newark 

26  Beth  Israel  Medical  Center.  St. 
Joseph's  Medical  Center,  and 
Children's  Hospital 
(UMDNJ) 

5 Advances  in  Pediatrics 

12  9:30- 10:30  am. — New  Jersey 

1 9 Medical  School.  MSB,  B-6 1 0, 

26  Newark 
(UMDNJ) 

26  Management  of  Multiple  Trauma 
in  Children 

8 am -12  noon — Overlook  Hospital, 
Summit 

(Overlook  Hospital) 

PSYCHIATRY 

January 

4  Dissociation  Episodes  of  Multiple 
Personality  Disorders 

8: 15- 10: 15  P.M  — call  for 
information. 

(Essex  Psychiatric  Seminars) 

7 Case  Seminars 

21  8-10  p m — 312  Harding  Drive, 
South  Orange 

(Advanced  Psychiatric  Study 
Group) 

1 1 Seizure  Disorder 


2- 3  p.m— Forensic  Psychiatric 
Hospital,  Trenton 

(Forensic  Psychiatric  Hospital) 

13  Cocaine  Update 

6:30-9:30  p.m.— Stony  Hill  Inn. 
Hackensack 

(North  Jersey  Psychiatric  Society) 

20  Sexual  Abuse,  Incest,  and 
Multiple  Personality 

8:30- 1 0:30  p.m.—  Atrium  West, 

West  Orange 

(Tri-County  Chapter  of  the 
American  Psychiatric  Association) 

24  Illness  in  the  Doctor- 
Implications  for  the 
Psychoanalytic  Process 

8- 10  p.m. — Saint  Barnabas  Medical 
Center,  Livingston 
(New  Jersey  Psychoanalytic 
Society) 

28  Polypharmacy — Psychopharmacy 

3- 4  p.m. — Aneora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

February 

1 Case  Presentations 

8: 1 5- 1 0: 1 5 p.m.— call  for 
information 

(Essex  Psychiatric  Seminars) 


MEDICAL  SOCIETY  OF  NEW  JERSEY 
ANNUAL  MEETING 

April  27-May  1,  1988 
Sheraton  Meadowlands  Hotel 
East  Rutherford 

Proposed  Daily  Schedule 

Wednesday,  April  27,  1988 

3:30  p.m. — Board  of  Trustees'  Meeting 

Thursday,  April  28,  1988 

9:00  am. — Registration  Opens 
9:00  a.m.— Message  Center  Opens 
2:00  p.m.— House  of  Delegates 
3:30  p.m.— Reference  Committees 

Friday,  April  29,  1988 

8:00  am. — Registration  Opens 

8.00  am.— Message  Center  Opens 

8:30  a.m.— Exhibits  Open 

9:00  am. — House  of  Delegates  (election) 

12:00  noon— Golden  Merit  Award  Ceremony  followed  by  Reception 
2:30  p.m. — Reference  Committees 
5:00  p.m. — JEMPAC  Political  Forum 
5:45  p.m. — JEMPAC  Wine  and  Cheese  Reception 

Saturday,  April  30,  1988 

8:00  am.— Registration  Opens 
8:00  am.— Message  Center  Opens 
8:30  am.— Exhibits  Open 
9:00  am. — House  of  Delegates 
1:30  p.m.— House  of  Delegates 

6:00  p.m.— Inaugural  Reception  followed  by  Inaugural  Dinner 

Sunday,  May  1,  1988 

8:00  am.— Registration  Opens 
8:00  am.— Message  Center  Opens 

8:30  am. — Program  on  one  topic  of  major  interest  to  the  physician 
1:00  p.m. — Board  of  Trustees’  Meeting 
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4 Case  Seminars 

18  8-IOp.m  — 312  Harding  Drive, 
South  Orange 

(Advanced  Psychiatric  Study 
Group) 

8 Panic  Attacks  in  a Postpartum 
Depressed  Woman 

8: 1 5- 1 0: 1 5 am. — For  information, 

call  201-777-3724 

(Essex  Psychiatric  Seminars) 

9 Early  Office  Recognition  of 
Depression 

12  noon-1  p.m. — Hospital  Center  at 

Orange 

(AMNJ) 

18  Scientific  Meeting 

Saint  Barnabas  Medical  Center 
(NJ Psychoanalytic  Society) 

25  Chronic  Pain  Management  and 
Issues  Related  to  Iatrogenic 
Addiction 

3-4  p.m. — Ancora  Psychiatric 
Hospital,  Hammonton 
(AMNJ) 

RADIOLOGY 

January 

20  Dinner  Meeting 

6:30-9:30  p.m. — The  Manor, 

West  Orange 
(Radiation  Oncology 
Sectton-AMNJ) 

21  Scientific  Meeting 
7:30-9:30  p.m. — St.  Barnabas 
Medical  Center,  Livingston 
(AMNJ) 

February 

18  Scientific  Meeting 

7:30-9:30  p.m. — SL  Barnabas 
Medical  Center,  Livingston 
(AMNJ) 


SURGERY  AND 
SURGICAL  SPECIALTIES 

January 

2 Cardiothoracic  Diseases 

10-11 :30  am.— New  Jersey  Medical 
School,  MSB,  G-506,  Newark 
(UMDNJ) 

2-  Morbidity  and  Mortality 
30  Conference 

8:30- 1 0 am.— New  Jersey  Medical 
School,  MSB,  B-610,  Newark 
(UMDNJ) 

6 Morbid  Obesity 

10:30-1  1:30  p.m.— St.  Maiy's 
Hospital,  Passaic 
(AMNJ) 

20  Surgical  Conference 

1 1 am. — St.  Mary  Hospital,  Hoboken 
(SL  Mary  Hospital) 

20  In  and  Out  Surgery 

10:30-1  1:30  a.m.— St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

26  Plastic  Surgical  Experience  in  the 
People’s  Republic  of  China 

8-10  p.m— Englewood  Club,  1 15  E. 
Palisade  Avenue,  Englewood 
(Englewood  Surgical  Society) 

February 

1 Surgical  Grand  Rounds 

8 3:30-5:30  p.m. — New  Jersey  Medical 

1 5 School,  MSB,  B-610.  Newark 
22  (UMDNJ) 

29 

6 Cardiothoracic  Diseases 

10-1 1:30  am  — New  Jersey  Medical 
School,  MSB,  G-506,  Newark 
(UMDNJ) 

6 Morbidity  and  Mortality 
8 Conference 

13  8:30-10  am. — New  Jersey  Medical 


15  School,  MSB.  B-610,  Newark 
20  (UMDNJ) 

22 

27 

29 

10  Plastic  and  Reconstructive 
Surgery 

10:30-1  1:30  a.m.— St.  Mary's 
Hospital,  Passaic 
(AMNJ) 

17  Surgical  Conference 

1 1  am  — St.  Mary  Hospital,  Hoboken 
(SL  Mary  Hospital) 

23  Peripheral  Vascular  Disease 

8- 1 0 p.m. — The  Englewood  Club, 

1 1 5 E.  Palisade  Avenue,  Englewood 
(Englewood  Surgical  Society) 

UROLOGY 

January 

1 Urology  Grand  Rounds 

Robert  Wood  Johnson  Medical 
School,  MEB- 1 08B,  New  Brunswick 
(UMDNJ) 

1 2  Renal  Biopsy  Conference 

12:30-2  p.m. —Bamert  Memorial 
Hospital  Center,  Paterson 
(Bamert  Memorial  Hospital 
Center) 

29  Urinary  Incontinence  of  the 
Elderly 

10:45-1 1:45  am  — Greystone  Park 

Psychiatric  Hospital 

(AMNJ) 

February 

1 Urology  Grand  Rounds 

Robert  Wood  Johnson  Medical 
School,  MEB-108B,  New  Brunswick 
(UMDNJ) 

2 Prostate  Cancer 

7-8  p.m. — West  Hudson  Hospital, 
Kearny 

(West  Hudson  Hospital) 
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book  Reviews 


Basic  Bone  Radiology; 
Diagnostic  Approach  to 
Chest  Diseases;  Neurology; 
Pocket  Guide  to  Pediatric 
Fractures;  Quick  Reference 
to  Cardiovascular  Diseases; 
Developmental  Pediatrics 


Basic  Bone  Radiology , 
Second  Edition 

Harry  J.  Griffiths,  M.D.  Norwalk,  CT, 
Appleton  & Lange,  1987.  Pp.  230. 
($21.50) 

Basic  Bone  Radiology  by  Dr.  Grif- 
fith, Radiologist-In-Chief  of  Toronto 
General  Hospital,  is  a text  for  resi- 
dents, medical  students,  and  allied 
health  professionals.  Chapters  on 
congenital  anomalies,  trauma  infec- 
tions, metabolic  bone  diseases,  ar- 
thritis, and  bone  tumors  are  pre- 
sented. These  chapters  are  concise 
and  accurate,  and  the  illustrations 
are  good.  The  use  of  CT,  MRI,  ar- 
thrography, and  nuclear  medicine 
are  discussed  briefly  and  several  ex- 
amples are  illustrated. 

However,  this  book  is  too  concise 
and  not  detailed  enough  for  resi- 
dents in  radiology  or  orthopedics. 
Certainly,  it  is  too  skimpy  for  the 
practicing  radiologist  or  orthope- 
dist. There  are  other  books  on  bone 
diseases  which  are  more  thorough 
and  informative  that  can  be  recom- 
mended. Medical  students,  nurses, 
and  other  allied  medical  personnel, 
however,  will  find  this  book  a good 
introduction  to  the  radiology  of  bone 
diseases. 

Sidney  Ketyer,  M.D. 


A Diagnostic  Approach  to 
Chest  Diseases 

Glen  A.  Lillington,  M.D.  Baltimore, 
MD,  Williams  & Wilkins,  1987.  Pp. 
530.  ($73.50) 

The  author  pursues  his  goal  of 
providing  practical  guidelines  for 
the  choice  of  an  optimal  diagnostic 
strategy  utilizing  the  conventional 
chest  x-ray.  This  book  is  divided  into 
four  parts:  1 ) diagnostic  techniques 
including  discussions  on  history 
and  physical  examination,  x-ray  and 
other  scanning  techniques,  general 
laboratory  testing,  and  pulmonary 
and  cardiac  function  tests;  (2)  roent- 
genographic  patterns;  3)  differential 
diagnoses,  including  chapters  on 
multiple  and  solitary  nodules,  mass- 
es, consolidation,  atelectasis,  cavi- 
tary and  cystic  lesions,  hilar  enlarge- 
ment, alveolar  and  interstitial  in- 
filtrates, calcification,  effusions, 
pneumothorax,  and  mediastinal  and 
diaphragmatic  abnormalities;  and 
clinical  presentations  of  hemoptysis, 
cough,  dyspnea  PIE,  the  compro- 
mised host,  and  acute  respiratory 
failure.  Each  section  is  followed  by  a 
reference  list  updated  from  the 
previous  editions  to  1985. 

This  laudable  attempt  to  bridge 
the  gap  between  clinical  and  x-ray 
diagnoses  fails  to  anchor  its  cables. 
The  clinical  discussion  of  pneu- 
mothorax and  pneumomediastinum 
omits  any  mention  of  asthma.  While 
the  pH  of  pleural  fluid  is  referred  to 
in  the  commentary  on  laboratory 
analysis,  PC02  and  P02  are  not  men- 
tioned nor  is  pathophysiology  dis- 
cussed. It  also  fails  as  a physiology 
text,  relating  the  (A-a)02  gradient 
only  to  a semi-empirical  value  popu- 
larized as  “Wasserman's  number."  It 
does  have  quality  comments  such  as 
pointing  out  the  failure  of  acid-base 
nomograms  to  denote  the  presence 
of  acute  changes  on  chronic  acid 
base  disorders  and  the  need  for 
serial  samples.  Some  statements  are 
wrong  and  serve  to  propagate  myths, 
i.e.  the  ventilatory  depression 
caused  by  oxygen  administration 
turning  off  the  peripheral  chemo- 
receptor  drive  in  acute  respiratory 
failure. 

Finally,  it  fails  as  an  adequate 
atlas  on  chest  roentgenography.  For 
its  number  of  pages,  it  has  surpris- 
ingly few  illustrations.  It  has  an  en- 
couraging large  page  format  {8V2"  x 
1 1")  with  unfortunately  small,  poorly 
reproduced  x-rays.  There  are  ap- 


proximately 186  x-ray  reproduc- 
tions; only  a few  of  the  x-rays  are  of 
adequate  size  (5'/2"  x 534"),  and  many 
panels  are  too  small  ( 1 V2"  x 3'/2"). 

The  text  has  several  diagrams  and 
one  diagram  depicting  patterns  of 
calcification  of  nodules  is  particu- 
larly poor,  thus  not  serving  as  a 
substitute  for  actual  x-ray  examples. 
There  are  only  about  seven  small 
computed  tomography  scans  and 
one  each  of  a thoracicaortiogram, 
bronchial  ateriogram,  tomogram  of 
the  trachea,  pulmonary  angiogram, 
and  bronchogram,  and  a few  exam- 
ples of  nuclear  scans.  It  obviously  is 
limited  as  to  its  presentation  of  cur- 
rent technology  in  diagnostics. 

Its  clinical  discussions  also  fail  to 
be  updated,  with  no  commentary  on 
the  alterations  in  oxygen  delivery  in 
the  acute  lung  injury  syndrome.  The 
only  mention  of  Pneumocystis 
carinii  pneumonia  is  in  the  legend 
of  a small  format  chest  x-ray. 

The  shortcomings  of  this  ap- 
proach are  attributable  to  either  the 
author's  nostalgia  for  the  first  edi- 
tion or  failure  to  accept  the  fact  that 
the  conventional  chest  x-ray  offers 
so  much  less  of  a diagnostic  role  in 
today’s  world  of  technology. 

In  summary,  it  would  be  difficult 
to  suggest  an  audience  for  this  gen- 
eral text. 

Monroe  S.  Karetzky,  M.D. 

Neurology:  Problems  in 
Primary  Care 

James  L.  Bernal  M.D.,  and  Freder- 
ick M.  Vincent  M.D.  Oradell,  NJ, 
Medical  Economics  Books,  1987. 
Pp.  645.  ($39.95) 

In  this  softcover  book,  the  authors 
have  attempted  to  simplify  the  many 
complexities  of  neurology  for  pri- 
mary care  physicians.  Drs.  Bemat 
and  Vincent  consider  the  neurologic 
examination  and  neurodiagnostic 
studies.  Unfortunately,  their  discus- 
sion of  these  studies,  i.e.  cortical 
evoked  responses,  EEG,  MRI.  often  is 
very  brief,  opinionated,  and  not  on  a 
par  with  the  rest  of  the  book.  Por- 
tions of  this  section  need  expansion 
to  be  more  useful  to  practicing  phy- 
sicians. 

However,  the  balance  of  the  text  is 
excellent.  The  main  body  of  material 
is  divided  into  consideration  of  clini- 
cal problems,  e.g.  vertigo,  syncope, 
headache;  specific  disease  entities, 
e.g.  brain  tumors,  muscle  disease: 
and  emergencies,  e.g.  coma,  status 
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epilepticus.  Virtually  all  of  the  major 
areas  of  clinical  neurology  are  cov- 
ered in  reasonable  detail.  Comments 
on  therapy  generally  are  brief  and 
specific,  since  the  size  of  the  book 
does  not  permit  long  discussion  of 
controversies  in  therapy.  Illustra- 
tions are  minimal.  The  style  is  clear 
and  easy  to  read,  though  the  print 
size  seems  a bit  small.  The  book  is 
well  indexed  and  adequate  refer- 
ences are  provided  at  the  end  of  each 
topic. 

The  authors  have  done  a good  job 
and  produced  a readable  text,  which 
also  will  serve  as  a practical  refer- 
ence source  for  family  practitioners, 
internists,  and  pediatricians  en- 
gaged in  primary  care  medicine. 
Neurologists  also  will  find  much 
here  of  interest. 

Stanley  C.  Leonberg,  Jr.,  M.D. 

Pocket  Guide  to  Pediatric 
Fractures 

John  A Ogdan,  M.D.  Baltimore,  MD. 
Williams  and  Wilkins,  1987.  Pp. 
245. 

Pocket  Guide  to  Pediatric  Frac- 
tures is  an  excellent  book.  The 
author  states:  'The  goal  of  this  book 
is  to  provide  a basic  guide  for  the 
medical  student  and  house  officer." 
Dr  Ogdan  accomplishes  his  goal 
quite  well.  This  is  not  a reference 
text;  rather,  it  is  an  outline  or  sum- 
mary of  information.  The  interested 
reader  certainly  will  require  other 
sources  of  information. 

The  book  is  arranged  anatomical- 
ly; there  are  six  standard  headings 
for  each  fracture:  anatomy,  clinical 
diagnosis,  radiologic  diagnosis,  rec- 
ommended treatment,  complica- 
tions, and  references.  As  would  be 
expected  in  any  outline,  there  are 
just  a few  pertinent  comments 
under  each  heading.  There  is  a clear 
line  drawing  for  each  fracture,  and 
one  or  more  x-ray  film  reproduc- 
tions. Each  description  is  concise, 
helpful,  and  easy  to  read. 

The  opening  chapter  on  general 
principles  is  a good  basic  discussion 
of  the  care  of  fractures  in  children. 
There  also  are  separate  sections  on 
epiphyseal  plate  injuries,  child 
abuse,  neonatal  fractures,  stress 
fractures,  and  head  injuries. 

This  is  the  sort  of  paperback  book 
that  students  and  house  officers 
carry  in  their  pockets,  and  refer  to 
again  and  again.  I recommend  it  for 
those  who  are  at  that  stage  of  their 
training.  Paul  J.  Hirsch,  M.D. 


Quick  Reference  to 
Cardiovascular 
Diseases,  Third  Edition 

Edward  K.  Chung.  M.D.,  (ed).  Balti- 
more, MD,  Williams  & Wilkins, 
1987.  Pp.  408.  ($39.50) 

In  this  third  edition  of  his  popular 
text.  Dr.  Chung  has  added  chapters 
on  coronary  artery  spasm,  sudden 
cardiac  death,  thrombolytic  therapy 
in  acute  myocardial  infarction,  and 
percutaneous  transluminal  coro- 
nary angioplasty,  while  retaining  the 
original  format  of  presenting  stan- 
dard diagnostic  categories  in  outline 
form.  Most  subjects  are  discussed  in 
terms  of  general  considerations, 
definitions,  etiology,  pathophysiolo- 
gy, classifications,  symptoms  and 
signs,  laboratory  findings,  diagno- 
sis, differential  diagnosis,  complica- 
tions, management,  and  prognosis, 
in  an  effort  to  maintain  uniformity 
and  "to  provide  a quick  reference  to 
cardiovascular  problems."  Yet,  the 
chapters  on  exercise,  prescriptions, 
congenital  heart  disease,  and  anti- 
arrhythmic  agents,  while  adhering 
to  the  outline  structure,  are  very 
comprehensive  and  cannot  be  re- 
garded as  a quick  reference. 

In  general,  the  "cookbook  style"  of- 
fers a practical  approach  to  many 
cardiology  problems,  but  the  chap- 
ters related  to  pulmonary  embolism, 
peripheral  vascular  disease,  and 
cardiomyopathy  are  abrupt,  choppy, 
and  fatiguing.  My  perception  was 
that  a huge  amount  of  information 
was  forcibly  squeezed  into  terse 
statements.  Interestingly,  the  out- 
line form  does  not  detract  from  the 
excellent  chapters  on  valvular  heart 
disease,  hypertension,  and  athero- 
sclerotic coronary  heart  disease, 
where  there  is  smooth  flow  and  con- 
tinuity. 

Unlike  most  multiauthored  books, 
Dr.  Chung  is  the  sole  or  contribut- 
ing author  of  12  of  the  24  chapters 
in  the  third  edition.  This  engenders 
tendentious  views  and  undue  em- 
phasis on  areas  in  which  the  editor 
is  an  acknowledged  master,  such  as 
the  sick  sinus  and  WPW  syndromes. 
Accordingly,  16  pages  are  devoted  to 
each  of  these,  while  cardiogenic 
shock  is  quietly  deposed  in  5 pages. 

I recommend  this  book  to  primary 
care  physicians,  house  officers,  and 
critical  care  nurses;  but,  caveat 
emptor — the  outlines  provide  nei- 
ther a “cookbook”  nor  a “quick  refer- 
ence." Edwin  L.  Rothfield,  M.D. 


Textbook  of 

Developmental 

Pediatrics 

Marvin  I.  Gottlieb,  M.D..  and  John  F. 
Williams,  M.D.,  (eds).  New  York,  NY. 
Plenum  Medical  Book  Company, 
1987.  Pp.  555.  ($59.50) 

This  is  a multiauthored  book 
written  for  pediatric  professionals 
who  deal  with  developmental  behav- 
ioral disorders.  The  scope  of  the  ma- 
terial is  presented  to  cover  many  es- 
sential topics,  but  in  a book  of  this 
size,  limitation  is  necessary.  Every- 
day pediatric  concerns  are  ap- 
proached and  the  book  contents  are 
highly  recommended.  Pediatricians 
who  have  been  out  of  training  for 
more  than  ten  years  will  welcome 
this  text.  Also,  the  authors  make  a 
strong  case  for  recognition  of  the 
pediatric  subspecialty,  developmen- 
tal pediatrics. 

The  contents  of  the  book  are 
divided  into  six  parts:  neurological 
aspects  of  developmental  pediatrics; 
psychoeducational  aspects  of  de- 
velopmental pediatrics;  speech  and 
language  disorders;  behavioral  dis- 
orders; office  management  of  de- 
velopmental disabilities;  and  prac- 
tical appendixes.  The  subdivided 
sections  have  extensive  bibliog- 
raphies for  more  detailed  subject 
matter. 

The  most  practical  sections  were 
those  on  office  management  and  re- 
ferral service.  Stressed  was  the  im- 
portance of  the  primary  care  given 
as  a member  of  a multifaceted  team 
dealing  with  developmental  behav- 
ioral patients.  The  last  section  of  the 
book  has  an  extensive  listing  of 
organizations  and  agencies  where 
help  could  be  obtained.  Many  of  the 
individual  contributors  make  a 
strong  reference  to  P.L.  94-142,  the 
law  passed  in  1975,  which  mandates 
measures  to  educate  the  handi- 
capped. 

Some  minor  criticisms  of  the  book 
concern  the  too  technical  content  of 
the  pathophysiology  of  speech  dis- 
orders. Also,  behavioral  reaction  of 
sexually  active  adolescents  and  AIDS 
could  have  been  included. 

The  book  is  presented  in  hard 
cover:  the  quality  of  the  pages  and 
print  is  only  fair. 

The  editors  are  directors  of  the 
Hackensack  Institute  for  Child  De- 
velopment and  it  is  refreshing  to  rec- 
ommend their  “local"  endeavors. 

Frank  C.  Vanore,  M.D. 
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Obituaries 


Dr.  Karolina  Bein-Placek 

Psychiatrist  Karolina  Bein-Placek. 
M.D.,  of  South  Orange,  died  on  July 
13,  1987,  at  the  age  of  65.  Bom  in 
Poland,  Dr.  Bein-Placek  received  her 
medical  degree  from  the  Academy  ol 
Medicine,  Warsaw,  Poland,  in  1950. 
She  practiced  psychoanalysis  and 
psychotherapy  in  northern  New  Jer- 
sey, and  served  on  the  staff  of 
UMDNJ-New  Jersey  Medical  School, 
Newark.  A Diplomate  in  psychiatry, 
Dr.  Bein-Placek  was  a member  of  our 
Essex  County  component,  and  of  the 
American  Medical  Association. 

Dr.  Nathan  J.  Dubinett 

A family  physician  and  industrial 
medicine  specialist  in  the  Newark 
area  for  39  years  before  retiring  in 
1986,  Nathan  J.  Dubinett,  M.D.,  D.O., 
died  on  September  2,  1987,  at  the 
age  of  61.  Bom  in  Brooklyn,  New 
York,  Dr.  Dubinett  was  graduated 
from  the  University  of  California 
School  of  Medicine,  Los  Angeles,  in 
1962.  He  served  on  the  staffs  of 
Clara  Maass  Medical  Center,  Belle- 
ville; United  Hospitals  Medical  Cen- 
ter, Newark;  and  Columbus  Hospital, 


Newark.  Dr.  Dubinett  was  a member 
of  our  Essex  County  component, 
and  of  the  American  Medical  As- 
sociation. 

Dr.  Jerome  B.  Forman 

Chief  of  surgery  at  East  Orange 
General  Hospital  since  1967,  Jerome 
Bernard  Forman,  M.D.,  of  West  Or- 
ange, died  on  September  2.  1987,  at 
the  age  of  66.  A native  of  New  York 
City,  Dr.  Forman  attended  Tulane 
University  School  of  Medicine,  New 
Orleans,  Louisiana  where  he  re- 
ceived his  medical  degree,  in  1945. 
A general  surgeiy  specialist  in  East 
and  West  Orange  for  30  years.  Dr. 
Fonnan  was  affiliated  with  The  Hos- 
pital Center  at  Orange,  and  Saint 
Barnabas  Medical  Center,  Living- 
ston. He  also  was  assistant  professor 
at  UMDNJ-New  Jersey  Medical 
School,  Newark.  Dr.  Forman  was  a 
Diplomate  in  surgery,  a Fellow  of 
both  the  American  and  Interna- 
tional Colleges  of  Surgeons,  and  a 
member  of  our  Essex  County  com- 
ponent. and  of  the  American  Medical 
Association.  During  World  War  II,  Dr. 
Fonnan  was  a captain  in  the  United 
States  Army  Medical  Corps. 

Dr.  Robert  D.  Gelber 

Psychiatrist  Robert  Donald  Gel- 
ber, M.D.,  of  South  Plainfield,  died 
on  August  12,  1987,  at  the  age  of  56. 
Bom  in  Newark,  Dr.  Gelber  attended 
the  University  of  Amsterdam,  Hol- 
land, where  he  received  his  medical 
degree  in  1955.  He  was  affiliated 
with  Muhlenberg  Regional  Medical 
Center,  Plainfield,  and  John  E.  Run- 
nells  Hospital,  Berkeley  Heights.  Dr. 
Gelber  was  a Diplomate  in  psychia- 
try, and  a member  of  our  Somerset 
County  component,  and  of  the 
American  Medical  Association. 

Dr.  William  J.  Moore 

A lifetime  Trenton  area  resident, 
and  specialist  in  general  surgery, 
William  James  Moore,  M.D.,  died  on 
September  17,  1987,  at  the  age  of  67. 
Bom  in  Trenton,  Dr.  Moore  received 
his  medical  degree  from  the  State 
University  of  Syracuse,  New  York,  in 
1944,  and  afterwards  maintained  a 
private  general  practice  in  his  native 
Trenton.  He  served  on  the  staffs  of 
Saint  Francis  Medical  Center,  and 
Hamilton  Hospital,  both  in  Trenton. 
For  30  years,  he  was  a New  Jersey 
State  Police  surgeon,  serving  as  di- 
rector of  its  medical  department.  A 


Navy  veteran,  Dr.  Moore  was  a medi- 
cal officer  during  World  War  II.  and 
the  Korean  Conflict.  He  was  a mem- 
ber of  our  Mercer  County  compo- 
nent and  of  the  American  Medical 
Association. 

Dr.  Ralph  E.  Sweeney,  Jr. 

Retired  since  1984,  after  35  years 
of  orthopedic  surgery  practice  in 
Elizabeth,  Ralph  Edward  Sweeney, 
Jr.,  M.D.,  died  on  September  16, 
1987,  at  the  age  of  70.  Born  in 
Ozawkie,  Kansas,  Dr.  Sweeney  re- 
ceived his  medical  degree  from  St. 
Louis  University  Medical  School. 
Missouri,  in  1943.  He  became  af- 
filiated with  Alexian  Brothers  Hospi- 
tal, Elizabeth  General  Medical  Cen- 
ter, and  St.  Elizabeth's  Hospital,  all 
in  Elizabeth.  Dr.  Sweeney  was  a Dip- 
lomate in  orthopedic  surgery,  and  a 
Fellow  of  the  American  and  Inter- 
national Colleges  of  Surgeons,  the 
Pan-American  Society  of  Orthopedic 
Surgeons,  the  Rehabilitation  Con- 
gress, and  the  Society  of  Sports 
Medicine.  He  was  a member  of  the 
American  Geriatric  Society,  the  In- 
dustrial Medical  Association,  the 
Academy  of  Medicine  of  New  Jersey, 
the  New  Jersey  Orthopedic  Society, 
the  American  Academy  of  Ortho- 
pedic Medicine,  the  New  Jersey  So- 
ciety of  Surgeons,  and  the  American 
Trauma  Society.  From  1946  to  1948, 
and  during  the  Korean  Conflict  Dr. 
Sweeney  served  in  the  United  States 
Army  Medical  Corps,  emerging  with 
the  rank  of  First  Lieutenant.  He  was 
a member  of  our  Union  County  com- 
ponent and  of  the  American  Medical 
Association. 

Dr.  Irving  Willner 

Irving  Willner,  M.D.,  retired  spe- 
cialist in  internal  medicine,  of 
Maplewood,  died  on  July  14,  1987,  at 
the  age  of  93.  Bom  in  New  York  City, 
Dr.  Willner  received  his  medical 
degree  from  New  York  University 
Medical  School,  in  1918.  He  prac- 
ticed medicine  at  UMDNJ-University 
Hospital.  Newark,  and  became  a Fel- 
low of  the  American  College  of  Chest 
Physicians.  A member  of  our  Essex 
County  component,  and  of  the 
American  Medical  Association,  Dr. 
Willner  was  Director  of  the  Chest 
Disease  Division,  Newark  Depart- 
ment of  Health.  For  his  50  years  of 
medical  practice.  Dr.  Willner  re- 
ceived the  Medical  Society  of  New 
Jersey's  Golden  Merit  Award  in 
1968. 
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HOUSING  APPLICATION 
HEADQUARTERS  HOTEL 


Sheraton 
Meadowlands  Hotel 

Sheraton  Plaza  Drive,  Two  Meadowlands  Plaza-East  Rutherford,  N.J.  07073 

Sheraton  Hotels,  Inns  & Resorts  Worldwide 
The  hospitality  people  of  ITT 


222nd  ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  NEW  JERSEY 

Thursday,  April  28,  to  Sunday,  May  1,  1988 


Single Double  Other 


Please  print  or  type  the  following  information: 


NAME 

ADDRESS 

CITY 

STATE ZIP 

TELEPHONE  NUMBER  ( ) 

ARRIVAL  DATE DAY 

DEPARTURE  DATE DAY 

NAME  OF  SHARING  GUEST 


CHECK  IF  OFFICIAL  DELEGATE  □ COUNTY: 


$95/Single 
$95/Double 
6%  NJ  State 
Sales  Tax 


CHECK-IN:  3 p.m. 
CHECK-OUT:  1 p.m. 


All  reservations  will  be  held  until  4 p.m.  unless  guaranteed  with  a credit  card  number  or  first  night’s 
deposit. 

Card  # Type Exp.  Date 

Sheraton  Club  International  Member  Number 

VISA,  MASTERCARD,  CARTE  BLANCHE,  AMERICAN  EXPRESS,  DINERS  CLUB  & EN  ROUTE 
CREDIT  CARDS  ARE  ACCEPTED. 

MAIL  THIS  APPLICATION  TO: 

Reservations 

Sheraton  Meadowlands  Hotel 

Sheraton  Plaza  Drive,  Two  Meadowlands  Plaza 

East  Rutherford,  NJ  07073 

Tel:  (201)  896-0500 

Reservations  must  be  received  by  April  6,  1988.  Those  received  after  cutoff  date  will  be  accepted 
on  a space  available  basis  only. 
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LIVINGSTON 


Frame  and  brick  home  and  professional  office  for 
sale  in  prestigious  area.  10  rm.  BiLevel  with  street 
level  entrance  to  4V2  room  office  on  busy  thor- 
oughfare. 3 year  roof  and  2 year  heater.  Speaker 
system  on  lower  level.  Hot  water,  gas  heat.  Sepa- 
rate heating  system  and  air  conditioning  for  each 
level.  Park-like  grounds.  Lot  size  126  x 233.  Two 
car  garage.  Parking  for  many  cars.  Avail,  immed. 
Asking  $390,000.  Call  WEICHERT  REALTORS 
(201)  994-4884. 


FOR  RENT— HOBOKEN 
ST.  MARY’S  HOSP.  AREA 

2,000  sq.  ft.  office  suite.  Large  waiting  room,  5 
exam  rooms,  2 reception  areas;  can  subdivide. 
Rent  & Terms  Neg. 

201-692-0116 


MAJESTIC  ESTATE 


This  stately  all  brick  Mansion  sits  on  approximately  3’/2 
acres  of  rolling  lawn  and  flowering  shrubs.  Its  radiant 
grace  is  evidenced  by  a wide  Center  hall  opening  onto 
a 60'  rear  terrace  overlooking  the  private  grounds.  13 
rooms,  8 bedrooms,  5’/2  baths,  4 fireplaces,  fantastic 
kitchen.  Call  for  Color  brochure.  Truly  the  creme  de  la 
creme.  In  Plainfield  for  $1,300,000.  Call  for  color 
brochure. 


FANWOOD 

256  South  Avenue— 322-7700 

Offices  in  Basking  Ridge,  Chatham,  Fanwood,  Livingston,  Maplewood, 
Mendham,  Morristown,  Murray  Hill,  New  Providence,  Pittstown,  Short 
Hills,  Stockton,  Summit,  Tewksbury,  Warren  and  Westfield. 


NOW  LEASING ... 
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AVAILABLE— ENT,  Certified,  specialist, 
20  years  experience.  Interested  in  part- 
time  ENT  office  and  minor  surgery.  Will 
supply  own  malpractice  insurance. 
Please  call  201-778-1185. 

PSYCHOLOGIST  AVAILABLE— New 

Jersey  licensed.  Experienced  in  behav- 
ioral techniques,  biofeedback  and  short- 
term psychotherapy.  Seeks  affiliation 
with  medical  group.  Please  call  201- 
992-1431. 

ASSOCIATE  NEEDED— For  very  active 
Geriatric  and  General  Practice.  Excellent 
opportunity  to  acquire  total  practice  in 
two  years  upon  retirement.  Reply  to  Box 
1381,  Island  Heights,  NJ  08732. 

SEEKING  ASSOCIATE— BC/BE  female/ 
male  with  4 physician  group  in  southern 
New  Jersey  as  5th  associate  to  join  active, 
well-established  practice  located  midway 
between  Jersey  Shore  and  Philadelphia 
Competitive  salary  and  full  range  of  ben- 
efits leading  to  full  partnership.  Practice 
covers  full  range  of  OB/GYN— Colpos- 
seopy.  Laser  surgery.  Ultrasound  and  In- 
fertility at  single.  Level  II  hospital.  Send 
CV  to  Ronald  Portadin,  M.D.,  484  S. 
Brewster  Road,  Vineland,  NJ  08360. 

CARDIOLOGIST/INTERNIST  WANTED 

To  join  multi-specialty  group  in  Edison. 
Write  P.O.  Box  2407,  Edison.  NJ  08818. 

GENERAL  PRACTITIONER— Oppor 
tunity  for  young  physician.  Older  physi- 
cian with  very  active  General  Practice 
and  excellent  income  plans  to  retire  in 
two  or  three  years  and  seeks  young  prac- 


titioner to  continue  business  as  partner 
and  then  owner.  Guaranteed  salary  with 
increasing  percentage  of  total  after  each 
year.  Office  is  in  Irvington.  Hospital  con- 
nection is  presently  Newark  Beth  Israel. 
Privileges  can  be  arranged.  Other  hospi- 
tals acceptable.  If  interested,  please  call 
201-374-1415. 

OB/GYN  PHYSICIAN— Multi-specialty 
group  in  Central  NJ  seeks  OB/GYN  to 
replace  retiring  member  of  4 physician 
OB/GYN  Department.  Board  Certified  or 
Eligible.  Send  C.V.  to  Business  Manager, 
Sayreville  Medical  Group,  PA,  26 
Throckmorton  Lane,  Old  Bridge.  NJ 
08872.  201-679-5800. 

PEDIATRICIAN  WANTED— To  join  busy 
group  pediatric  practice  on  New  Jersey 
shore.  Level  II  nurseiy.  Salary  with  even- 
tual partnership.  Ocean  resort  area  Ex- 
cellent potential.  Send  CV  to  Box  No.  259. 
NEW  JERSEY  MEDICINE. 

PEDIATRICIAN— BC/BE  pediatrician 
needed  to  join  rapidly  growing  practice 
in  rural  Northwest  New  Jersey.  Year 
round  recreation,  good  schools,  45 
minutes  from  teaching  hospitals,  one 
hour  from  New  York  City.  Send  CV  to  Box 
No.  256,  NEW  JERSEY  MEDICINE. 

PHYSICIAN  NEEDED— Part-time  for 
doctor's  office  in  Paramus.  Call  Monday- 
Friday,  201-261-2560. 

PRACTICE  FOR  SALE— ENT  Practice. 
Well  established,  38  years  in  busy  Jersey 
shore  area  Call  evenings  201-872-9337 
or  days,  201-747-0230. 

PRACTICE  FOR  SALE— Family  Practice, 
established  40  years  in  Hackensack  area 
Ideal  comer  office  and  home.  Retiring. 
Call  201-845-8451. 

PRACTICE/HOME  FOR  SALE— Solo 
Family  Practice  office/home,  Ventnor,  ad- 
jacent to  casinos,  1 block  to  beach.  Retir- 
ing. 609-822-4928. 

PRACTICE  FOR  SALE— Family  Practice, 
Internal  Medicine.  North  Jersey,  minutes 
from  New  York  City.  Terms.  Call  home 
after  9:00  P.M.  or  weekends,  201- 
836-1905  or  201-568-9192. 

PRACTICE/CONDO  OFFICE  FOR 
SALE — Internal  Medicine  and  Cardi- 
ology. Gross  over  $300,000.  Equip- 
ment—$150,000  value.  Prestigious  area 
luxurious  six  room  office.  Please  call  after 
8 P.M.,  201-539-8628. 

PEDIATRIC  PRACTICE  HOME/OFFICE 
FOR  SALE— Available  as  unit  or  sepa- 
rately. 30  year  established  practice  in 
southern  Monmouth  County  shore  area 
Must  be  seen  to  be  appreciated.  Reply  to 
Box  No.  253,  NEW  JERSEY  MEDICINE. 

HOME/OFFICE  FOR  SALE— Princeton 
suburb.  Four  bedroom  home.  Two  exam- 
room  office.  Busy  road.  High  growth  area 
$350,000.  Call  201-874-0966. 

HOME/OFFICE  FOR  SALE— Internal 
medicine  office,  available  as  one  unit  or 
separately.  Office  suitable  for  any  type 
practice.  36  year,  well  established  de- 
sirable practice,  ideal  location,  near 
teaching  hospital.  Union  County.  Will 
stay  on  to  introduce.  Congenial  terms. 
Write  to  Box  No.  260,  NEW  JERSEY 
MEDICINE. 


PRACTICE  FOR  SALE — Professional 
residential  Home/Office  on  3/4  acre.  35 
years  practicing  in  same  location.  Com- 
fortable home.  Active,  well  equipped  of- 
fice in  very  desirable  area  Suitable  for 
energetic  physician  or  two.  Will  stay  on 
to  introduce.  Write  Box  No.  255,  NEW 
JERSEY  MEDICINE. 

HOME/OFFICE  FOR  SALE— North 
Wood  Avenue,  home,  professional  office. 
8 large  rooms;  street  level  entrance  to  4‘/2 
room  office.  Brick,  finished  basement, 
central  air  conditioning.  Low  $200,000's. 
Call  after  5 P.M.,  201-245-2229. 

OFFICE  FOR  SALE — Professional  office 
in  Cherry  Hill,  NJ.  Prime  location,  2800 
square  feet.  Next  to  South  Jersey  Medical 
Building.  Ideal  for  group.  Please  call 
1-609-429-2224. 

EQUIPMENT  FOR  SALE— Abbott  Vision 
Blood  Analyzer,  state  of  the  art  dry 
chemistry  machine,  does  14  tests  includ- 
ing SGPT,  SGOT  & HDL  Cholesterol.  Up- 
dates and  maintenance  included.  One 
year  old.  Very  good  income  producer.  As- 
sume our  lease.  Contact  N.  Bowers  609- 
468-6868. 

EQUIPMENT  FOR  SALE— Vemitron  Ma- 
jestic autoclave,  $300.  Exam  table  with 
matching  side  table,  almost  new  $500. 
Gas  sterilizer.  $100.  Cautery  unit,  $800. 
Call  201-587-8643. 

EQUIPMENT  FOR  SALE — Cavitron  Dual 
Head  O.R  light,  ceiling  mount,  $300; 
SMR  ENT  chair  and  stool  with  light, 
$500;  excellent  condition.  Call  609- 
597-6800. 

EQUIPMENT  FOR  SALE— EKG  ma- 
chine, Lumiscope  Astrograph  III;  IBM 
Wheelwriter  3,  electronic  typewriter;  both 
in  good  condition.  Call  evenings  201- 
539-0547. 

OFFICE  SPACE — Paterson.  Ideal  for 
sub-specialist.  Modem  building.  Prime 
location,  immediate  occupancy.  Afford- 
ably priced.  Call  201-278-2000. 

VACATION — Stowe,  Vermont.  Two  lux- 
ury timeshare  condos.  Trappe  Family 
Lodge,  second  week  January.  Greatest 
cross  skiing  in  East.  Fully  furnished, 
located  together,  each  with  TV,  fireplace, 
two  bedrooms,  large  living  room  with 
sleep  sofas  and  dinette,  kitchen,  two 
baths.  Great  views,  indoor  sport  center. 
Save  thousands  below  current  prices.  We 
bought  farm  nearby.  Asking  $8900,  each, 
or  buy  both  for  a large  family  like  ours 
for  $17,000.  Call  609-235-6590  or  609- 
667-4000. 

VACATION  RENTAL— British  Virgin 
Islands  (Virgin  Gorda).  Elegant  new  villa 
directly  on  own  private  snorkeling  beach, 
spectacular  panoramic  view  of  North 
Sound  including  Bitter-End  (dive  school, 
etc.)  Perfect  weather  year  round.  3 
bedrooms,  2 baths,  magnificent  living- 
room,  wrap  around  deck,  full  modem 
kitchen,  microwave,  dishwasher,  washer- 
dryer.  (Staff,  provisioning,  marina,  res- 
taurant, fishing,  pool,  tennis,  car  avail- 
able.) $1,890  week.  Call  609-921-7872. 

VACATION  RENTAL— Akumal:  Las 
Celosias,  a snorkeler's  idyll,  one  hour 
Cancun;  3 bedrooms,  3 baths,  staff.  Over- 
looks lagoon— Caribbean.  White  sand 
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beach,  accredited  diving  school.  Mayan 
ruins  nearby.  May-Oct  $900;  Nov. -Apr. 
$ 1 1 00/weekly.  Also  San  Cristobal  Las 
Casas,  Mexico:  El  Jacarandal,  enchant- 
ing guest  house  overlooking  Spanish  co- 
lonial town.  Indian  villages,  markets. 


Three  excellent  meals,  good  horses,  open 
bar,  S90/person/day.  Write:  P.H.  Wood, 
Calle  Com  i tan  #7,  San  Cristobal  Las 
Casas,  Chiapas,  Mexico.  Call:  011-52- 
967-81065. 


CLASSIFIED  ADVERTISING— All 

Replies/Requests:  NEW  JERSEY 

MEDICINE,  Advertising  Office,  370 
Morris  Avenue,  Trenton,  NJ  0861 1 or  call 
609-393-7196  for  availability. 


Mim  mwn 


SPECIALISTS 


The  Air  Force  can  make  you  an  attractive 
offer — outstanding  compensation,  better 
working  hours  plus  opportunities  for 
professional  development.  You  can  have 
a challenging  practice  and  time  to 
spend  with  your  family.  Find  out  what  the 
Air  Force  offers  a specialist  up  to  age  58. 
Call 
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“SELLING  PRACTICES 
IS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment?  Before 
you  buy  or  sell,  call  for  an  appraisal  to  assure  the  best 
financial  and  transfer  terms.  We  are  a full  service  prac- 
tice broker,  not  simply  a listing  service.  Since  1981, 
Countrywide  has  been  instrumental  in  helping  hundreds  of 
doctors  like  yourself  buy  and  sell  their  practices.  We  guide 
you  through  the  entire  sales  process  from  initial  meeting 
to  closing.  Our  offices  serve  New  Jersey,  New  York  and 
New  England. 

Countrywide  Business  Brokerage,  Inc. 

319  East  24th  St.  Suite  23-G 
New  York,  N.Y.  10010 

(212)  686-7902  (617)  232-1075  (203)  869-3666 


PRIMARY  CARE  PHYSICIANS 

Multi-state  practice  association  seeks  BE/BC  primary 
care  physicians  for  unique  opportunities  in  PA,  NJ,  New 
England,  MD,  FL,  and  other  areas  of  the  U.S.  Most 
positions  offer  Monday-Friday  8 AM  to  5 PM  schedules 
with  up  to  five  weeks  paid  time  off.  Paid  malpractice. 
Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Suite  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


EMERGENCY  MEDICINE  POSITIONS 

Full/part  time  emergency  medicine  physicians  sought 
by  multi  state  professional  association  for  openings  in 
metropolitan  NY,  PA,  MD,  DC,  FL,  New  England  and 
throughout  U.S.  Contact  or  send  CV  to: 

Liberty  Healthcare  Corporation 
399  Market  Street 
Ste.  400 

Philadelphia,  PA  19106 

(215)  592-7400  or  outside  PA  (800)  331-7122 


ANESTHESIOLOGIST 

PGY-5  Fellow,  includes  research  and  training  of 
residents  in  hospital  setting.  Requires  4 years 
training,  New  Jersey  license  and  Board  Eligible. 
Salary  commensurate  with  PGY-5  level,  full  time. 
Send  c.v.  to: 

Dept.  Chairperson 

St.  Joseph’s  Hospital  & Med.  Ctr. 

703  Main  Street 
Patterson,  NJ  07503 


OFFICE  CONDO 
FOR  SALE  OR  LEASE 

1,000  sq.  ft.  medical  office  in  the  vicinity  of 
senior  citizen  villages  of  Ocean  County.  Turn 
Key  and  many  extras. 

Call:  (201)  929-2368 


LOCUM  TENENS  PHYSICIANS 


Join  a comprehensive  physician  support  service 
with  a major  medical  center  in  south  central 
Montana. 

Locum  physicians  provide  primary  care  coverage 
(excl.  routine  OB)  for  physicians  in  rural 
Montana  and  Wyoming.  Assignments  vary 
in  length.  Reimbursement  for  expenses, 
malpractice,  health  insurance,  CME. 

Call  Locum  Tenens  Coordinator 
1'800'325'1774 

Or  send  CV: 

1500  Poly  Drive,  Suite  103 
Billings,  MT  59102 


Health  Care  Personnel 
Consulting,  Inc. 

a division  of  The  Health  Care  Group 

specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the  following 
specialty  areas: 

ALLERGY,  DERMATOLOGY,  FAMILY  PRACTICE, 
INTERNAL  MEDICINE,  OPHTHALMOLOGY, 
PEDIATRICS,  PSYCHIATRY,  PSYCHOLOGY, 
RADIOLOGY  AND 
URGENT  CARE. 

For  more  information  regarding 
selling  or  buying  a medical  practice, 
contact  our  brokerage  division 
at  The  Health  Care  Group, 

140  West  Germantown  Pike 
Suite  200 

Plymouth  Meeting,  PA  19462 

(215)  828-3888 
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Do  Not  Substitute 


2 mg  5 mg  10  mg 

The  One  You  Know  Best 


Are  you  writing  only 
half  a prescription  for  it? 


Be  sure  to  write  a complete  prescription. 

Specify  "Do  not  substitute.” 


Roche  Products  Inc. 
Manati.  Puerto  Rico  00701 


Copyright  c 1987  by  Roche  Products  Inc. 

All  rights  reserved. 


State  flag  of  New  Jersey 


Flag  It. 

To  complete  your  prescription, 
be  sure  to  sign  on  the  right, 
on  the  “ Do  Not  Substitute”  line. 

This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


scored  tablets 

2 mg  5 mg  10  mg 

The  one  you  know  best. 


f 4 


The  cut  out  “V"  design  is  a registered  trademark 
of  Roche  Products  Inc. 
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